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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

HEALTH CERTIFICATE REQUIREMENTS
(EFEZWTE)
70 7T M 2R ESINT HAE, RS2 TS EICEEREN R THD L) A
fiti 2 FRLICFEA L THWTL ZE W, (2BEFUNOSINE L, &)

Health Certificate Examination:
Examination Date:
Name of Clinic/Hospital:

Address of Clinic/Hospital:

General Remarks on the Student’s Health:

Signature of Physician:

Date



