4113109

VARIC CHIC | N

LAST NAME:_ L1 0§ FIRST NAME: Km’\limt. TSCCID #: AGZL\I%%Z
VARICELLA/CHICKEN POX IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX IMMUNIZATION? |F * P« NO"

SIEP 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 VARICELLA TITER I'Lh,\'l."‘ POSITIVE? 2 1.1Al) NEGATIVE? ‘/=s 08AI) (please identiy results with a v/)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIA

PHY SICIAN/NURSE PRACTITIONER SIGNATURE

UNIVERSITY MONTGOMERY

AUB VER(
UDENT HEALTH CENTER
IRMA B: MOORE HALL RM. 102
PO BOX 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

YARICELLA/CHICKEN POX VACCINE

DATE OF VARICELLA VACCINE #1

DATE OF VARICELLA VACCINE #2

PHYSICIANNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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

DATE OF TITER: E— POSITIVE? _ NEGATIVE? (please identify resuits with a ')
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT}

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




AI31LY

HEPATITIS B IMMUNIZATION

tastmame:_ 1108 FIRST NAME: K]ln‘mh rsccios: AQ2428952

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? |E "YES" - "NOQ"

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

SIEP1- 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 r‘.\ l"u" POSITIVE? (anti-HBsz 10 milimL) NEGATIVE? S/mnu-HBs S10 miuimL)  (please identify results with a v')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIA

) EI;&r HEﬁ&ELTH CENTER
A B, MOORE HALL RM. 102

1+ P.0.BOX 244023
MONTGOMERY, AL 36124-4023

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

S_I_E,EZ IF YOU HAVE NOT COMPLETED A HEPATITIS B IMMUNIZATION OR IF YOU HAD A NEGATIVE TITER - A FULL 3-PART SERIES
IMMUNIZATION IS REQUIRED.

18T VACCINATION DATE: = PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

rowirler
e place office tamj
here (if possible) far

2ND VACCINATION DATE ) . PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINIS TERED | MONTH AFTER 15T DOSE

3RD VACCINATION DATE PHYSICIAN/NURSE PRACTITIONER SIGNATURE
TO BE ADMINIG TERED 6 MONTHS AFTER IND DOSE

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

DATEOFTITER. _ POSITIVE? __ (anti-HBs 210 miU/mL) NEGATIVE? ____ (ant-HBs =10 miU/mL) (please identify results with a v')

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

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




13109
QD g\ 2

BEL NI
tasThame: L1OS FmerAME:,,KD\'s‘mL, rsccios AQLY298952

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

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 |7—\1-\’LL| POSITIVE? 21 1Al NEGATIVE? / SOHAl  (please idenlify results with a )
DATE OF MUMPS TITER \1 n\l"‘ POSITIVE? 2 1.1Al) NEGATIVE? S 08Al)  (please dentify results with a )
DATE OF RUBELLA (MEASLES) TITER \‘L"]. L‘ POSITIVE? 21 1Al) NEGATIVE? 1S0.7Al)  (please identily results with a /)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENT[ALB (PUFASE PRIN WUA ‘T(IY\ KK,‘\\}
PHYSICIANINURSE PRACTITIONER SIGNATURE
AUBURN UNIVERSITY MONTGOMERY
UDENT HEALTH CENTER

IRMA B. MOORE HALL RM. 102
P.0. BOX 244023

IF YOUR NTONTOONBRA KIS (A48 e
IF TITER RESULTS ARE NEGATIVE OR IF YOU HAVE NEVER BEEN VACCINATED - COMPLETE STEP 2 BELOW

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION OR IF YOU HAVE ANEGATIVE TITER - IMMUNIZATION IS REQUIRED. A HEALTHCARE
PROVIDER MAY RECOMMEND A BOOSTER. IF A BOOSTER 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

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 )
DATE OF MUMPS TITER POSITIVE? NEGATIVE? (please identify results with a v')
DATE OF RUBELLA TITER POSITIVE? NEGATIVE? (please identify results with a )

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




