University of Tsukuba School of Medicine

Electives Application For International Students

Student Name:                    　　　   ,  Medical School:                         

Visiting Student Immunization Form
Please note: This form MUST be completed and signed by a Physician and returned with your Elective Application Form. Your application will NOT be processed unless this form is completed.

Tetanus and Polio: Booster doses should have been received within the last 10 years.

	REQUIRED
	Date – Primary Series
	Date - Boosters


1. Tetanus

	
	
	

	2. Polio
	
	

	3. Diphtheria
	
	


4. MEASLES: Proof of immunity should be certified by a physician: documented illness, a positive serologic test for antibody, or documented proof of live measles virus vaccine.
Clinical Disease             or Titre               or Immunization               

5. RUBELLA: Immunity is determined by positive serologic tests or documented proof of live rubella virus vaccine. History is unreliable and may not be used in judging immune status.
Titre               or Immunization               

6. HEPATITIS B:  Titre: Date                    OR



  Vaccine: Date1)            Date 2)             Date 3)             
N.B. Students participating in electives in Surgery, Obstetrics/Gynecology and Emergency Medicine must provide proof of positive Hepatitis B antibody status.

7. Tuberculosis: The University requires the test to have been done within 12 months of the proposed elective date.

TB Skin Test: 
Positive  □ 
Negative □
Date of test:              
If your TB test results will be outdated, please keep a copy of this form.  You must re-submit the updated test results/chest x-ray report before you will be permitted to register at the University of Tsukuba.


TB Skin Test: 
Positive  □ 
Negative □
Date of test:              

If the results are positive because of BCG vaccine of any other causes, an official report of a chest x-ray taken less than 6 months prior to starting your elective at the University of Tsukuba is required.

Chest x-ray report taken within past 6 months attached:  Yes  □

No  □
I certify that the Immunization date given above is accurate and that this student’s immunization status is thus up-to-date.

Physician’s Name                                                                  Physician’s Signature                           

Address and Phone Number         

                                                                                                 Date:                       

