Auburn University Montgomery

Student Health Services
P. 0. Box 244023
7461 East Drive
Montgomery, Al 36124
Office (334) 244-3281, Fax (334) 244-3396
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Immunization Form

To ensure the health and safety of our campus, immunizations against communricable diseases is extremely important. Vaccination
against Measles, Mumps, Rubella (MMR), Tetanus, Diphtheria and Pertussis, and proof of negative Tuberculosis is required of all
students entering Auburn Montgomery. This form must be completed and is the preferred document for proof of immunizations and TB
testing.
Complete and Return to:  Student Health Center

Attn: Immunizations

PO Box 244023

Montgomery, AL 36124

(334) 244-3281 Fax (334) 244-3396

N;me /‘ a 0 ;'I W 6[ Student Number

Last First Middle
Address
Street City State Zip Code
334 37&?675 19,9 77
Phone Number Cell Phone Number E-mail Address Date of Birth

REQUIRED IMMUNIZATIONS

= Tuberculosis Sereening (within 6 months prior to semester student is to begin at AUM.) ' )
Date Given (Date of reading, within 48 to 72 hours of date given) TB skin test (PPD) 0 / / 7’) L/ / X

Results: Positive . . mm

If positive, you must attach a fedi §T X-ray and documentation of treatment.

<" Tetanus, Diphtheria, Pertussis Vaccine (preferred). Students without previous documentation of a TDaP vaccine should
have one dose prior to entrance based on current guidelines. Other students should be current te maintain their status
throughout their entire academic career.
Date of TDaP vaccine:
or Td “5 &2 /| K (within the last 5 years)

= Measles, Mumps, Rubella (MMR)
Auburn Montgomery University requires that all students born after 1956 must have had 2 doses of a measles containing vaccine
(MMR) prior to registration. One dose must have been after 1980. Lab antibody titers (IgG) for Measles, Mumps and Rubella are
acceptable. Please attach documentation to the back of the form.

Date of First Dosej_&/_ZQ/ l(-[ Date of Second Doseﬂ{ /23 / /Y

OPTIONAL IMMUNIZATIONS (These immunizations are not required by the university but are recommended by the American
College Health Association.)

Hepatitis B: / / / / / /
Ist 2nd 3rd
Varicella (Chickenpox) Vaccine: / / / /
1st 2"
Meningococcal (meningitis) Vaccine: / / / / (MCV4 preferred)
1.vl Zml

I certify that the above dates and vaccinations are frue.
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MONTGOMERY, AL 36124-4023




EXPIRATION DATE REQUIRED

STATE OF ALABAMA (Date next vaccine is due)
CERTIFICATE OF IMMUNIZATION Mo v T

ZIWEI CAO ./J? /—Z 44/ 77

Name of Child Date of Birth Parent or Guardian

Diphtheria, Tetanus, and Pertussis Vaccine (Circle vaccine given.) A medical exemption (see reverse side) is required for
children less than 7 years of age who are not given pertussis vaccine.

Tetanus &
03/20/2018

Polio Vaccine (Circle vaccine given.)

Measles, Mumps, Rubella (Circle vaccine given.)

MMR MMR
10/20/2016 04/23/2018
Mo/Day/Year Mo/Day/Year

Haemophilus influenzae Type b (Required for Day Care and Head Start only. Please record for historical information.)

Mo/Day/Year Mo/Day/Year Mo/Day/Year Mo/Day/Year
Varicella Vaccine (Required for Day Care and Head Start September 2000. In lieu of Varicella Vaccine
Required for Kindergarten entry Fall of 2001 and for a grade higher each History of Chickenpox
successive year.) ' Mo/Day/Year
Positive Varicella
Mo/Day/Year Mo/Day/Year Mo/Day/Year

Not required for school attendance. Please record for historical information. Do not expire this certificate for these vaccines.

Hepatitis B Vaccine

Mo/Day/Year Mo/Day/Year Mo/Day/Year

Pneumococcal Conjugate Vaccine

Mo/Day/Year Mo/Day/Year Mo/Day/Year Mo/Day/Year

Other: Specify Vaccine (not to include TB skin test)

Vaccine Date Vaccine Date Vaccine Date

WH oo corfP /1318

LAuthonz d Me ca(SIQnature Date Name of Clinic



Screening Checklist pamenr e _ZZAEL . CAD
for Contraindications  °™ "*‘”'““‘“—f*”# Hge !
to Vaccines for Adults
For patient: The fllowicg questions wil help us determine which vaccines you may b given today. fyou

answer "yes" to any question, it does not necessarily mean you should not be vaccinated. It just msans
additional guestions must be asked. 1IFa question is not clear. please ask your healthcare provider to explain it.

- don't
yes e know
- . : !
1. Are you sick today? M & O
2. Do you bave all 5 to medications, food, 1 vaccine component; or latex? | O
3, Have you ever had a serious reaction sfer recelving a vaccination? [] e ]
4, Do you have a Jong-terrm health problem with heart disease, lung disease, asthma, 1l [ / 1
kidney disease, metabolic disease (e.g,, diabetes), anarmia, or other blood disorder? : -
5. Do you have cancer, leukernia, HIV/AIDS, or any other immune systerm problem? 1 IJE]’)J .
6. In the past 3 months, have you taken medications that affect your immiine system, /
such as prednisone, other steraids, or anticancer drugs; drugs for the treatment of [} E 3
rheumatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?
7. Have you had a seizure or a brain or uther nervous system problem? . N
8. During the past yaar, have you received a transfusion of hlood or blood products, Bj
orbesn given Immune (gamrna) glabulin of an antiviral drug? * =
9. For warmen: Are you pregnant or is there a chance you could become pregnant 7 0 ]
during the next month? )
10, Have you received any vaccinations in the past 4 weeks? O @/ L]
. . ;"/21"‘ LD / 2 / v
FORM cOMPLETED BY__ 224 /éi“ Sy , DATE s ‘j,
/ h‘?ﬂ?

FORM REVIEWED 8Y - “{r‘"”‘“‘Z/M W DATE

Did you bring your immunization recard card with you? yes (1 no UJ

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 vaceinations on it.

7= 1 Glngindose 0,5mL Wat
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Emergency Dapartment Medication Reconciliation
Troy Regional Medical Center

PATIENT: CAQ, ZIMWE
PROVIDER: THEODORE MORGAN, MD

MRN: 0161504 o
Acct. Not 20321085 Date of Service, IM1M8/2018
Wiz 115 kg(254 b} 8 H: 185 omd73 in) Page i of »1

Allergy History
Patient or patient family denles any alletgies

Rasume ail home medications untess otherwise instructed
>

- [JPerMed R
Digcontinue & Follow

Medication Doze Rottte Fraquensy Last Dosage up with Primary MD

Nane L]

Medication Thme Given ; Commaent tnitial ‘

TETANUB/DIPHTHERIA (1] VAGGINE 0.8ML | 03/20/2018 0205
GIVEN: 0.5 mi- R Deltoid I

RN Signatures |

Irdfials initials . Initials

Medication Dase Linlt Frs}quancy Comment Gi'\ren,
. [
, W
, O
L a0l U
NepdHe P Taay ]
\{l ,QF__\\M\ DM . ]
o o 0
cedt ]

Bocause your homa medicalions were prascribed by your personal dector (RCP}, the decision regarding whether these medications
are approgriate for you should bie made by your PCP, nof the Emergency Department physician/PA, Unless otherwise specified
ahove, comtinge your home medications.

Nurse Signature: Date; / ) Tima:




