. AUM STUDENT HEALTH CENTER
TRAVEL HEALTH HISTORY

‘Date Q]? /) d(// Name V\le ()U\ O[QQS , L
‘ 1 (}SJ‘”"-CX 1 N \'%Agff\,aj‘"f/;\/ (i/q %(%\gd\g

1 What is the reason for your visit today Pl Gy ’i”o
- 2. List allergies you have to medlcmes foods or 1od1ne

3. List any medications or drugs you are currently taklng (this would include herbal and over-
the-counter as well as prescription drugs): ' '

4. Have you had any of the foﬂowmg (cm:le if th1s apphes to you;):
Heart disease y

Kidney disease

- Stomach/Gastrointestinal d1sease mr e e e e e e

—Diabetes/sugar ‘ :
- 5. Are you immunocompromised? (Is there a problem with your immune system) Yes No
- Thymus disorder ( Myasthenia grav1s thymoma thymectomy)
Spleen removed < :
Transplant recipient
Cirrhosis of the liver
Cancer
HIV
6. How often do you drink beer, wine, wine cooler, or 11qu017 (Please circle)
/N/evel)Rau ely / 1-2 times a week / 3-4 times a Week /5 or more times.a week
ﬁfl?re are you going on your trip? Cagse @b) AW gw i ?@
8. How long is your trip? Months " Days 7T eung
9. When are you leaving on your trip? j()/n{\/@ &

~ FORFEMALES,ONLY
A. Date of your last period? Have you had a hysterectomy? YES NO
B. Are you currently pregnant? YES ~~ NO
What is your due date?
C.'Do you plan to become pregnant in the next 3 months? YES . NO
D. Are you breastfeeding? YES NO :

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



e

Screening Checklist ~~ rmevrwwe. ﬁ%ﬁffgf..ﬁéﬁﬁ
DATE OF BIRTHi@g;/Zgg /—-?g

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.

es don't
y no ~ know
1. Are you sick today? L] E{ [
2. Do you have allergies to medications, food, a vaccine component, or latex? [l @}
3. Have you ever had a serious reaction after receiving a vaccination? 1 \;2]/ il
-~
4. Do you have a long-term health problem with heart disease, lung disease, asthma, O \ﬁ 0
]

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? ] b |
6. In the past 3 months, have you taken medications that affect your immune system, Eﬁ
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of ] \ J
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? | [ZL O
£
8. During the past year, have you received a transfusion of blood or blood products,
O X O

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 0 0
during the next month?

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

5

U

tl
! | al 77
renl O 6 LA

FORM REVIEWED BY DATE

FORM COMPLETED BY

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

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
P k Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota - 651-647-3009  www.immunize.org - www.yaccineinformation.org
www.irmunize.org/catg.d/p4065.pdf » ftem #P4065 (10/16)

Immunize.org



Clinic Identification Stamp o T PHALCON LABEL
AUBUAN URNIVERSITY MUNTGOMERY ;
: Name R&f\l(’u Ohe s

N!U.R'_DWG CARE CENTER Date of Service___‘¢p \& > (05~
IRMA B. MOORE HALL RM. 102 CHR # l

PO. BOX 244023

MONTGOMERY, AL 36124-4023

PPD DATE RESULTS PPD DATE RESULTS PPD DATE RESULTS
MANTOUX MANTOUX MANTOUX
PPD DATE RESULTS PPD DATE RESULTS PRD DATE RESULTS
MANTOUX MANTOUX MANTOUX
Date {Age| VIS | Manufacturer Administration:
Vaccine Admin. tﬂte Type & - Q Professional Signature
Mo [Day| Yr [Timel| & Date Lot Number Amt. Site & Route
MMRV 0.5cc SQ LA RA
MMRV 0.5cc SQ LA RA
MMR 0.5cc SQ LA RA
MMR 0.5cc SQ LA RA
Varicella Vial SQ LA RA
Varicella Vial SQ LA RA .
i
e et 1 &
Tdap Td ez 1 0.5cciM LA RA /!/—M
q,;;,» Ce R’}d)’ 3(’ 9’[O(" Adacelvuncmm-auus\ ey (g‘—*(%k)
@ Td 6 7 ‘ L/ ;’QZ,/(:) ((;)) 20. JUN 2020“4 0.5ccIM - LA @ // L M, (/ U
Tdap Td 0.5cciIM LA RA /
K4 -
Meningococcal Conjugate 0.5cciM LA RA
(MCV4, MPSV-4) ’ )
{
Pneumococcal ‘ 0.5cciM LA RA
23-valent (PPV 23) SQ
Pneumococcal mw w | 0-5ccIM LA RA
23-valent (PPV 23) 353 sQ
A
Exr HA VBZ'HAA e
Hepatitis A . " [05cc LA &)
epatl HAVRIX® 2 (Y.
G123 oYz L 3/ D (| Hepatitis A Vaccine | m LT /léﬁ-\ \‘*‘97{-)
epatie & . R T L R /DA
ezl /0(4 oo gy TOEP LT RT ay u)
Influenza 0.25ccIM LA RA
0.5cciM LT RT
Influenza 0.25¢ccIM LA RA
0.5cciM LT RT
Rotavirus Oral/PO
Rotavirus Oral/PO
Rotavirus Oral/PO
/"'\.
] (Fome A = Eilxwss -1 fi
- = e s = -
[y Dlszc\, A 4 Aocc znlisp Wﬁ)

