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Hepatitis A and B

Date: /0 /?’/20\5/

Dear /’ﬁrwé mres. 67,/0n/k

Your final Hepatitis A and B vaccine is now due,

Please call the Nursing Care Center for an appointment as soon as possible
at 244-3281.

Thank you for allowing us to participate in the protection of your goo
health. '

Sincerely,

LA

Amy Morris, BSN RN-BC

AUBURN UNIVERSITY AT MONTGOMERY
Student Healtl Services
P.O. Box 244023, Montgomery, AL 36124-4023; 334-244-3281; 334-244-3396

www.aum.cdu
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for Contraindications
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
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don’t
yes no know
Vs
1. Are you sick today? ] E4N ]
2. Do you have allergies to medications, food, a vaccine component, or latex? U] Eﬁ ]
3. Have you ever had a serious reaction after receiving a vaccination? ] EE{ O
4. Do you have a long-term health problem with heart disease, lung disease, asthma, 7l .
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? L <

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

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
rheumatoid arthritis, Crohn's disease, or psoriasis; or have you had radiation treatments?

1
]

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

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

]
=Rl =
1

O

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

O
o =

O

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

j.z

FORM COMPLETED BY \L&M\ﬁc_ L“j) r%\\(\j\,f\ pare. S \K\K

FORM REVIEWED BY DATE

Did you bring your immunization record card with you? es [ no
Yy gy y Yy

It is important for you 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.
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for Contraindications s )3

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
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don't
yes no ‘know
1. Are you sick today? ] %\ ]
T
2. Do you have allergies to medications, food, a vaccine component, or latex? LC ol ] O
‘ . . o . . . i\ '
3. Have you ever had a serious reaction after receiving a vaccination? ] @\ ]
4. Do you have a long-term health problem with.h Lheart disease, lung disease, asthma, m . O
kidney disease, metabolic disease (e.g., dlabetes) sanemia, or other blood disorder? 7
L i} ../ Wi
5. Do you have cancer, levkemia, HIV/AIDS, or any other immune system problem? ] 1
6. In the past 3 months, have you taken medications that affect your immune system, 7
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of ] L%L Ll
rheumatoid arthritis, Crohn's disease, or psoriasis; or have you had radiation treatments?
LV
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, . ?ﬁ O
or been given immune (gamma) globulin or an antiviral drug? g
9. For women: Are you pregnant or is there a chance you could become pregnant l%
during the next month? N
A
10. Have you received any vaccinations in the past 4 weeks? ] @
— .
Y > i e
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Did you bring your immunization record card with you? yes (1 no [

It is important for you 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.
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ADOLESCENT & ADULT IMMUNIZATION RECORD

Clinic:
Name: }A\m\oertq 3 U ro
Date of Birth: __\\ / \‘5 /7—? Record #:

Allergies: ~ov -‘rab

Reactions:

History of Chickenpox? YES or NO If yes, date if known:

Date Admin VIS Form Given
Vaccine Age at Manuf Lot Admin 5;4/(‘30737/20
Mo|Day| Yr |the time| Type |Mo| Yr| Abbr* | Number |Dose| Site**
Td k Td rjsicsmﬂ»ms-na ’
Td Td Z:;tiﬁs B
Tetanus Toxoid, { i
Reduced Dlphlherla

Td Td Fetuntacine IM TWINRIX®

MR )
Td Td v | S i
Tdap 413 ] Tdap |"2- LD |im I@‘ﬁvL
veos - loplt 1Y 13151 HepB |7~ Jo| D v A
nees + Hepnr | SiIE HepB |7 sas Rl /0 LT M | A

| HepattlsB
Hep B Hep B (Recombinant) Vaccife M
. ®
Hep B (booster if needed) Hep B Eﬂ{lN X 1*"- M
GlaxoSmittitline |I| lull|i=" |I|“]|
MMR Rubella Rubeola MMR Biologicaly flH.Scc sQ
474

MMR Rubella Rubeola MMR 0.5cc sQ
Varicella Var 0.5cc sQ
Varicella Var 0.5¢cc sQ
1PV Polio 0.5cc sQ
1PV Polio 0.5cc sQ
PV Polio 0.5¢cc sQ
IPV Polio 0.5cc sQ
PPV23 PPV 0.5cc IM
PPV23 PPV 0.5¢cc IM
Hepatitis A Hep A M
Hepatitis A Hep A M
HPV HPV 0.5cc M
HPV HPV 0.5cc M
HPV HPV 0.5cc IM
Influenza Flu 0.5cc IM
Influenza Flu 0.5cc IM
Influenza Flu 0.5¢cc M
MCv4 Mening M
MPSV4 Mening sQ

* Manufacturers: M= Merck; S = Sanofi Pasteur; W = Wyeth; G = GlaxoSmithKline
** Sites: LT = Left Thigh, RT =Right Thigh, LA = Left Arm, RA = Right Arm, LD = Left Deltoid, RD = Right Deltoid

**+% VIS Language given, if not English:




***provider Information

First Name Ml Last Name Title Full Signature Initials
Hmy D | Mor= L1/ LA
| ) 7
Tuberculin Test
Date Admin Test Type i ok bk gk Rk
YF? Pr?VIder Prc?wder Results | Notes
Mo | Day | Yr | PPD | Tine placing the test reading the test
Titer Test Results for Non Susceptibility (IgM)
Date ) Results Notes
Disease
Mo Day | Yr Neg Pos
Vaccine Date Admin |, . s time | VIS Form Giver Manu*f Lot Dose Afjm:: Route | Provider Initials*** or Outside
Mo |Day| Yr | given [Type|Mo | Yr |Abbr*| Number Site Provider
— v —
\‘mhord Wl 3|1y T s l2 ISP [wutsum oq D | zml #M




AUBURN'MONTGOMERY
Carol Stewart, C.R.N:P3:- STUDENT HEALTH CENTER Ramona, Lazenby, C.R.N.P,
Lic. #1-045437 P O. Box 244023 :- ' Lic; #1:039092
Montgomery, AL 36124- 4023 i Rx: 07
(334) 244-328 Maryluz Fuentes’ M B! T

: (334) 2863444 |
DEA #BF 6451 520

< AL#24127

Ki

Address

ke one pl” every ' days Begm 2 wks before
departure, oo’ inug: through stay- and
for four weeks.after return.

O~
mém'ﬁ% = ‘ g

. M.D. or CRNP

- iDispense As Written

S & AUBURN MONTGOMERY
1% Cayol Stewar, C. RNF STUDENT HEALTH CENTER Ramona Lazenby, C.R.N.P
=N Lde: #1-045437 P O. Box 244023;:: ‘Lic. #1:039002
v - Montgomery, AL 36124 4023
(334) 244-3281: 7.

Maryluz Fuen‘t‘e"s;;M.’ .
(334) 286-3444
DEA #BF 6451520
AL #24127

:r"»-s'Date L///j /l

Address

B

AralenAQ@mg SOOm 7

Slg. T'a,e one plII every “days. Begin 2 wks before
jdeparture oontmue through stay: and E
~ for four weeks aﬂer retumn,

. M.D. or@

Proqoci(S,el_e_oiion Pgminye/ A
R o ,M.D. o CRN.P

L,;ab'érg'a" prescriptions

CUCRefil: 1 2 3 5PANA . Dispense As Writien



