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Allergies/Medical Alert: w\¢ A

cdmmgnization.’ [Date  isite - [Dose. ‘1:MER  [Coments VIS, {initials
Tdap
Td Booster
MMR EXP:
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INITIAL TUBERCULOSIS (TB) SKIN TEST

———

LASTNAME: ] Luner FIRST NAME:__ YOV EY vsccwo #_LOZI20T 2
TUBERGULIN [TB) 2 STEP MANTOUX SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
STEP 1 - TEST#1:

NAME OF PERSON ADMINISTERING: m_u_mdn_g_\ljé:bﬁ.u N4 )

paveaommastereo (rest s 1\ ALINR  LoTe: 09801 AA EXPJRATION DATE: MWI?

DATE READ:; _I_umm BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESILTS: POSITIVE GATIVE —REDNESS {please idantiy resulis witha +)

mm  (pleese provide maasure in mitimeters)

PHYSICIAN/NURSE PRACTITIONER sionature o= (R e 1o o

On thadate read (48-72 hes afier itis administened), your provider will evalusts, measure, and interpret the area, Your pry;idetwildoumuﬂhe milimeters
{e.9. 0rm, 4 mm, 12mm) and ifthe 181 TST is nagative, youwill return forthe 2ndiegljn 7-21 dayg. lfthe 1stlestis pogiive, youshoukd see you providerfor
additionsl evalationand treatment.

IF TEST #1 WAS NEGATIVE - WAIT 7-21 DAYS BEFORE COMPLETING STEP 2

STEP 2 - TEST#2 - 7 - 21 DAYS AFTERSTEP 1

1 .
NAME OF PERson AMinisTERNG: TP ol B XA N
DATE ADMINISTERED (TEST #2). _\_\_\MT-_O'LS ore: _GSDONDAA EXPIRATION DATE: S

-

DATYE READ: U BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 2 RESULTS: GNPOSI'I'WE X_NEGATNE —__REDNESS (please idenilfy resuligwitha V')
L_zgnm (please provide measurein millmelers)

PHYSICIANMNURSE PRACTITIONER snsNATuaE/ A JFac ko s 00 | CEENE

AUB {JRN U1V ProvidenTONTGOMERY
STHRsY plade office SRR
IRMA Rerd {if possible) fany, 1
| vahidation purposes.

AITER I T e ey

On thedata read (48-72 hrs after TEST #2), your provides wilt evaluate, measure, and interprel the TST. Document the millimeters {e.g. 0 mm, 4 mm, 12 mm).
H the 2nd TSTis ppgative - you are donet

On the data read (48-72 hrs aker TEST #2, your providerwill evalusie, meesure, and interpret the TST.Document the milimslers (e.g. 0mm, 4 mm, 12 mm).
If the 2nd TST Ia positive, you should see your providerfor additionalInformation &  tregtment.

IMPORTANT NOTE:
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HEPATITIS B IMMUNIZATION

LASTNAME: ___| (AT NIEY FrsTNAME_ YV DEr rsccio Q72170112
HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? - "NOQ"
HEPATITIS B IMUNIZATION - TO BE COMPLEYED BY PHYSICIAN, NURSE PRACTITIONER OR NURSE.

SIEP1- IF YOU HA COMPLETED AHEPATITIS B SERIES IN THE PAST - HAVE A TITER DRAWN AND
THAT JF YOUR TTTER IS NEGATIVE YOU MUST COMPLETE STEF 2 COMPLETE THEFOLLOWING.

DATEOFTrrm.-IP\lLﬂ'B POSITIVE? (anti-HBS210 miNmL) NEGATIVE? & {anti-HBSSIOMYmL) (plesse idently resultywitha )
PHYSICIANNURSE PRACTITIONER NAME & CREDENTILS (PLEASE PRINT) o Rlacoseny UegNep
PHYSICIANIVURSE PRACTITIONER SIGNATU &fg‘:ﬁfe&;ﬁu P

Al AUBURN UNIVERSITY MONTGOMEE

PO STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102

Please place office stamp P.0. BOX 244023
here (if possible) far MONTGOMERY, AL 36124-4023

validation purposes.

IF YOUR TITER RESULTS ARE POSITIVE - YOUARE DONE!
IF YOUR RESULTS ARE NEGATIVE - COMPLETESTEP2 BELOW.

