Clinic:

ADOLESCENT & ADULT IMMUNIZATION RECORD

AUM=-SHS

Name: Seem Deauld san

Date of Birth:

Allergies:

2 /A /FY Recordi:
MrRM A

History of Chickenpox? YES or NO If yes, date if known:

Reactions:

Provider Initials***

Date Admin VIS Form Given »
Vaccine Age at Manu1 SRR, Admin or Qutside Provider
Mo|Day| Yr |the time| Type [Mo| Yr| Abkt* QENOVELN | Dose| Site** | Route Name
Td Td NOC 58160-821-43 0.5¢cc M
Hepatitis B
Td Td fggi,’zés , 0.5cc IM
'ecombiniant)
Td Td ENGERIX~$® 0.5¢cc IM
i Td Bl ity {05 Ll
Tdap Tdap 0.5cc IM
Hep B ruiydis Hep B | 31 W | D (LT v JARIN
Hep B A2 1% Hep B | 7- |l ¢alsmume o LS v AN
Hep B TR HepB | 9 |ife tepa,!:f’fisf’ (O] LD |im HAIA
aLrLine A
Hep B (booster if needed) Hep B ch"b'" t) M 9&{ S22 Lo
M 20 e,
]
MMR Rubella Rubeola MMR E::I:;“ls f\‘[‘l"'l‘l'r'll'll'lll"lll 0.5cc sQ
MMR Rubella Rubeola MMR anaz0 |0.5¢c sQ
Varicella Var 0.5cc SQ
Varicella Var 0.5cc 5Q
1PV Polio 0.5¢cc sQ
IPV Polio 0.5¢cc sSQ
IPV Polio 0.5cc SQ
1PV Polio 0.5cc SQ
PPV23 PPV 0.5¢cc IM
PPV23 PPV 0.5¢cc IM
Hepatitis A Hep A IM
Hepatitis A Hep A IM
HPV HPV 0.5cc IM
HPV HPV 0.5cc IM
HPV HPV 0.5¢ce M
Influenza Flu 0.5cc IM
Influenza Flu 0.5cc M
Influenza Flu 0.5cc IM
MCva Mening IM
MPSV4 Mening sSQ

* Manufacturers: M= Merck; S = Sanofi Pasteur; W = Wyeth; G = GlaxoSmithKline
** Sites: LT = Left Thigh, RT = Right Thigh, LA = Left Arm, RA = Right Arm, LD = Left Deltoid, RD = Right Deltoid

*+% VS Language given, if not English:




Screening Checklist PATIENT NAME 5(“*-\ I-\j'ﬂ,v;“tif'ISGy}
for Contraindications oo ovmail 128
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? Il I}:'[/ O
pd
2. Do you have allergies to medications, food, a vaccine component, or latex? ] {E]/ _,,D
3. Have you ever had a serious reaction after receiving a vaccination? ] D;I/ ]
//
4, Do you have a long-term health problem with heart disease, lung disease, asthma, o @/ .
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? .
P
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? O [E/ ™
6. In the past 3 months, have you taken medications that affect your immune system, ['_U/
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of ] 1
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? ] E/ ]
8. During the past year, have you received a transfusion of blood or blood products, = [E/ .
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? ' N E/ O

; &
FORM COMPLETED BY DATE 7-3+/ b/

FORM REVIEWED BY /&\4 é\'w DATE___ 7~ l 3“8/.

Did you bring your immunization record card with you? yes [1 no B/

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.

lmmunlzatlon
n coa[lt

Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota « 651-647-3009 « www.immunize.org » wwwyaccineinformation.org
www.immunize.org/catg.d/p4065.pdf « [tem #P4065 (4/18)

Immunize.org



AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: Lf”l} -1 g Are you an AUM student? YES@ Student ID #
Name: SGM D@ A N (‘jﬁ“ﬁ‘m
Social Security Number: 41 ¢~ 11 ~2 g2 Birth Date 3~ 9- 7 ‘Z

Local Phone Number: 974 307 5156 Alternate Number:

Local Address: % 5 55 (f L AN 'S on L\) [ Box Number
City:ﬁ[ ke, /z(} z)(j State: A L . Zip Code:__ 34 0@"‘{

