Hawaii Seminar Japanese Language School
HEALTH CERTIFICATE

NAME: DATE OF BIRTH:

MeaslessMMR Immunization (13 L 2D FBHH5F)

(1) LTFTORMIZBWNTOIRII L OO PRAERNA GRSV E T, (a) 1957 FLARNZA E 2,
O)iEEIIZ LD TR A Z T2k 0d 5 ), (c) M Z R4 5 M4 serologic
evidence of immunity DOFEERD B 5 J5,

First Dose: Second Dose:

Month/Year Month/Year
Date of Disease: Date of Positive Serologic Test:
Name of Clinic/Hospital:
Address of Clinic/Hospital:
General Remarks on the Student’s Health:

Signature of Physician:

Date

Tuberculin Examination (7 ~/L 7 U U fi)

SKIN TEST RESULTS: CHEST X-RAY TEST RESULTS:

Q Revealed no abnormalities

Positive Negative O Others (Explain):

(Please indicate the size of reaction)

(F)Y 7 U URERGEOSA, oLy N UVREELTZIT TSN,
Examination Date:
Name of Clinic/Hospital:
Address of Clinic/Hospital:

General Remarks on the Student’s Health:

Signature of Physician:

Date