+IF YOU HAVE NQT COMPLETED AHEPATITIS B IMMUNIZATIGN ORIF YOUHAD ANEGATIVETITER - A FULL 3-PART SERIES
IMMUNIZATION IS REQUIRED.

18T vaccmmnumml\ 'Z'ZQZ% PHYSICIANMNURSE mmmmnﬂ'z& é;zg: B[QEZI P
AUBURN UNIVERSITL.MONTGOMERY G
THY ALLH C TER

ZND VACCINATIONDATE: PHYS!SIANMURSE PRAC‘TmmER SIGNATURE:
YO BE ADMMISTERED 1 NONTHAFTER 1STDOSE

Provider:
Please place office stamp
here (if possible) for
valudatlon purposes

ggs\:\mcmm W"E_W— PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
1 Provider:
. Please place office stamp
{ here {if possible) for

valudaﬂon purposes

] s

AFTER COMPLETION OF 3-PART SERIES, HAVE A TITER DRAWN FORHEPATITIS B SURFAGE ANTIGENS lant.l-l-ﬂn)TO DOCUMENT IMMUNITY:

[y, DACITAAD fani_HR«> 1N mil iml V NEGATIVE? {anti-HBss10 miWml) {pleaseidently resuitswitha v')
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VARICELLA (CHICKEN POX) IMMUNIZATION

LAST NAME: "ﬁerner FIRSTNAME: YYD rscewm a3 O2(Z2 O7) 2_
VARICELLA/CHICKEN POXMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSEPRACTITIONER, OR  NURSE.
HAVE YOU RECEIVED YOUR VARICELLAICHICKEN POX IMMUNIZATION? : EP13 -

STEP 1 -IF YOU HAVE PREVIOUSLY COMPLETED A VARICELLAICHICKEN POX IMMUNIZATION OR HAVE HAD THE CHICKEN POX - HAVEA TITER

DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEPZ - RE-IMMUNIZATIONIS
REQUIRED.

DATE OF VARICELLATITER: OIS POSITIVE?__ 2 1.1Al) NEGATIVE? 2 \(sD8Al) (pleaseidently resuiswitha v*)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS(PLEASE  PRINT) MMLSK,NP

PHYSICIAN/NURSE PRACTITIONER semwnﬁ_?&':m»w PN
e e e AUBURN UNIVERSITY MONTGNMERY

; Provider: STUDENT HEALTH CENTER

! Please place office stamp IRMA B. MOORE HALL RM. 102
here (if possible) for P.O. BOX 244023
validation purposes. MONTGOMERY, AL 36124-4023

JF YOUR TITER RESULTS ARE POSITIVE - YOUARE DONE!

IF YOUR RESUL TS ARE NEGATIVE - COMPLETE STEP2 BELOW.

SIEP 2 - F YOUHAVE NOT HAD A VARICELLA/CHICKEN POXVACCINATION OR ANEGATIVE TITER RESULT - VARICELLA IMMUNIZATION IS
REQUIRED.

PO CINE

DATE OF VARICELLAVACCINE #1: J_!_J_K‘L d ’FU q(ui(?_,\\cb

| er |mefian s
DATEOF VARICELLAVACCINE#2: o Yo \\\Y\
PHYSICIAN/NURSE PRACTITIONER NAME 8 CREDENTIALS (PLEASE  PRINT) w
PHYSICIANINURSE PRACTITIONER mNATUEw

AUBURY ™ . MONT

' us, Provider: | 1O
i%figgegr Boﬁaiplle).foﬂvﬂ .
85} phcposes.

5
%
[



Screening Checklist PATIENT NAMEﬂnmﬁf Torer

I 1 i A B , Clﬁ
for Contraindications > owz-2%g

year

to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be given today. If you
answer “yes” to any guestion, it does not necessarily mean you should not be vaccinated. It just means
additional questions must be asked. If a question is not dear, please askyour healthcare provider to explain it.

don’t
know

1. Are you sick today?

i

2. Do you have allergies tc medications, food, a vaccine component, or latex?

3. Have you ever had a serious reaction after receiving a vaccination?

4. Do you have a [ong-term health problem with heart disease, lung disease, asthma,
kidney disease, metabolic disease (e.g., diabetes), anemia, or other bicod disarder?

5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem?

Ol o (OiR 0|

O 0O

6. In the past 3 months, have you taken medications that affect your immune system,
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of
rheumatold arthritis, Crehn’s disease, or psoriasis; or have you had radiation treatments?