Permanent Address:

City: State: Zip Code:

Marital Status (Please Circle): Sing@ivorced Widowed Other
Sex (Please Circle@ Female

Primary Physician: City: Phone #:

Patient’s Employer: " F; kt’; Rgadd F[@’”’ € Work #: 5}' 4 a7 3 10 L}“g

Parent’s oms Name (Circle which) Le ] df\ Phone #:__ 33Y% -~ 5,?@«/(;6/
NG ~J -

Parent’s or Spouse’s Employer: Work #:

Emergency Contact: Jgn bmy!'{/ﬁ‘aﬂ Relationship:_ MgTh er Phone#:_33% ¢ 47 6747

How did you hear about the Clinic? Friend D Faculty/Staff U orientation @@wl;ﬂ

INSURANCE INFORMATION l

Do you have health insurance? YES NO
If yes, please give your card™g the receptionist in order for-a copy to be made for
your chart. :

Namedn Card

Insurance Company

Group Number

N

Policy Number

Insurance Company Address

Revised

813



Patiemt Bill of Rights

AUM Nmsmg Care Center (AUM NCC) exists primarily for the purpose of provuhng high-quality care Lhat medts of

" exceeds accepted standards for care. AUM NCC believes that each client is worthy of respect and understanding and has
certain rights and responsibilities related to the carc he/she receives. In dccordance with this phllosophy, AUM NCC wishes

" to advise you'of the followmg nghls and responsxbﬂmes and to assist you in understanding and e*cercxsmo Lhese rlghts s

As a client of AUM NCC, you have the right to:
1.

)

Be treated with dignity, courtesy, and respect.

ObtaiﬁTErom caregivers relevant, current, and understandable information conc_eming diagnosis,
treatrent, and proguosis. : :

Know the identity of all caregivers mvolved in their care, as well as when those mvolved are students or
tramees .

K_now the immediate and long term financial Imphcanns of treatment chmces insofar as they are
known , .

Make decisions about the plan of care prior to and during thc course of treatment and torefuse & -
recommended treatment or plan of care to the extent perrmitted by law and AUM NCC palicy and tobe
informed of the medical consequences of the action. In case of refusal, the patient is entitled to other

appropriate care and services or to be referred to another health care facility.

Receive competent, individualized quality services from AUM NCC regardless of age, Tace, c'olor
national origin, religion, sex, disability, being a qualified disabled veteran, or any other category protected
by law. . . . .

Expect conﬁacrma.ltv of all clinical records and access Lo your records on request. Information w1]l not be
released to anyone without your written consent or unless required by law. ’

Have famjly or guardian exercise these rights o your behalf if you are unable ;q':c@d 50 yourself,

. ¢ '\
Voice grievances about care which is or is not provided, recornmend pohcy/servme chanses and make
complaints without fear of repnsal or unreasonable mteﬂuptlon of care. -

I 'also understand | have a responsibility to:

1.

Prowde accurate and complete information to AUM \ICC regarding medical history- and current
condition and medications, and to promptly mfonn AUM NCC of any changes in this information.

Agreeto accept all caregivers regardless of aoe race, color, natmnal ongm, religion, sex, disability, being
a qualified disabled veteran, being a qualified veteran of the Vlemam era, or any other category protected

_bylaw.

Participate in planning, evaluation and revising my plan of care to the degree that [ am able to do so and
to take responsxbmty for my actions and for the impact that mose actions have on my health and recovery

Adhereto the plan of care which I have partxcipated in developing.

Treat AUM NCC staff with respect, courtesy, and consideration. .

Lhave fead and understapd the above Patient Bill of Rights and agree (o the contents. thereof

Patient Signature:

9 ““{}ﬂ"‘/ié‘/\ i - bare: | g’_/lj /I’?,

Prepated by AUM Nunu:;; Carg Center
‘Adopted ax of 05707197



X

NAME:  Sam

SERVICES CONSENT FORM

Day!JSm&

DATE OF BIRTH:

-9 -7

I AM REQUESTING CARE FOR MYSELF OR MY ABOVE NAMED DEPENDENT AND
GIVE MY CONSENT FOR TREATMENT. 1 AM RESPONSIBLE FOR ALL BILLS

INCURRED AT THE NURSING CARE CENTER.

