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MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION

LAST NAME: M}Jﬂ%uem FIRST NAME: ﬂ.dﬂ,(j\lﬁmi TSCC ID #:

MEASLES/MUMPS/RUBELLA (MMR) TITER - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

HAVE YOU RECEIVED YOUR MMR IMMUNIZATION IN THE PAST? IF "YES" - SEE STEP 1 & IF "NO" SEE STEP 2.

STEP 1 - IF YOU HAVE COMPLETED AN MMR IMMUNIZATION IN THE PAST - HAVE A TITER DRAWN - AND HAVE YOUR PROVIDER
COMPLETE THE FOLLOWING. IF ANY RESULTS ARE NEGATIVE - SEE STEP 2 - RE-VACCINATION IS REQUIRED.

DATE OF MEASLES (RUBEOLA) TITER: 19 1"‘ POSITIVE? ‘/(a 1.1 Al) NEGATIVE? (0.8Al) (please identify results with a v/)
DATE OF MUMPS TITER: | X\l LY l'\.‘-l POSITIVE? (= 1.1 Al) NEGATIVE? (0.8Al) (please identify results with a y)
DATE OF RUBELLA (MEASLES) TITER: ‘-] POSITIVE? \/(21.1 Al) NEGATIVE? (s0.7Al) (please identify results with a ')

PHYSICIAN/NURSE PRACTITIONER NAME & CREOENTI

PHYSICIAN/NURSE PRACTITIONER SIGNATURE %

RN UNIVERSITY, MONTGOMERY
STUDENT-HEALTH CENTER
IRMA B. MﬂtﬂgﬁF HALL RM. 102
_P.O0. BOX 244023
MONTGOMERY, AL 36124-4023

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF TITER RESULTS ARE NEGATIVE OR IF YOU HAVE NEVER BEEN VACCINATED - COMPLETE STEFP 2 BELOW.

PROVIDER MAY RECOMMEND A BOOSTER. IF ABOOSTER IS PERFORMED COMPLETE DOSE #1 LINE ITEM.

DOSE#1  MEASLES (RUBEOLA) DATE: DOSE#2  MEASLES (RUBEOLA) DATE:
DOSE#1  MUMPS DATE: DOSE#2  MUMPS DATE:
DOSE#1  RUBELLA (MEASLES) DATE: DOSE#2  RUBELLA(MEASLES) DATE:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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

AFTER COMPLETION OF STEP 2 (2-DOSE SERIES) OR BOOSTER, HAVE A TITER DRAWN FOR EACH VACCINATION RECEIVED IN STEP 2
TO DOCUMENT IMMUNITY:

DATE OF MEASLES TITER: POSITIVE? NEGATIVE? (please identify results with a y)
DATE OF MUMPS TITER: POSITIVE? NEGATIVE? (please identify results with a v')
DATE OF RUBELLATITER: POSITIVE? NEGATIVE? (please identify results with a v')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
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VARICELLA (CHICKEN POX) IMMUNIZATION

‘\
LAST NAME:M’J&H}Q FIRST NAME: (; (G §§:( WG TSCC ID #:

HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX IMMUNIZATION? |F "YES" - STEP 1 & |F "NO" SEE STEP 2.

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

DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATION IS
REQUIRED.

DATE OF VARICELLATITER: _|\) llEi ll()'\H POSITIVE? ‘/{z 1.1Al) NEGATIVE? (<0.8Al) (please identify results with a v)

PRINT) - LAin(K2A) Bainn ,UUNY

PHYSICIAN/NURSE PRACTITIONER NAME & CRE

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

AUBURN UNFVERSITY MONTGOMERY
| STUDENT HEALTH GENTER
¢B: MOORE-HALL RM. 102
- valiPlOrBOX 244023
MONTGOMERY, AL 36124-4023
IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!

IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION OR A NEGATIVE TITER RESULT - VARICELLA IMMUNIZATION OR

BOOSTER IS REQUIRED. A HEALTHCARE PROVIDER MAY RECOMMEND A BOOSTER. IF ABOOSTER IS PERFORMED COMPLETE VACCINATION #1
ONLY.

