AUM STUDENT HEALTH CENTER
TRAVEL HEALTH HIS T ORY

Date % U} “b Name hmww%\! &i%’i}( MCC’M’MS

1 What is the reason for your v1s1t today @/”2;(\(3 mT%DAL%’Z&Z (’E \"? ‘\O Ziéif 5’1@,@@&

A Llst al]ergles you have to medlcmes foods or 1od1ne Ai(m L

3. List any medlcatlons or drugs you are currenﬂy takmg (th1s Would mclude herbal and over-

the-counter as Well as p1 escnptlon drugs) AQW’ S

4. Have you, had any of the followmg (c1rcle if thlS apphes to you;):
Heart disease _ _
Kidney disease
Stomach/Gastromtestmal dlsease R :
" Diabetes/sugar : T T B

" 5. Are you immunocompromised? (Is there a problem Wlth your immune syst&m) Yes____ NOW&
Thymus disorder (Myasthenla graws thymoma thymectomy) ' '
" Spleen removed .

Transplant recipient
Cirrhosis of the liver
‘Cancer
HIV _
6. How often do you drink beer, wine, wine cooler, or hquo:r'? (Please mrcle)

—-7~Where are-you-going: on your-rip?
8. Howlong is your trip? Months Days 7]

. A. Date ofyom last pellodr)

Never{Rarely / T=2times @ week 7 34 times a week /-5 0T THore ties a Weeic
£ L

<
e ii.,-v?"f W;(_.-

9. When are you leaving on your trip? _Jua & &, 2048

2 - ’ -

-~ FOR FEMALES__ONLY '

Have you had a h ysterectomy? YES - NO '

B. Are you currently pr egnam'} YES NO

~Whaltis your due date?
C. Do you plan to become pregnant in the next 3 months? YES ' .

D. Are you breastfeeding? YES NO

(Adopted by NCC 7/08)
Revised2/11)



CINIILS

g@féeﬁéﬁg Qh@ﬁg{gégﬁ PATIENT NAME TEM

for Contraindications DATE OF ‘Qgﬂ/ﬁ

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? O i ]
2. Do you have allergies to medications, food, a vaccine component, or latex? ] il ]
3. Have you ever had a serious reaction after receiving a vaccination? I X 7
4. Do you have a long-term health problem with heart disease, lung disease, asthma, =
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? [ — U
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? | ¥ il
6. In the past 3 months, have you taken medications that affect your immune system,
- -such as .prednisone1,o,‘ch.er..s‘tero.id5,_or.anti,c,ance.«;d,[_ug_s,;_d_r,ugg for the treaiment of [l % L]

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

O

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

8. During the past year, have you received a transfusion of blood or blood products, B —
K
or been given immune (gamma) globulin or an antiviral drug? X 0

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

10. Have you received any vaccinations in the past 4 weeks? ] 5
FORM COMPLETED BY .. e DATE e
FORM REVIEWED BY DATE . oooeomescem e
Did you bring your immunization record card with you? yes [] no X

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.

immunization

action coalition
; . Technical content reviawed by the Centers for Disease Control znd Prevention

Saint Paul, Minnesota » 651-647-3009 « www.immunize.org » wwwwvaccineinformation.org
www.imimunize.org/catg.d/p4065.pdf « Item #P4065 (10/16)

immunize.org



Screemng CheCkist PATIENT NAME . Foie OV S

Ly D ‘.-
DATE OF BIRTH.D_/ i B / \&

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 ne know
1. Are you sick today? M A ]
2. Do you have allergies to medications, food, a vaccine component, or latex? 1 E] ]
3. Have you ever had a serious reaction after receiving a vaccination? ] M M
4, Do you have a long-term health problem with heart disease, lung disease, asthma, . ) =
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? 1 ] ]
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 O (Y ]
rheumatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?
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, u ] =
or been given immune (gamma) globulin or an antiviral drug?
9. For women: Are you pregnant or is there a chance you could become pregnant ]
during the next month?
10. Have you received any vaccinations in the past 4 weeks? 1 (] O
v Tl R )
FORM COMPLETED BY via MCT 00§ pATE_2 L@
FORM REVIEWED BY DATE
Did you bring your immunization record card with you? yes [1  no [l

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.

immunization
ion coalition

Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota « 651-647-9009 - www.immunize.org » www.accineinformation.org
www.immunize.org/catg.d/p4065.pdf = item #P4065 (4/18)

immunize.org



*%*provider Information

First Name Ml Last Name Title Full Signature Initials
I, D |[Movyis R | ol [ —res)
{ V '
Tuberculin Test
Date Admin__ | Test Type Provider*** Provider*** 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 | . ot time | VIS Form Giver Ma““: Lot 1ose A.dm:: Route | Provider initials*** or Qutside
Mo |Day| Yr | given [Type|Mo | Yr |Abbr*| Number Site Provider
"»ﬁ)ho'& 9 [15lig g9 slirlsf (mnrsamos RD [T | Am