H A@PH—CHR—S/RGV‘ 8-2006(kw)



RS - AUBURN MONTGOMERY s
- Carol Stewart, CRNP. © STUDENT HEALTH GENTER Ramona Lazenby, C.R.N.P

s Lic. #1-045437 tReE P O. Box 244023 Lic. #1-039092
- Rx: 1178 Montgomery, AL 36124-4023 Rx: 0703
.= 17 (334) 244-3281 Maryluz Fuentes, M.D.
-Dariene Pierce, CRN.P i, " - - 1-(334) 286-3444-
: 7 .o Lic, #1-184315 0 i o DEA #BF 6451520
RX: 3892 = -+ P AL-#24127 o/ ;
KRR Name . }/Z)(l/’\ (\l ( ﬁ)"L?/:l 5 T Date 5/ ;’ }
‘ Address : : 7 o
E . Vivotif
) : "Disp: 4

~ Sig: Take as directed.

a I v‘_\
/\YVA///’XK—\
I N e — WMD GFCRNE

- T P I Produ{:/Selecnon Permn a7
Label all prescriptions RS !

N ~ L , " M.D.orCRN.P
Refill: . 1.72::3 5 PHN@ S e Dl's';’aeﬁs’,eAsertteh Lo

P T ~ “AUBURN MONTGOMERY :
Carol Stewart, C.R.N.P .- STUDENT HEALTH:CENTER Ramona Lazenby, C.R.N.P.

S Lie. #1-045437 I P O. Box 244023 Lic. #1-039092
- - i Rx 1178 Montgomery, AL 36124-4023 Rx: 0703
: ) (334) 244-3281 Maryluz Fuentes, M. D..
_.Darlene Pierce, CRN.P.: "% - '(334) 286-3444 S
slic. #1-184315 . - “DEA #BF 6451520
P RX:3sg2 r0 o AL #24127 "
vme_Aenley Opps, v 5) 21 &
“Address ' -
E - Malarone 250/100mg
S Disp: /¢

Sig: Take one pill a day. Begln 2 days before
-departure, continue through stay and-
for 7 days after return.

W( / Cw) M.D or C.RN.P
Prodict Selectlon/Perm
Label all prescriptions . &

o /--\1 : “
Refill: 1:2:3 5 PR/\@R/ - Dispense.As Written

,M.D.or CRNP -




Auburn University Montgomery

Student Health Services
P. 0. Box 244023
7461 East Drive
Montgomery, Al 36124

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

Release of Recor'ds

This is to verify thata copy of the following records and/or lab results were given t f};/

kenley (gs on__ U7~/

Print Patient’s Narhe Date
—Description of record(s) copied:——— jfﬁﬁ?hﬁfﬁgwﬁ éjﬂj Vd 5& 3{5{4{ ¢
/
/
/

f |
IR AN o
(/‘L’%’“”’% \x S

SV P |
P-%t!ent siSignature




coees vl LA O UL T

AUL { MONTGOMERY

S RN i
v STUDENT HEALTH GENTER

vra e =

COT-V17-CVRS RV (03-07)

