Certificate of Infection Control =3 Forml

Name of company/
Name: University:

Date of birth (M/D/Y): Age: Sex:

Antibody Titer Test Data/Additional (Booster)Vaccination

Vaccination™ Date (M/D/Y) Testing Method ~ Test Data (DATE) Additional (Booster)Vaccination
MeaS|eS Dose 1 5/ 3 /1992 13 Dose 1 4/ 5/ 2025

R HIA (3/3/2025)
g - Dose 2 Dose 2 /
3
qdé Mumps Dose 1 5/ 3 /1992 Dose 1 / /
= LYTA
g Dose 2 4/ 25/ 1996 Dose 2 / /
>
o | Rubella Dose 1 5/ 3 /1992 - 6 Dose 1 4/ 5/ 2025
S
= Z
'-g B2 Dose 2 (3/3/2025) Dose 2 / /
[¢b]
& Varicella | Dose1 5/ 3 /1992 Dose 1 / /

(Chickenpox)
K’ Dose 2 10/ 6 /1992 Dose 2 / /
. Certificate of Diagnosis for Active Tuberculosis (Positive / Negative)
Tuberculosis
fEt O Positive / O Negative Date (M/D/Y) 10 / 6 / 2025

+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.
+Please be advised that completion of hepatitis B vaccination is strongly recommended.
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This is to certify the information regarding infection control as stated above.

Doctor's Name: o Swnith pate:  11/26/2025

vietnam National Medical Center

Signature:

Name of Hospital:

12 Phan Phu Doan Street, Hoawn Kilema District, Hawnol, Vietnam

Okayama University Hospital Ver.1

Address:
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. Certificate of Diagnosis for Active Tuberculosis (Positive / Negative)
Tuberculosis
fE O Positive / O Negative Date (M/D/Y)( |/ )

+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.
+Please be advised that completion of hepatitis B vaccination is strongly recommended.
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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