7. Have you had a seizure or a brain or other nervous system problem?

1
£l

8. During the past year, have you received a transfusion of blood or blood products,
or been given immune (gamma) globulin ar an antiviral drug? 4

9. For women: Are you F;regnant or is there a chance you could become pregnant
during the next month?

]

10. Have you received any vaccinations in the past 4 weeks? 1%

O
ol R R KRR R RO RS
L]

tmmunization
action coalltion

immunize.otg

FORM COMPLETED BY[{AM\OPY TRy DATE | ‘ | ¢ l 23
FORM REVIEWED BY L;/}}fd/MﬂﬂM?}m o ”{’23

Did you bring your immunization record card with you? yes Q/ no [

it iz important for you to have a persona! record of your vaccinations. If you don't have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every time
you seek medical care. Make sure your healthcare provider records all your vaceinations on it

Technical content reviewed by the Centers for Disease Control and Pravention
Saint Paul, Minnesota « 651-647-3009 = www.immunize.org = wwwyaccineinformation.org

www.immunize.org/fcatg.d/p4065.pdf = ftem #P40D63 (4/18)
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HEALTH SERVICES

TB Scresning Questionnaire

Neme: DO —Tpvey Dete of Birth: V2.1 241 G (o
Student Number: Trennsim S4uden +

Plesse mark “yes” or “no” 1o the following guestions. YES

. Do you have a cough that has lasted longer than 3 weeks?

Have you coughed up blood or mucus?

Have you had fever, chills, or night sweats?

Have you had unintentional weight loss?

Have you been feeling very tired? -

Heave vou lost vour appetite?

S NI EN SIS

Have you ever had a positive TB skin test resulf or Positive
interferon gamuma release assay (IGRA) result?
If so, when?

'8, Have you ever had an abnormal chest x-ray?

9. Have you recently had the mucus coughed up fested for TBY?

10. Have you ever been told you had T or latent TH?

11, Have you ever taken medicine for TB?

12. Have you ever lived with or had close contact with someone who had
TB? .

13. Do vou currently have a rash on either forearm? -
14, Are you mmunocomprommed? {Steroids, chemotherapy, or other?)

NN &5§ NI\ g SONNNE \g\ %1

15, Have you received a live vaceine in the past 30 days?

#All TB skin test and Chest x-rays must be performed In the U.S. to be valid.*

[ attest the above is true and accurate to the best of my knowledge.

Patient Signatum%" %‘ pate: 1 /9 /23

provider Signature; bémb‘(/b Q{B‘.\I Date: | IQ] th;

D&e2021
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MEASLES, MU RUBELLA (MMR) IMMUNIZATION

TN

7t

LASTNAME_ OUNEF  FrsTNAME VYV Tscen #:_Y2O02{ZOTE

R) IMMUN{ZATION - TO ﬁECOMPLETED BY PHYSICIAN, NURSEPRACTFHONER. ORNURSE.

RMMR IMMUWTDN?WME%

e/

HAVE YOU RECEIVED

You
STEP 1. YOU HAVE COMPLETED AN M\ IMMUNIZATION N THE PAST - HAVE A TITER DRAWN - AND HAVE YOUR PROVIDER COMPLETE
—"THE FOLLOWING! IF ANY RESUL TS ARE NEGATIVE - SEE STEP 2 - REIMMUNIZATIONIS REQUIRED. .
DOSE#} o , /
' nﬁgommx—:smyaﬁowwmﬂ:_ﬂﬂ_\ﬁ POSIIVE? @11 Al) NEGATIVE? (SOBAI) (please idently results wiha ) POSITIVE?
DATEOF MUMPS TITRR: @ 1.1Al) NEGATIVE? (SO8A) (pleaseidentily resultswitha vjposrrwm (21.1
DATE OF RUPELLA(MEASLES) TITER: A) NEGATVE?  (sO7A) (pleaseidentfy restiswitha v)

MR THer 1 HNe fu thriant iy \
rnvspcmuuasewmouskweacnenwm(m prevry KO RADOCUNRAY, UaN?
PHYSICIANINURSE PRACTITIONER SIGNATURE MMAEW AUBURN UNIVERSITY MONTGOMERY

STUDENT HEALTH CENTER

i Provider: TRMA B. MOORE HALL RM. 102
Please place office stamp _ P.O. BOX 244023
here (if possible) for MONTGOMERY, AL 36124-4023
- validation purposes.

iF YOUR TITER RESULTS ARE POSITIVE - YOUARE DONE!
IF TER RESULTSARENEGATIVE - COMPLETESTEF2 BELOQW.

