Institute of Science Tokyo

Health Certificate (PartIl)

Name

First Name Last Name

Date of Admission / / Date of Birth / /
M D Y M D Y
Immunization History (to be completed by physician)

o Fill out this sheet for EITHER 1. Antibody test result (Serologic proof of immunity) OR 2. Vaccination record. Partial combination

of 1 and 2 is also acceptable.

e If completing 1, fill out the corresponding immunization status for O~@ and D.

Those with negative/equivocal test results, consult the physician for appropriate vaccination, and fill out 2 with new immunization data.
For medical exemptions, a letter signed by a physician stating the medical condition that contraindicates vaccines must be submitted

e If completing 2, fill out A or B1~B3, in addition to C and D based on the immunization record.

Note that records of 2 doses are required. Otherwise take the antibody tests (serological tests) to prove immunity and fill out 1 instead of 2.

1. ANTIBODY TEST RESULT 2VACCINATION RECORD
(SEROLOGIC PROOF OF IMMUNITY) MR #1 MR #2
@ Must be based on laboratory test results A / / / /
@Check the appropriate box for IgG serologic test results M D ' Y M D ? Y
@Positive IgG serologic test results are required forO~®

[ Positive [ONegative/Equivocal OR

@ Measles 0 R Measles #1 Measles #2

v e - /Y MR | / / / /
(Measles, Mumps, Rubella) 4 /
. ) ) 2 doses required M D ! M D Y
[ Positive [ONegative/Equivocal Mumps #1 Mumps #2
@ Mumps . / / / /
e pd ,
M D Y M D \ M D Y
Rubella #1 Rubella #2

[ Positive [INegative/Equivocal
®Rubella B3 / / / /
M D Y M D i

~ pd

M D Y Varicella #1 Varicella #2
Varicella / / / /
[ Positive [ONegative/Equivocal C
2 doses required
@Varicella M D Y M D Y
e Z Tdap/Td Vaccination (Within the past 10 years)
M D M *Tetanus booster shot must be taken every 10 years.
Tetanus D
Tetanus N .
Vaccination required
No serologic test available | " D Y
| |

I certify that the above information is an accurate record of this student’s immunization history.

Name of Physician (Print Name) Email
Name of Medical Institution Address
Date / /
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