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HEPATITIS B IMMUNIZATION
LAST NAME: F.ln\f_\-e O FIRST NAME:M TSCC ID #Pﬁi\'m‘o'lq 0

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? [F "YES" - SEE STEP 1 & IF "NO" SEE STEP 2

HEPATITIS B TITER - TO BE COMPLETED BY YOUR HEALTHCARE PROVIDER.

STEP 1 - IF YOU HAVE COMPLETED A HEPATITIS B SERIES IN THE PAST - HAVE ATITER DRAWN AND COMPLETE THE FOLLOWING.
PLEASE NOTE THAT IF YOUR TITER IS NEGATIVE YOU MUST COMPLETE STEP 2.

pATE oF TITER: |\ “H tm'B POSITIVE? (anti-HBs210 miU/mL) NEGATIVE? v (anti-HBs 10 miU/mL) (please identify results with a v/)
PHY SICIAN/NURSE PRACTITIONER NAME & CREDENT|A ¥ ASe ) N (XJJ?

PHY SICIAN/NURSE PRACTITIONER SIGNATURE

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER

ase » office stamp | IRMA B. MOORE HALL RM. 102

here (if possible) for ‘ P.0. BOX 244023

validation purposes MONTGOMERY, AL 36124-4023

iF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEFP 2 BELOW.

STEP 2 - IF YOU HAVE NOT COMPLETED A HEPATITIS B IMMUNIZATION OR IF YOU HAD A NEGATIVE TITER -
IMMUNIZATION IS REQUIRED.

1ST VACCINATION DATE: \ L l '_'I h:ﬂ LS AUBURM R MRRAIASE MONTFONER BIGNATURE: (D\P

3-PART SERIES

STUDENT BEALTH €CENTER -
LU‘\“ '&—XSfL’! IRMA B. MOORE'HATL RM. 102
chopny Trosoxamns 0 |

2ND VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 1 MONTH AFTER 15T DOSE

i
| Provider |
‘ )

e (if po

validation purposes.

3RD VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 6 MONTHS AFTER 2ND DOSE

validation purposes

AFTER COMPLETION OF THE FULL 3-PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS B ANTIBODY TO DOCUMENT IMMUNITY:

DATE OF TITER: POSITIVE? (anti-HBs 210 mlU/mL) NEGATIVE? (anti-HBs €10 mlU/mL) (please identify results with a y)

PHY SICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

M RIAIATARA L IFRAF PRI AATITIARST ALARLAT iImr



TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

Last name: £ L0 FIRST NAME:MQ_ TSCC ID #:

TETANUS, DIPTHERIA, & PERTUSSIS (TDAP) VACCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

ATDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATE OF ORIGINAL TDAP VACCINATION: 1—‘1 G\‘LQ 03 DATE OF MOST RECENT BOOSTER: ! Lll_'l l l. Q’Lg
0Tap Thup

PRINT) me_ﬁmm.,% P

PHYSICIAN/NURSE PRACTITIONER NAME & CRE

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.O. BOX 244023
MONTGOMERY, AL 36124-4023
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INFLUENZA (FLU) IMMUNIZATION

LAST NAME:/{;Y\ HEO FIRST NAME:C Mm 5' ona TSCC ID #: {’(Mﬂ 61 q O

SEASONAL INFLUENZA {FLU SHOT) VACCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE

FLU SEASON TYPICALLY BEGINS MID-SEPTEMBER
VACCINATIONS ARE NOT AVAILABLE BEFORE THIS TIME

DATE ADMINISTERED: l_’L‘HhS MANUFACTURER: _ QY ot# @LINLY  expiraTion DATE;UJEDJQ,L]

SITE OF INJECTION: \/LEFT DELTOID RIGHT DELTOID (please identify location of injection with a ')

PROVIDER - PLEASE PRINT THE FOLLOWING INFORMATION:

NAME OF PERSON ADM;NISTERlNGm)]QndUﬁLV_-w LREDENTIALS OF PERSON ADMINISTERING. _ BN

SIGNATURE OF PERSON ADMINISTERING: M_\Q&N
NAME OF OFFICE OR FACILITY: mwm%\;‘h \35&” 'LE[H : 3‘1 B\

streeraporess 1H\) EUCY Y. c:wm_\juﬂ,_ﬁmu_q stare WLz cooe 3@ | 17]

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

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