BEL , VACCINATI

STEP 2 - [F YOU HAVENOT HAD AN MMR IMMUNIZATION OR IF YOUHAVEA NEGATIVETITER - IMMUNIZATIONIS REQUIRED.

DOSE#1  MEASLES (RUBEOLA) DATE: DOSE#2  MEASLES (RUBECLA) DATE:
DOSE#1  MUMPS DATE___ DOSE#2  MUMFS DATE:
DOSE21  RUBELLA{MEASLES) DATE: . DOSE#2  RUBELLA(MEASLES) DATE:

PHYSICIAN/NURSE PRAGTITIONER NAME & CREDENTIALG (PLEASE PRINT)

PHYSICIANNURSE PRAGCTITIONER SIGNATURE

Provider:
Please place office stamp
here (if possible} for
validation purposes.
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HEALTH EXAMINATION FORM

Lnstiawe_[UTEY estaame MY rsccion YA 021270 Fronenumsss: 2ON=LISg - 14

THE FOLLOWING INFORMATION MUST BE COMPLETED BY A PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

Allergies (Food/Drug/Latex. etc.)
ueigm{s 7 weignt 3 HR .1, O3 pulselB(,’m
Vision Right 20/_ O Left 20/_2O Corrected: Y'B/ NO
C NOBRMAL ABNORMAL FINDINGS
o CBC V4
M Cardiovascular v
P Pulses v
L Heart v~
Lungs v
E Skin v
T | EN.T. Y.
E Gastrointestinal 'l
Musculoskeletal Y_
Neurological v
Other -
The studesithas baen diagnosed with a chroniciserious medical condiion({s)? {Ex. Diabetes, hypertension, selzure disorders, etc.?) Yes \/ No
If yos, please lst:
Isfare the condlion{s) being presenfly controlled or reated?  _____ Yes No  [fves, please describe:
The student has besn diagnoned with a psychigtricimental condition(s)? (Ex. Bipotar, depression, chemical dependancy, etc.) Y _Yes No
Isigte the condiion(s) being preserily controlied or treated? _\_{__Yes_______wo Il yes, please describe: _&_\_g_g\ or
The studentis takingprescrbed madications on a regularbasis? b/Yes No

ﬂm.plmeﬂiwné__}:mpﬁ_f © .

On the basis of my axaminztion on this day, l ‘ q ) a~3 __, | approvathe student’s participation in Clinical Education.

/‘ month, day, year
Yas No Limited - i{limited, ploase describe:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) w
PHYSICIAN/NURSE PRACTITIONER SIGNATURE @ i 5!@;& bt 2 (NP

lr Provider: AUBURN UNIVERSITY MONTGOMERY
i Please place office stamp STUDENT HEALTH CENTER

! here {if possible} for IRMA B. MOORE HALL RM. 102

1 validation purposes. P.O. BOX 244023

B e MONTGOMERY, AL 36124-4023

o8z



Note to all applicants: The essential finctions form must he signed and dated by the student. This states that you
have read and agreed to the terms. You will receive the essential functions form for the nursing program once
accepted into the program for a healthcare provider to complete.

M Dec Toumer Qo202

Print Applicant’s Name Applicant’s A#
L e a2z
Apptfcant’s Signature Date
' 1022
Physician’s Signafure Date
I FHMDCV } Larner have revealed my medical history truthfully and completely.
(Print Applicant’s Name)

[ authorize my medical provider to give information to the Trenholm State Community College Nursing Department
regarding my ability to participate in clinical rotations.

o

‘:ﬁ@icant's Signature and Date




Alabama Community College System
Nursing Programs Essential Functions Form

Acknowledgment Page

&
1 £ Trenholm State

OMMUNITY COLLEGE
Note to all applicants: The essential functions form must be signed and dated by the student. 'This states that you
have read and agreed to the terms. You will receive the essential functions form for the nursing program once

Iég,
I

J

a

B O2UATO 12

accepted into the program for a healthcare provider to complete,
Applicant’s A#

[ ¢] 23

Datk

Rmper  Tuemexr

Print Applicant’s Name
|- q-a3
Date

tant’s Sig‘ﬂﬁlﬁ
leba 1Bkt s CEAF

Physician’s Signature

have revealed my medical history tnzthfully and completely.

