 AUM NURSING CARE CENTER
_ TVMMUNIZATION RECORD

. PATIENT NAME: | C@/;fw?ﬁ K Y 36 [o lor L : ‘BIRTHDATE:H

T

ALLERGIES/MEDICAL ALERT:

 DPT

DPaT

DT

Td BOOSTER

10 Ju ] Y2 R Di15cc Merek. cison) . | J/,#m,

MR

HEPATIIS B

OTHER

CiS 59

PREPARED BY AUM NCC
. ADOPTED/REVISED 597
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AUN Adult Screaning
2008 MiNT Influenz

jon Form

Program

ration O

s Monovalent Vaccinati

T‘ Patient Information: o o~
Last Name: A l/‘v < First Name: . Jgvyne | Date of Birth:_§ J. /ﬁ L5

i /
AUM Student/Employee ID Number: E-mail Address: Phone #.__ 5. 60 é

. Please Carefully Read and Answer the Following Questions: (circle your answer)

1 Are you between the ages of 10 and 49 years? (Yes.|
2 If you are between the ages of 10 and 17 years, do you take aspirin or aspirin containing Yes

medications daily? (Please inform the healthcare provider of any medications you take daily so
we can carefully screen for any aspirin containing products) '

3 Have you received the 2009-2010 seasonal influenza vaccine? If so, did you receive the (Q:(gg) No
nasal or injection . How long has it been since this vaccination? (days) e

4 Do you currently feel sick or have a fever? Yes (No»D

5 Are you taking any prescription medications to prevent or treat influenza? (Amantadine, Yes CN_():)
Rimantidine, Tamiflu®, Relenza®) Have you taken any antivirals in the past 48 hours? =

6 Have you ever had a serious reaction to the flu vaccine? Please describe: Yes | CNo >

7 Do you have an allergy to any of the following: eggs, chicken or egg protein, gentamicin, gelatin, | Yes Q\J_Q)
arginine, neomycin, polymyxin B, thimerosal, formaldehyde? List any allergies: o

8 Do you have a chronic health problem such as: heart disease, lung disease, asthma, kidney Yes ghgg)
disease, diabetes, anemia, or other blood disorder? T

9 Do you have an active neurological disease (a disease of the brain, nervous system, etc.)? Yes | (No)

10 | Do you have a history of Guillain-Barre Syndrome (GBS)? Yes ((No’)

11 | Has your doctor ever told you that you have an immune system disorder? Ars you currently taking | Yes C@

fong-term corticosteroids (prednisone, methyiprednisolone, etc.); immunosuppressanis: chemotherapy;

biologic immune modulating medications such as Remicaide®, Enbrel®, Humira®. etc? If you have an

inflammatory condition such as arthritis, asthma, psoriasis, inflammatory inteslinal disease, etc.
Please feli the healthcare provider now.

12 | Do you have HIV, cancer, or have you received an organ transplant? Yes | No)
13 | Do you live with, care for, or have close contact with anyone who is severely Yes @
immunocompromised or someone who has to be in protective environment (such as transplant
patients)? _
14 | Have you received any vaccines in the past 30 days or do you plan to receive any vaccines in Yes ("/No)’)
the next 4 weeks? el
15 | Is there any chance that you are currently pregnant? Yes | (No )

16 | Please list all of the medications that you currently take for any disease state (so the healthcare provider administering the
vaccine can conduct a medication screening to ensure you are a candidate)?

“I have read (or have had explained to me) the information in the 2009 H1N1 Influenza Monovalent Information Statement (VIS). |
have also had an oppor*unity to ask questions and they were answered to my satisfaction. | understand the benefits and risks of the
influenza vaccine, %{ﬁnsm]m*reee've the vaccine.

/ g

é\ Date: ,)2//) d///ﬂ 7

Signature J A\ ' N
i oo - ASSESSMENT BY IMMUNIZATION CERTIFIED HEALTHCARE PROVIDER:
1 Give injectable H1N1 flu vaccine today Vaccine Information Statement (VIS) Provided:
Give intranasal Live H1N1 flu vaccine today Mnactivated, H1N1 Influenza Monovalent Vaccine
Live, H1N1 Influenza Monovalent Vaccine
Do NOT give either H1N1 vaccine today Interviewer's Signature: Date
S : DOCUMENTATION OF VACCINE ADMINISTRATION
Live Intranasal H1N1 Influenza (Medimmune) [nactivated H1N1 Influenza:
NDC# 66019-200-10 Lot #: 500754P Manufacturer:(circle) Sanofi-Pasteur Lo#UPO22AA Exp:4/5/2011
S’ézg_a g%"leatE: f?aonﬁg,yl rzf ’ ng;uo rtt#:101144~P1 Exp: 3/31/201
e ’ / Dose: 0.5 ml Route: IM  Site Right Deltoid
7 ﬁ//
Administered By: v Preceptor:
Date: I/\I(O!ﬁq /

Auburn Montgamery University Students, Employees, and Dependents T "Date of Last Form Revision: 11/12/2009



MEDICAL INFORMATION FORM
AUBURN UNIVERSITY
(CONFIDENTIAL)