SIGNATURE: L G{«uﬁéﬁ

DATE:

G-23- 14

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

Revised 9/20/96

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:

DATE:

SIGNATURE:
DATE:

SIGNATURE:

DATE:

SIGNATURE:
DATE:

SIGNATURE:
DATE:

SIGNATURE:
DATE:

SIGNATURE:.
DATE:

SIGNATURE:
DATE:

SIGNATURE:
DATE:

SIGNATURE:
DATE:




AUM NURSING CARE CENTER
ADOLESCENT/ADULT HEALTH HISTORY , 0{/
A I) w1 50N

Dale : Name i

1. Whatis the reason lor your visit loday? H’Zﬂ Q 7" ’f/ 5 B VOJ¢ s 1m0 7’/ Oy

2. Isthere anylhing about you and your heallh that w(.(need 1o know?

*3. List medicine, drugs, or lood you are allergic to:

‘4, Lisl any meaicines or drugs vou take:

5. Have YOU or anyons in your family had any of the lollowing: {circle)
: narva or mental problems

heart disease diabseles/sugar lubarculosis asthma
high blood pressurs blood problem or dissase birth delecls diad belore age 50
stroke cancer menlal retardation other "lamily” disease

/ .
Have you evar been In the hospital? -/ Why? IJI'\‘Q . G 14

6.
7. Have you.ever had surgery? ng Why?
8. Have you ever had a serious accident?
9. Have you had serious or recent problems with:
~ =
ears or throat NG YES cough YES kidnaeys gallbladder N YES
allergies YES thyrold ) YES welght loss llver
lung infectlons N YES skin problems NO YES ulcars deprassion
’ headaches
10. Have you ever had a seizure, convulsion, or "[alling out” spell? .. ..e.iiiiiiiiiiiiii it s Ve
11, Have you ever had a blood clot in your [ungs, [69s Or 8nyWhara? ... . ueiiiineiiire e rinrieiearmrreiitarrrirnensessss YES
*12. Have you ever smok;«j,cl arelies or used smokeless lobacco? ....i.ieeeines et e ettty NO ,@
H yes, are you an:@}:@ Smoking now? Do you smoke {less) (more) than a pack a day?
) How much smoksless dcco do you use a day? )
*13. How often do you drink beer, wine wins codlers, or liquor? '
Never Rarely 3-4 imes a week § or more times a weak
I you drink beer, wina, wine coolers, orliquor, do you havs; -
(less {more} than 5 drinks a day?
*14. Have you ever used marljuana, cocaine, crack or\pther drugs? ... 4. ettt s st ereisesraannne e eai ey NO YES
*15. Have you ever usad LV, drugs? «.ovsevinvverneichirernnnies AT TN NO YES
16. Have you ever had a blood transiuslon? ........... N vveeeelernnns PP NO YES
17. Do you have any tattoos? .............. AP Y AT e, PR I NO YES
18. Have you ever been lreated for a veneran! diS8AS87 ... A0« v rerrrrecrcneronrnrrsronsans e e NO YES _
19. Have you had more than one sex partner ia the past : YES
20. Have you aver had seax with a member of your ow YES
21, Have you had or besn around anyone with hep YES
22. Would your sex parlner{s) answar Yes {o any0l the quastions 14-22¢ N YES

FOR FEMALES ONLY

A. How old were you when you staried your periods? _________ Date of your last parlod?
How often do you have your perlods? Are they regular?
How many days do they last? 4
Do you have: (circls) bad cramps blaading or spotting belwean parlods unusual discharge

B. Do you have any problems with your breasts (lumps, discharge, or other}? .....oooviiiiiiiiiir e e, NO YES
Do you check them ragularly? ............. P Cereranenas e e e YES  NO

*C. How many times have you ever been pragnam? ... How many children ars llving? i
’ Have you aver had any children born dead; any stliiblrths, miscarriagas, or sbortlons? ........ PSP NO YES
Ware ary of your children premsture? ... ...cievieeenn... P NO YES

