EXAMPLE Certificate of Infection Control =& A Forml

i Company/ . . .
Narme: Hoa Thi Nguyen Univorsing: Hanoi University Dental School
Date of birth: Apr/2/1991 Age: 27 Sex- Female
Vaccination® Date (M/D/Y)
Measles Dose 1 5z jﬂﬂz
% 17523
.5 Dose 2 4 [25] 1996
o
[&]
D Dose 1 5] =/
£ umps 1992
— J * If date of vaccination was copied from MCH
Dose 2
_g 4 [25] 1:9.96 L handbook or other vaccination record, submission
> of a copy of the original document is required.
E Rubella Dose 1 5= /2[.392 (All the documents must be translated in English.)
= A2
CU =z
S Dose 2 4 [25] 1996
a
< | Varicella | Dose 1 5 =/ 1992
(Chickenpox)
KiE Dose 2 10/ & /1:9‘92_
Blood test ** Date (M/D/Y) Result  **Submission of a copy of test result is required.
HBs Ab / / O Positive (10=mlU/ml) / O Negative
Hepatitis B Vaccination® Date (M/D/Y)
BEIFF2¢ N / /
ose
NOTE: 6l12 j:Qﬂi * If date of vaccination was copied from MCH
- handbook or other vaccination record, submission
Please fill EITHER ,
e-?bsfoold test" or Dose 2 7 / 10 / jﬂﬁi of a copy of the original document is required.
"vaccination record". (All the documents must be translated in English.)
Dose 3 11 /2711991
History of infection RkE
® No / O Yes (Month and Year: / )
Tuberculosis [T GRA test / Date (M/D/Y) Result
LT
6| 5 [ 201%| OPositive / B Negative / O Indeterminate #5= (2
Method of testing MQuantiFERON—TB [/ OT-SPOT.TB
Influenza Vaccination 2EE (DI NOTE: Only visitors from Oct. 1st ~ the end of Feb. are required.
1VINIVY / / M Visiting period doesn't include Oct~Feb.

® Please attach a copy of your vaccination record or medical check reports (all the documents must be translated in English). Incase of any abnormal
result, you may be asked to take further checks.

' REOIFVEBE, REKROIC- (BEEREOBEFREBFRLE) 2HTT52L. BREEROIBEABERBEERIZILNHYT.

This is to certify the information regarding infection control as stated above.

JOMVL Smith Date: &/26/22018

Joln St

vietnam National Medical Center

Doctor's Name:

Signature:

Name of Hospital:

Address: 12 Phawn Phu Doan Street, Hoawn Kiem District, Hawol, Vietnam

Okayama University Hospital Ver.1



Certificate of Infection Control =ZF Forml

Name of company/

Name: University:
Date of birth (M/D/Y): Age: Sex:
Vaccination® Date (M/D/Y)
Measles Dose 1 / /
< B Dose 2 / /
=
0
% Mumps Dose 1 / /
- LYTA Dose 2 / / * |f date of vaccination was copied from MCH
© L handbook or other vaccination record, submission
S of a copy of the original document is required.
©o| Rubella | Posel / / (All the documents must be translated in English.)
-
= B\
8 B Dose 2 / /
°
Q
< | Varicella | Dosel / /
(Chickenpox)
KiE Dose 2 / /
Blood test ** Date (M/D/Y) Result ~ **Submission of a copy of test result is required.
HBs Ab / / O Positive (10=mlU/ml) / O Negative
Hepatitis B Vaccination * Date (M/D/Y)
BEIFF2¢
Dose 1 / / — :
* If date of vaccination was copied from MCH
NOTE: handbook or oth inati 4. submissi
Please fill EITHER | Dose 2 / / andbook or other vaccination record, submission
"blood test” or of a copy of the original document is required.
"vaccination record". (All the documents must be translated in English.)
Dose 3 / /
History of infection RkE
O No / O Yes (Month and Year: / )
TUbii‘;JIOSiS IGRA test ** Date (M/D/Y) Result  **Submittion of a copy of test result is required.
TRI1x
/ / O Positive / O Negative / O Indeterminate ¥R
Method of testing| [ QuantiFERON-TB / O T-SPOT.TB
Influenza Vaccination REIE (DI NOTE: Only visitors from Oct. 1st ~ the end of Feb. are required.
1VIWVIVY / / O Visiting period doesn't include Oct~Feb.

® Please attach a copy of your vaccination record or medical check reports (all the documents must be translated in English). Incase of any abnormal
result, you may be asked to take further checks.

* REUIFVEEE, RERROIC- (BEERHEOBERREBFRLE) EHFIT52L. REEROIBERBERBEERIZILNHYKT.

This is to certify the information regarding infection control as stated above.

Doctor's Name: Date:

(M/DIY)

Signature:

Name of Hospital:

Address:

Okayama University Hospital Ver.1



