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MEASLES, MUMPS RUBEI.LA MMR) IMMUNIZATION

LAST NAME: M\ FIRST NAME: l}ffbu_ﬂhﬂﬁ 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: D.hlh% POSITIVE? ___ (>1.1Al) NEGATIVE? \/(s 0.8Al) (please identify results with a /)
DATE OF MUMPS TITER: POSITIVE? \‘/}1 .1Al) NEGATIVE? (= 0.8Al) (please identify results with a y)
DATE OF RUBELLA (MEASLES) TITER: m‘_\m POSITIVE? (21.1 Al) NEGATIVE? (£0.7 Al) (please identify resuits with a ')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PJEASE PRINT) % Yeeina Tl | CfLJUIO
PHYSICIAN/NURSE PRACTITIONER SIGNATURE OJ/L/‘

AUBURN UNIVERSITY MONTGOMERY
ST U‘B@fﬂ‘ﬁﬁ%’fﬂ‘tlﬂﬂﬁﬁ

IRMA B MOOREHALL RM. 102
P 0. BOX 244023

MO On AT
IF YOUR TITER RESULT HKE $m@13évﬁki= DONE!
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 A NEGATIVE TITER - IMMUNIZATION IS REQUIRED. A HEALTHCARE
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

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

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