VARICELLA/CHICKEN POX VACCINE
DATE OF VARICELLA VACCINE #1:
DATE OF VARICELLA VACCINE #2:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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

AFTER COMPLETION OF 2-PART SERIES OR BOOSTER, HAVE A TITER DRAWN FOR VARICELLA ANTIBODY TO DOCUMENT IMMUNITY:

DATE OF TITER: POSITIVE? NEGATIVE? (please identify results with a v)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
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HEPATITIS B IMMUNIZATION

LAST NAME:MMCZ_\M%\«\E“}RST NAME: Q( k ); );)( WA TSCC ID #:

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

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

DATE OF TITER: In ‘ ] 9] l l 0 ]H’OSITIVE? (anti-HBs210 miU/mL) NEGATIVE? (anti-HBs =10 mIU/mL) (please identify results with a y)

LEASH PRINT) L\ﬁd&e,u‘ Rovyan, (BAI P

PHYSICIAN/NURSE PRACTITIONER NAME & CREDE

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

BURN UNIVERSITY MONTGNMERY
STRENTHEALTH CENTER
RMA:B; MOQREHALL RM. 102
- vaROIBOX 244023

MONTGOMERY, AL 36124-4023

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

IMMUNIZATION IS REQUIRED.

1ST VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

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

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

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

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

Provider:
Please place office stamp
here {if possible) for
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 mIU/mL) NEGATIVE? (anti-HBs <10 mlU/mL) (please identify results with a ')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LAST NAME:M{I&DCKZ_W CrirsT NAME:BQA%DQQLL TSCC ID #:

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

A TDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATE OF ORIGINAL TDAP VACCINATION: \'L ‘B h YA DATE OF MOST RECENT BoosTER: JO\1 1L 5
WHmud

PHYSICIAN/NURSE PRACTITIONER NAME & CREDE PLEASE RRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE ::;:::::d_
Reduced Diphtheria
: Toxoid and Acellular Pertussis
UBURN UNIVERSHEr VioNTC O L .
| PIRENTEE offige ofane Y
| mMﬁé}é\!ﬁﬁBﬁ J}f{i]"‘ : Biologicals || (N1 :Ilfli
Iblﬂ 2 496018

? valiB&ise 0F
| MON,T,,G,()ﬂ‘:u:n1-55.‘,_%._F’,-Ej - o



Screening Checklist YOUR NAME Adﬂ(.{()aﬂof uf’i’ﬂal’ldt‘?t' VaqU‘eTO

for Contraindications oate of sirr |2/ 25 < 2000
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 question, it does not necessarily mean you should not be vaccinated. It just means we
need to ask you more questions. If a question is not clear, please ask your healthcare provider to explain it.

don'’t
yes no/ know
1. Are you sick today? i ﬂ_ﬁ [l
=
2. Do you have allergies to medications, food, a vaccine component, or latex? [ EZ(/ O
3. Have you ever had a serious reaction after receiving a vaccine? L] @ L]
4, Do you have any of the following: a long-term health problem with heart, lung, kidney, or metabolic /
disease (e.g., diabetes), asthma, a blood disorder, no spleen, a cochlear implant, or a spinal fluid leak? | O

Are you on long-term aspirin therapy?

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

6. Do you have a parent, brother, or sister with an immune system problem? O B/ L]

7. In the past 6 months, have you taken medications that affect your immune system, such as g
prednisone, other steroids, or anticancer drugs; drugs for the treatment of rheumatoid arthritis, [ ]
Crohn'’s disease, or psoriasis; or have you had radiation treatments? /

8. Have you had a seizure or a brain or other nervous system problem? ] E( ]

9. Have you ever been diagnosed with a heart condition (myocarditis or pericarditis) or have you had /
Multisystem Inflammatory Syndrome (MIS-A or MIS-C) after an infection with the virus that causes ] ]

COVID-19?