437
.l o O Box 244023 Ramona Lazenby, C.A.N.P
; ontgczgnsery. AL 36124-4023 Lic. #1-039092 Iroom Mi
Y E',,White, CRN.P 4) 244-3281 Maryluz Fuentes, MO~ - rer
./ Lic.#1-077155 (334) 286-3444 ;
RX: 1501 DEA #BF 64514520 ‘
Nameﬂ%[&&i 0] =z :
) |
o i oo X 1] )/ ir Vaccine
1 1 JAY
R ﬂ DAY
(/H/OTLI*p ' SKip a
- SKiP '
<
3 0 ‘ )
5/? ' /\%{Zv@ ab c{/t/\ﬂ/t)/f/& Behees OB
5899 enrs 7
/4 g N
-, e Qe 7
Label all prescriptions ™ Produét.(&f@ Permitted ~ — MD.or GRNP
L Reﬁ”: 1235 PRN . k ; P Btorage
’ , M.D..or C.RN.P

Dispense As Written

lirected, usually one c¢a
kewarm drink.one hour
chew it or ta

ny ove
ancer drugs, immun
ne without doctor of

our local poison control

-222-1222.

b effective in preventing typh
is to avoid contact or ingestio

<

MISSED DOSE: If you miss @ dose, ta
dose, instead, skip the missed dose an
contact your doctor to establish a new dosing

d resume your usual do

schedule. Do not "double

STORAGE: Store capsules under refrigeration at all times as directed.

store in the bathroom.

http://www.m edicinenet.com/script/main/art.as

ke it with warm or
letely effective, your course 0

adaéhe or mild fever may occur. |
ur doctor if the following effects 0
nd severe tiredness. If you notice

1y of the following conditions:
should be used during pregnancy
known if this medication appears in

r-the-counter or prescriptio
osuppressant

pharmacist approval.

oid fever, depen

ke it as soon as remembered; do not
sing schedul

p?articlekey=44042&pf=3

psule is taken every other day for 4
before a meal. Swallow capsule as
hot liquid. Replace any broken

f treatment shquld be completed

f these symptoms continue of
ceur; breathing or swallowing
other effects not listed above,

illness, infection, allergies,
only if clearly needed. Discuss
breast milk. Consult your

)

n medication you may take,
s, sulfa drugs, antibiotics, other

er or emergency room immediately.

cent
dian residents should call their local

Cana

ding partly on the degree

n of potentially contaminated food or

take it if it is near the time for the next
g. If you miss more than one dose,

-up" the dose to catch up.

Keep away from heat and light. Do not

6/28/2005



Patient name: Vq(f/ f}\:@\/ G\Q ;4}‘ 5 - Date of birth; M j)’ / Z / Z l
: o ' - S e (mo) (day) ()

ScréenmgQuestionnaire law %
for Adult Immunization o

For patients: The following questions wil 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

™~

I, Aré'yousicktoday? ’ | o o o 0

ky
3

2. Doyou havd allergies to medications, food, or any vaccine? ﬁ{ ’(_V .\ »/ gégg | &

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

o
X
0

4. Do you have a long-term health problem with heart disease, Iung_diséase, aSthma, 0
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?

i

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

6. Do you take cortisone, prednisone, other steroids, or anticancer drugs, - 0]
or have you had radiation treatments?

Bl o' | '] X
1

7. Have you had a seizure, brain, or other nervous system problem? _ o |

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

9. For women: Are you pregnant or is there a chance you could become pregnant 0 0 .
during the next month? '

10. Have you received any vaccinations in the past 4 weeks? ' & a (N

Form completed by: \‘;‘Z\Qm\&,}\] %&_ L ~ Date: EYZQ\ \
Form reviewed by:v (W%QMQJJ/Z/L,/ : Date: tfgl/ ?// / /

Did you bring your immunizaﬁig!n record card with you? yes 0 ne-l

Itis 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

"R!‘:Midwitrirwi:wcdbym;:lemsfmﬂisﬂasc‘Cmﬁmli‘ndﬁ’wmlbﬂ.M‘iZWA . tIrewr It . b wwmiﬁnlunize.orgcatg.d/p‘iOéS.pdf * Rem#R4Q45 (4409)

Immunization Action Caalition = 1573 Selby Ave. =+ St, Paul, MN 55104 » (651) 647-9009 = www.immdnize.org * wwwivaccineinformation.org



AUM

Aubum University Montgomery

Student Health Services

Hepatitis A

Date: 1l¢ {09

Dear mr. Obas

Your final Hepatitis A was due on _1a\aa|o%

Please call the Nursing Care Center for an appointment as soon as possible
at 244-3281. '

Thank you for allowing us to participate in ﬂ_l@ protection of your good
health. '

