To whom it may concern,

This is to certify that Dr. XXXX( M, DOB: January 7th, 1980) has taken the following vaccines:

	Type 
	Date (dd/mm/yy)

	　
	1st 
	2nd 
	3rd 
	4th 

	Measles/Mumps/Rubella (MMR*)
	1/13/1980
	2/14/1981
	　
	　

	Hepatitis B (3 injections)
	6/1/1980
	6/8/1980
	6/15/1980
	　

	Tuberculosis (B.C.G.)
	1/14/1980
	　
	　
	　

	Diptheria/Pertusis/Tetanus (DPT/DTaP/Td*)
	4/15/1980 
	　
	　
	　

	Poliomyelitis (TOPV/IPV*)
	4/15/1980
	9/7/1984
	　
	　

	Haemophilus Influenzae type B (Hib
	9/7/1980
	7/11/1981
	　
	　


XXX
Date: November 12th , 2013 

To whom it may concern,

This is another certification of what vaccines Dr. XXX( M, DOB: January 7th , 1980) has taken:
Physician Immunization Request Form (PIRF)


History of Varicella:



Yes _____
No__Χ _
If “no”, Date(s) of Varicella Immunization:
#1__02_ /__27__/  1982__     #2__03_ /__27__/__1982__

Date of (B.C.G.)         __1_/__14_/__1980__
History of Positive TB Test:
Yes ______
No __Χ _ 
If “yes”, Date of Conversion:
________/________/_________  (Please send a copy of chest x-ray report)
Tuberculosis (TB) Test:
Date #2 TB Test: __10__/__11__/_ 2013__   Date # 2 TB Read: __10__/_ 12__/__2013__   Result __3__mm
XXXXX 
Date: November 12th , 2013
To whom it may concern,

This is to certify that Dr. XXX( M, DOB: January 7th, 1980) has taken the following laboratory tests:

	Type 
	Result

	
	

	HIV Ab
	Negative

	TPHA
	Negative

	HCV Ab
	Negative

	HBV Ag
	Negative

	HBV Ab
	Positive(1000ug)

	
	


XXXX Hospital 

Date: November 12th  , 2013 

