AUM Student Health Services
Immunization Record

Birthdate: —3 ~ ) — L

Patient Name: /Bea.\«. P CMVL YY)

Allergies/Medical Alert:

Tdap

Td Booster

MMR

HEP A

HEP B

Other
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No. g4bd+ 2017 - 24

Name @ BEAK MIN ]I

Date of Birth(Mo/Day/Yr) : March/01/1996
Country of Birth : Republic of Korea

Address : 203-2401, 82. Daeam-ro, Nam;g'u, Ulsan, Republic of Korea

Phone Number : 82-10-3165-0430

This is to certify that above mamed person's examination as below.

PPD Test{Mantoux) : Date given © 12/26/2017  Date read: _ 12/29/2017

Results : NEGATIVE Site of reaction : 0.0 mm

- Chest ¥-ray Expmination : Date : Results :

Certify that the above information is correct

2017 . 12. 29.

Physician @ Name__Seo yongjun

Licence #_ 94335 i,
B

' . EmNaRS s
Provider organization : Ulsan Nam-gu Public Health Center (mgrﬁiﬂﬁxﬂﬂ'f;@ﬂ
1= =y

BB AT TR




x| -0 = -
No. :
H z2= »
HMESZEN
Certificate of Immunization
' kA
Mg Date of Birth(Month/Day/Year) 03/01/1996
N MINJI BEAK
ame : My
Sex Female
x4
Adg.ess 203/2401, 82, Daeam-ro, Nam-gu, Ulsan, 44733, Republic of Korea
yzd HERE | o oEsd | B
Vaccine Vaccination Series:| Date Given(Month/Day/Year)| . ‘Provider/Clinic
ULSAN NAMGU PUBLIC HEALTH
DTaP 5 06/07/2001 uLSAN !
ULSAN NAMGU PUBLIC HEALTH
Td 6 05/15/2009 ULSAN T
| ULSAN NAMGU PUBLIC HEALTH
MMR 2 08/14/2001 CENTER
1/1
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We hereby certify that all the above vaccinations were performed under Article 27 of the Infectious
Disease Control and Prevention Act and Article 22 of the Enforcement regulations of the above—~mentioned

Act.
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for Contraindications DATE OF BIRTH__ /o [
to Vaccines for Adulis

For patlents The following questions will help us determine which vaccines you may be given today. If you
answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

es N don't
4 1\ ?/ know
1. Are you sick today? O M
2. Do you have allergies to medications, food, a vaccine component, or latex? ] \E
3. Have you ever had a serious reaction after receiving a vaccination? ] \@/ 0
4. Do you have a long-term health problem with heart disease, lung disease, asthma, 0 %}/
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? O
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? 1 / O
6. In the past 3 months, have you taken medications that affect your immune system, V4
such.as pmdnj.same,_oﬂ:erwsiamjdcgﬁr anticancer drngc; «‘LLIJ_g‘: for the treatment aof ] 01 ™
rheumatoid arthritis, Crohn's disease, or psoriasis; or have you had radiation treatments?
7
7. Have you had a seizure or a brain or other nervous system problem? | l%{ 7
8. During the past year, have you received a transfusion of blood or blood products, %/
or been given immune-{gamma)-globulin.oran antiviral drug? L] 0
9..For women: Are you pregnant or.is there a chance you could become pregnant l\ /
: _ , o o™
during the next month?
10. Have you received any vaccinations in the past 4 weeks? ] U/ il
, e , 0\
’ / 3\
onk Wi X § N 201,
FORM COMPLETED BY 5“‘*/&2‘;’3” ﬂ“} WA DATEO /%/‘*? %J
FORM REVIEWED BY %% DATE
Did you bring your immunization record card with you? yes 1 no U]

It is impaortant for you to have a personal record of your vaccinations. [f you don't have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every time
you seek medical care. Make sure your healthcare provider records all your vaccinations on it.
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