How old were you when your first chiid was born? e

D. Have y,./ou'ever used: (clrcle NO/YES) birthcontrol pills? NO  YES; foam? NO YES; condoms? NO YES; 1UD? NO YES,
diaphtagm? NO YES
Did you have problems with anif of these methods? ....civevverenenns T e NO YES

F. Have you ever had an abnormal PAP SMBRIT ....ovveririeiernrerees PR e raeans NO  YES




S5a Mmoo Da g4 L’jfcﬂﬂ

SCreﬁﬂéﬁg Cheﬁkggﬁ PATIENT NAME

DATE OF BIRTH __j, /..__i},_. /_,2’__‘5

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.

1. Are you sick today?

2. Do you have allergies to medications, food, a vaccine component, or latex?

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?

O]
0
3. Have you ever had a serious reaction after receiving a vaccination? ]
0
O

5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem?

O

___such as prednisone, other steroids, .or anticancer drugs; drugs for the treatment of
rheumatoid arthritis, Crohn's disease, or psoriasis; or have you had radiation treatments?

™
6. In the past 3 months, have you taken medications that affect your immune system,
/

EI
n

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,
or been given immune (gamma) globulin or an antiviral drug? 0

<
0

\,

AN

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

&

R

10. Have you received any vaccinations in the past 4 weeks?

2 @ vr/j/\?\- g"'?“‘g a)g/
FORM COMPLETED BY FE B At DATE b i

pATE. D \ 2’\\{

Did you bring your immunization record card with you? yes [] no [

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

Techmical conlent reviewed by the Centers for Disease Controf and Prevention

Saint Paul, Minnesota » 651-647-9009 » www.immunize.org « wwwyaccineinformation.org
www.immunize.org/catg.d/pd065.pdf « Itern #P4065 (10/16)




i
AUBURN

MONTGOMERY

Hepatitis B Reminder

Date: 11| %] 1 ¥

Dear _ JV]y. Da s 4501

Your third Hepatitis B vaccination is due es /UDUD
It is important that you continue your series within the recommended schedule to obtam

the maximum effect from your vaccination.

In order to achieve maximum benefits, you should receive your vaccine no later than

“deco.. 13’2/0\?

If you have received this immunization elsewhere, please notify us, so that we will take
you off our reminder list.

If you wish to continue this immunization with the AUM Student Health Center, please
call the clinic to schedule an appointment as soon as possible at 244-3281 to continue
receiving your immunization as scheduled.

Thank you for allowing us to participate in the protection of your good health.

SlIlCCle ly, MM

7 /{// ~/,/—;/IJ
Amy Morris, BSN, RN-BC

AUBURN UNIVERSITY AT MONTGOMERY
STUDENT HEALTH SERVICES

P. O. Box 244023, Montgomery, Alabama, 36124, Telephone:334-244-3281, Fax:334-244-3396



Screening CheCk“St ' PATIENT NAME 5 qm D@w‘rjlﬁ’gm‘

e (o~ : My ’ DATEvOFBlRT'A j
for Contraindications L

to Vaccines for Adults

For patlents The following questions will help us determine which vaccines you may be given today. Ifyou
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
know

@(/D

yes no

1. Are you sick today?

a\
AN
.

2. Do you have allergies to medications, food, a vaccine component, or latex?

3. Have you ever had a serious reaction after receiving a vaccination?

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?

O O 80104

O O 0O

5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem?

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

O

W z\ Z\ NSRS

O

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, ]
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? ) 0
10. Have you received any vaccinations in the past 4 weeks? M
FORM COMPLETED BY B%/ S)w“’v‘\_ﬂ.xﬂmm DATE / {wﬁﬁ., / })/
FORM REVIEWED BY DATE
Did you bring your immunization record 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 vaccinations on it.

immunization
action coalition

Technizal content reviewed by the Centers for Disease Control and Provention

Saint Paul, Minnesota « 651-647-9009 - www.immunize.org - wwwyaccineinformation.org
www.immunize.org/catg.d/p4065.pdf » Item #P4065 (8/17)

immunize.