Tiuer

1_Bmper
(Print Applicant’s Namg)
regarding my ability to participate in clinical rotations.

Appticant's Signature and Date

I authorize py medical provider to give information to the Trenholm State Community College Nursing Department
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LasTNAME | (AN EX FIRST NAME:__ {0y YOER 1scem #_ Y30 2170711

JETANUS, DIPTHER USSIS CCINATION -TO BE GOMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE,
ATDAP BOOSTER ISREQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATE OF ORIGINAL TOAP VACCINATION: 2 11\ n_ o DATEOF MOST RECENT BOOSTER: _) ! ) h.l}\-\
pOY N LOPY YRL0yd L2l

Tup 0
PHYSICIANINURSEPRACTITIONERNAME&CREDENTIALS(PPEAS? e Kb BY00G RN (RANY
PHYSICIAN/NURSE PRACTITIONER SIGNATURE E@M@W

!‘ Provider:
Please place office stamp
here {if possible) for

'{[ validation purposes.

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.0O. BOX 244023
MONTGOMERY, AL 36124-4023
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@ ) Quest

Diagnostics’

01/10/2023 08:38:50 aM

Report Status: Final
TURNER, AMBER

Patient Information Specimen Information Client Information
TURNER, AMBER Specimen:  AL804594Y Clicnt # 49100638 QATLOV0O
’ Requisition: 2920259 BLACKWELL, ROBIN
DOB: 12/29/1996  AGE: 26 Lab Ref #: 00855530 AUM NURSING CARE CENTER
Gender: T Collected:  01/09/2023 / 16:48 CST ;‘gﬁgﬁﬂ%‘;‘fi‘gz -
Phone:  251.458.7761 Reccived:  01/10/2023 /03:17 CST P AL
Pauent ID: 5260 Reported:  01/10/2023 /06:03 CST
PROVIDER: BICKNELIL MIRANDA
Test Name In Range Out Of Range Reference Range Lab
CBC (INCLUDES DIFF/PLT) AT
WHITE BLOOD CELL COUNT §.2 3.8-10.8 Thousand/uL
RED BLOOD CELL COQUNT 4,33 3.80-5.10 Million/uL
HEMOGLOBIN 1z.1 11.7-15.5 g/dL
HEMATOCRIT 36.9 35.0-45.0 %
MCV 85.2 80.0-100.0 fL
MCH 27.9 27.0-33.0 pg
MCHC 32.8 32.0-36.0 g/dL
RDW 12.1 11.0-13.0 %
PLATELET COUNT 399 140-400 Thousand/uL
MPV 10.1 7.5-12.5 L
ABSOLUTE NEUTROPHILS 4846 1500-7800 cells/ul
ABSOLUTE LYMPHOCYTES 2665 850-3900 cells/ul
ABSOLUTE MONOCYTES 615 200-950 cells/ul
ABSOLUTE EOSINOPHILS 41 15-500 cells/ul
ABSOLUTE BASOPHILS 33 0-200 cells/ulL
NEUTROPHILS 59.1 %
LYMPHOCYTES 32.5 %
MONOCYTES 7.5 %
ECSINCPHILS 0.5 %
BASQOPHILS 0.4 %
PERFORMING SITE:
AT CIUEST DHAGROSTICS-ATLANTA, 1777 MONTREAL CTRCLE, TOCKER, GA 3E1-6580C Laboralory Directon: ARDREW N YOUING ML PHIY, CLIAD 1113023393]

CLIENT SERVICES: 866.637.8378

SPECIMEN: AL8O4594Y

PAGE 1 OF |

Quest, Quest Diagnostivs, the associated logo and all associated Quest Diagnostics marks are the trademarks of Quest Diagnostics.