Sincerely,

h— N
AmY Morris, B.S.N., RN, BC

P.O. Box 244023 Montgomery, Alabama 36124-4023 + 334.244.3281 Fax 334.244.339¢6



Auburn University Montgomery
Student Health Services

Hepatitis A

Date: l&\‘\ocf

Dear M. ObwS

Your-final Hepatitis-A-1s-due-on /z( A4 (Q‘o/

Please call the Nursing Care Center for an appointment as soon as possible
at 244-3281. ‘

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

Sincerely,

M

Amy Mgfris, B.S.N., RN, BC

N\ ke closed for Hua hol Aa_js (222 ]o¥ - l/z,[()c]‘

The Clive O o Tamoucy -

Plense CUM WBW MWD;M;

P.O. Box 244023 Montgomery, Alabama 36124-4013 e 334.244.3281 Fax 334.244.3396



Patient nai'n,e: _ o - Date of birth; [/

-

(mo) (day)  (yr)

Screening Questionnaire [/ ji, &
for Adult Immunization =

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

L 'Ax;é'you sick today? R o _ IS o \;@ O
~2Doyouhavd zllergies to medications, food; or any vaccine? e o g o
3. Have you ever had a se:fious reaction after receiving a vacciﬁation? ‘ ' ‘ O » ;%]/ d
4, Do you !'1ave a Iong—terrp hfaafth problem with heart dis'ease, lung,c‘iise’ase. a}‘thma, . K']’ .
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? o
5. Do you have cancer, leukemia, AIDS, or any other immune system problem? - O K [
6. Do you take cortisone, prednisone, other steroids, or anticancer drugs, - 0 5 [

or have you had radiation treatments?

7. Have you had a seizure, brain, or other nervous system problem? _ my @ O
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 cduld become pregnant . 0 0
during the next month? '
[0, Have you received any Vaccina/tio"n/s in the past 4 weeks? ‘ ' O ;Iﬁ | (N
) .

A 1 . .\‘a - o }
Form completed by: _1 |-{ / ‘1\1‘%’] L)Q [ o _ Date_“| %12“{ M
TN f " * ) X j . i *
Form reviewed by: \5/ jf(’é// ‘ - Date: Z/@"J// [/

Did you bring your immunigation record card with )"ou?' . _yés 0 noll

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.

mmuwmmmwmu&mﬂlmukeaecmﬂ'ﬁmenmn./«pﬁw. . T A I W www.hmunize.org/ca\g.d/p4065.pd! « em#B4Q65 (4A9)

Immunization Action Caalition = 1573 Sélby Ave. = St, Paul, MN 55104 « (651) 647-9009 - www.bimmdnize.org * www.vaccineinformation.org




Patient name: f///‘?{)ﬁ&@/ QC)O § | Date of birth; g/ Lﬂj/ﬂ

(mo.) (day) v

Screening Questionnaire w N
for Adult Immunization 8 |
g i

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 vaccnated. It just
means additional questions must be asked. If a question is not clear, please ask your heafthcare provider

to explain it. Don't
Yes No Know
| Are you sick today! 0 :%_{L g
2. Do you have allergies to medications, food, or any vaccine! O A O
. ’ \}\
3. Have you ever had a serious reaction after receiving a vaccination? U = g O
4. Do you have cancer, leukemia, AIDS, or any other immune 0 ‘@; O
system problem? '

5. Do you take cortisone, prednisone, other: steroids, or anticancer drugs, 0 .
or have you had x-ray treatments? : -
6. Do you have a seizure, brain, or nerve problem? O %\j? O
7. During the past year, have you received a transfusion of blood or blood O ¥ —~
products, or been given a medicine called immune (gamma) globulin? >
8. For women: Are you pregnant or is there a chance you could become : O O 0

pregnant during the next month?

v

0o & ©

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

%
3

Form completed by: %5’%‘,07 (j)\big 3 Date: ({7 Jﬁ{)

Date: L»I;a’—?/[@/‘

Form reviewed Dy: \/v

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

It is important for you to have a personal record of your vaccinations. f you don't have a record
card, ask your healthcare provider to give you one! Bring this record with you every time you seek
e. Make sure your healthcare provider records all your vaccinations on it.

e iMMUNIZE . OF g/ G806 53,0+ e # P 4065 170

medical car

1573 Selby Ave. = St. Paul, MIN 55104 (651) 647-9009 -+ werw.immunize Org = wWww vacanenlormauon o7 g

qod A Rev Tt

Immunization Action Coalition -*