MEDICAL LEGAL DOCUMENT - Property of Auburn University Medical Clinic. Information may not be released to a third party unless a proper acceptable authorization
is furnished to the Medical Clinic, This release must comply with State and Federal Regulations. Incomplete or inaccurate information may delay your clearance, cancel your
registration, or cause improper decisions of your future medical care.
BEFORE YOU MAIL THIS FORM, be sure to COMPLETE BOTH SIDES...Sign...Have Your Parents Sign...Have Your Physician Sign
MAIL TO: Auburn University Medical Clinic

Medical Records

307 West Magnolia Avenue

Auburn University, AL 36849-5349

GENERAL INFORMATION
Narme: Taylor, James Kyle Social Security # 416-21-0644
Last First Middle
Home Address 7 7 30 Steele Ridqe Drive Home Phone 3342152782
ciy Montaomery stae AL zip 26117
Datc of Birth (05/03/1969 Sex (circle one) (:ﬁM (‘ F Email Address itavlor@mail.aum.edu
Emergency Contact — Name Christine Tavlor Relationship Wife

Telephone #s HOME __334-215-2782 woRrRk 334-394-3200 CELLULAR

Address 7736 Steele Ridge Drive Montaomerv AL 36117

Street / P.O. Box City State Zip
Authorization for medical clinic to treat a minor student (under 19 years of age)

(Signature of parent or legal guardian)

List Allergies to medication or other items NONE
Semester entering school (Semester / Year) FAll 2004

(REQUIRED) MEDICAL DOCUMENTATION

1 TUBERCULIN SKIN TEST (PPD): Required within eighteen (18) months prior te the first day of class of the semester you enter school. If positive, according
to Alabama Public Health Department guidelines, the chest x-ray films and an official report are required with documentation and evaluation of medical treatment if
initiated or completed.

Date PPD given /L?/J/D L,é Date results read /D/Q’/O o

Results of PPD (report must be in mm) (jm M
Chest x-ray results Date of chest x-ray
Documentation / Evaluation AUBURN UNIVERETY MONTGOMERY
M.D. Printed Name cuinic stamp NURSING CARE CENTER
. or , IRMA B. MOORE HALL . 102
M.D. Signature RO. BOX 244023
(REQUIRED) MONTGOMERY, Al. 36124-4023
2. MEASLES: Measles vaccine, Live, Attenuated IS required if born after 1957, Last dose must be since 1980,
Date Type (circle):  (®) MMR C MR (‘ M
M.D, Printed Name CLNIC STAMP
& OR

M.D, Signature
********(OPTIONAL)*******(OPTIONAL)******(OPTIONAL)*******(OPTIONAL)*******(QPTIONAL)******'k(0PTIONAL)*******(OPTIONAL)*******
3, Tetanus Toxid — Date of last serics or booster Menirgococcal Meningitis Vaccine — Date

Hepatitis B Series — Dates of Serics
(In the cvent this documentation is not easily obtainable, all of the above services can be provided at the Auburn University Medical Clinic for a fee.)

INSURANCE INFORMATION
BC/BS

What is the name,of your insurance company?
Subscriber # See Attached

Group # : Plan #
What is your insurance company's claims address?

o

Who is the policy holder?
What is your relationship to the policy holder?

Does your plan require a co-payment? : If so, how much?
What are the limits (age, full-time status, etc.) on the policy for your coverage as a student?

Does your plan provide for “‘out of area’ coverage for you?
Does your plan provide for prescription benefits?

(Please include a legible copy of the front and back of your insurance card.) Revised 03/02



‘.

Patient name: 7/47 }JZ -7?‘/‘//'/."0 o Date ¢t 0.~ (Y Ca/u

|

|
,!
|

screening Questionnaire
for Adult Immunization

For patients: The lollowing questions wil help us determlne which vaccines ma, rz <
Ii'a quesuon Is not clear, please ask your health care provider 1o explain . ’

'\

;\_’# Yed Ns o Dz
| V. Areyou sick today? e y
! ! A
2. Do you have allergies o medications, 19od, or any vaccine? i
3. Have you ever had s serious reaction sier recelving 3 vaccnation? 0 ﬁi
i
4. Do you have cancer, leukemia, AIDS, or any other Immune system problem? 0 ’/X’
\ ' -

5. Do you take cortisone, prednisone, Gthér skerolds, or antdcancer drugs. or
have you had x-ray eatments?

]

I 6. Ouring the past year, have you received a transfuslon of blood or blood

0

products, or been given 3 medicine cslied Immune (garnma) globulin?

1. For women: Are you pregnant or Is there 8 chance you could become -

!

‘ pregnant In the next thres months?

8. Haveyourecelved anyvaccmatlonsinme ast 4 weeks? - -0 ﬁ{

v

r
[}

Form completed by: %g / «,t/( Dae 7/ 060

-Did you bring your lmmunizztion rec v card wrth(ygm yes(O no(Q

ItIs important for you to have 8 personal record of your vaccinaons. If you don't have & recoss 2277
your heslth care provider (o give you one! Bring this record with you every Ume you seex mec <2 i

Make sure your health care provider records all your vacclnations on K.

BB

Used whin pemission of the Immurizadon Acion Coilljon, St Pavl, MN,

AP e mre