10. In the past year, have you received immune (gamma) globulin, blood/blood products, or an
antiviral drug?

11. Are you pregnant?

12. Have you received any vaccinations in the past 4 weeks?

13. Have you ever felt dizzy or faint before, during, or after a shot?

Q/o|o|o| O

14. Are you anxious about getting a shot today?

FORM COMPLETED BY flﬁéfww I%MA Z/M DATE IQ/ZQ/ZZ/

o ,
FORM REVIEWED BY (/L//jvéi_, Q—M_,__)‘EM pate _ 2 Y ru,\rl_ﬂ—

Did you bring your immunization record card with you? yes (] no E(

It is important to have a personal 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 vaccinations on it.

0 Immu n Ize.org www.immunize.org/catg.d/p4065.pdf

P
FOR PROFESSIONALS www.immunize.org / FORTHEPUBLIC www.vaccineinformation.org Item #P4065 (11/6/2023) Eb: >



ADULT IMMUNIZATION RECORD

Name: VAQUERO, ADAYOANA H
Allergies: DOB:  12-25-2000
Reactions: g;had
Date of Service: -29-2024
. . Type of Vaccine | Date Given |Age at Dose Route & Site Mfr. Lot # VIS Date Vaccinator Signature
Vaccine Family (no Brand Name) | (mm/ddlyy) | Adm | (cc/mL)
Tetanus, Diptheria, DTAP 02/26/01 2m 0.5
ki DTAP 04/25/01 4m 0.5
@B, T4, Tueel DTAP 06/26/01 6m 0.5
DTAP 05/28/02 | 17m 0.5
DTAP 11/02/06 5y 0.5
TDAP 12/13/12 1My 0.5
Hepatitis A HEP A 01/08/07 6y 0.5
(mig Henh Heph-HapB)  Lepa 01/24/08 7y 0.5
Hepatitis B HEP B ADOL/PED | 12/25/00 om 0.5 OUTSIDE CLINIC
§+%‘$§pss'.ﬁ‘§\?,81;'§&- HEP B ADOL/PED| 01/25/01 | 1m 0.5
HepB) HEP B ADOL/PED| 04/25/01 4m 0.5
HEP B UNS 01/29/10 9y 0.5
HEP B ADOL/PED| 05/09/11 10y 0.5 |[IMRA SKB AHBVB972AA |07/18/2007 |OUTSIDE CLINIC
Human Papilomavirus HPV (GARDASIL) 10/01/10 9y 0.5
(e:5., HPY) HPV (GARDASIL) | 12/02/10 9y 0.5
HPV (GARDASIL) | 05/09/11 10y 05 |[IMRA MSD 07862 03/30/2010 |OUTSIDE CLINIC
Measles, Mumps, Rubella |MMR 12/26/01 12m 0.5
(MRARR: MMV MMR 11/02/06 5y 0.5
Meningococcal MENINGOCOCCA| 12/13/12 11y 0.5
(MCV4, MPSV4) L UNS
MENINGOCOCCA| 04/05/17 16y 0.5
L UNS
Pneumococcal PCV7 02/26/01 2m 0.5
(e.g. PCV, PPV) PCV7 04/25001 | 4m 0.5
PCV7 06/26/01 6m 0.5
PCV7 09/26/01 am 0.5
Polio IPV 02/26/01 2m 0.5
ﬁbg)" ICV; DTAERepB: Ty 04/2501 | 4m 0.5
IPV 06/26/01 6m 0.5
PV 11/02/06 5y 0.5
Varicella (Var, MMRV) VARICELLA 12/26/01 12m 0.5
VARICELLA 01/24/08 7y 0.5
Positive Varicella 01/29/10
Titer
Influenza INFLUENZAUNS | 11/13/02 | 22m | 0.250.5
(g T LANY) INFLUENZA UNS | 12/29/03 3y | 02505
INFLUENZA UNS | 10/01/10 gy | 0.250.5
Zoster
Other HIB (HBOC) 02/26/01 2m 0.5
HIB (HBOC) 04/25/01 4m 0.5
HIB (HBOC) 06/26/01 6m 0.5
HIB (HBOC) 05/28/02 | 17m 0.5
WARHAWK HEALTH SERVICES PPD Date Results PPD Date Results
7461 EAST DRIVE Mantoux Maxtoux
RM 102 MOORE HALL
MONTGOMERY, AL36117 sAaniLX MASuX
334 2443281 Mantoux Mantoux