ADULT IMMUNIZATION RECORD

Name: TURNER, AMBER KENNEDRA
A||ergiesj DOB:  12/29/1996
T Chart
Reactions: #:
Date of Service: 12/07/2022
. . Type of Vaccine | Date Given |Age at Dose Route & Site Mr Lot# VIS Date Vaccinator Signature
Vaccine Family (no Brand Name) | (mm/ddiyy) | Adm | (corml)
Tetanus, Diptheria, DTAP 03/16/97 2m 05
(Pertussis) DTP-HIB 0S/06/7 | 4m 05
(e.g., Td, Tdap)
DTAP 01/14/98 12m 0.5
DTAP 03/07/01 4y 0.5 OUTSIDE CLINIC
TDAP 02/12/09 12y 05
TDAP 05/15/17 20y 0.5 IM PMC X994C OUTSIDE CLINIC
Hepatitis A
(e.g., HepA, HepA-HepB)
Hepatitis B HEP B ADOL/PED | 12/29/96 om 0.5
(e.g., HepB, HepB-Hib, 2 05
DTaP-HepBIPY, Heph- HEP B UNS 03/67/97 m .
HepB) HEP B UNS 08/16/97 5m 05
Human Papilomavirus HPV (GARDASIL) 09/26/08 Sy 0.5
(e.g- HPV) HPV (GARDASIL) | 0511107 | 10y 05
Measles, Mumps, Rubeiia |MMR 01/14/98 1Z2m 05
MMR, M
{ MRV) MMR, 03/07/01 4y 0.5 RA MSD 1505. OUTSIDE CLINIC
Meningococcal MCV4P 02/12/09 12y 0.5
(MCV4, MPSV4) (MENACTRA)
Pneumococcal PCV? 03/07/01 4y 0.5 RD OUTSIDE CLINIC
(e.g. PCV, PPV)
Paolio OPY 03/07/97 2m 0.5 PO
f_‘f’ig’)" IPV. DTaP-HepB-  [opy 05/06197 | 4m | ©5 |PO
oPv 06/16/97 5m 0.5
IPV 03/07/01 ay 05 LA OUTSIDE CLINIC
Varicella {Var, MMRV) 4VARICELLA 01/14/98 12m 0.5
Influenza
{e.g.. TIV, LAIV}
Zoster
Other HIB UNS 06/16/97 5m
HIB UNS 01/14/98 12m
Pfizer Covid1g 08/30/21 24y IM PFR FC3180 OUTSIDE CGLINIC
Plizer Covid19 09/20/21 24y IM PFR FF2588 QUTSIDE CLINIC
AFC PRIMED ATLANTA HIGHWAY PPD Date Results PPD Date Results
4305 ATLANTA HWY
Mantoux Maxtaux
MONTGOMERY, AL35109 Mantcux Mantoux
334 3232260 Mantoux Mantoux
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~“Alabama Department of Public Health
+" GERTIFICATE OF IMMUNIZATION

AMBER KENNEDRA TURNER
Child's Name ¢first, middle; last)

12/26/1996
Bia_'thdate

LOUISE TURNER
ParenUGuardian Name (ﬂr’éi ‘

Unless Specifically exemptad hy la
schools and licensed ghild care: faclhtie nAla
www.adph.org/immunization.t -

(Next Required Immunizatior:)

12/29/2018
Date of Expiration

[ of A!abarna 1975 Saction 16-30-4) requires a certificate on fle for each child in attendance in alt
ma Instrucllons for this form and immunization requirements by age are detailed via the ADPH web site a

Vaccine |

DTP,DTaP DT,
Td,TdaP™

Totai
Doses

Confirmed
Lab
MM | YY

Histdry

PV

IPV,OPV -
: 03/07/04

- .0B/1B/97

Hib

: HIB. .
{Under Age 5)

F b 0114/98

: W
Measles = %

Mumps

Rubetla™

’ hl o tnthe a;zf:mw:ﬂg i&om

- The cemf:cafers NOTVB(M mtfréqg e nama ami'q:r(h deteaithe =
chifd, date pf expiratfon, jegible na; m address of thephysrman
arhealtb depaument, certiffed by signatiié and the date oﬁssue. A

- xthool of facility offianiis respcnsibie far kaemnga-éw;emyaim T ¢
Certifizate oninefile for eachchildin attendance. Whena cmfdiqugs ‘.

Cof franse’ers 14 aaather facility. /@ Certificate of immunization
_shou!d bagfvan 1oa pamntiguardmn

Somoy g—‘q"'..,.-

6/28/2012
Date of Issue




AMBER KENNEDRA TURNER

Child's Name (first, middle, last}

© LOUISE TURNER

Date of Expiration
12/29/1996

ParentGuardian Name (first, middle, last)

: (Next Required Immunization)
Birthdate

Unlass Speciﬁc'ally exempted by law, Alabama law{code of Alabama 1975, Section 16-30-4) requiras a certificate on file for each child in attendance in all
schools and licensed child care facilities in Alabama. Instructions for this form and immunization requirements by age are detailed via the ADPH web sile at

www.adph.orgfimmunization
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