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DECLARATION OF HEALTH

Student’s name, surname: _______________________________________________________
Sending institution (college/university): ____________________________________________
Student’s phone number, email: __________________________________________________
Doctor’s name, surname: ________________________________________________________
Institution: ___________________________________________________________________
Doctor’s contact information (phone, email): ________________________________________
I declare that student has passed the following vaccinations and tests:

Diphtheria vaccination: 


          Yes                               No

Hepatitis B:




          Yes                               No

MRSA test:  


 
 
          Positive                         Negative
Tuberculosis test (or Chest X-ray (THORAX):        Positive                        Negative
Tuberculosis test date: _____________________
            Signature and stamp:





Date:
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