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Certificate of Immunization
	Name of Clinic
	

	Address
	


NAME:________________________________________ 

Date of Birth:______________________  (dd/mm/yyyy)   SEX: __________(Male/Female)

	VACCINE
	Time
	Date Given

(dd/mm/yyyy)
	Remarks

	B.C.G
	First
	
	

	
	Second
	
	


	VACCINE
	Time
	Date Given

(dd/mm/yyyy)
	Remarks

	Hepatitis B 
	First
	
	

	
	Second
	
	

	
	Third 
	
	


* Note: Unable to submit the immunization form before students come to Korea, the form including X-ray and blood test can be acquired from Korean local hospital by the guidance of DKU coordinator. The test fee will be responsible for the incoming exchange student
I hereby certify that the above named person has been immunized and tested according to the schedule listed above.

Name of Doctor ____________________________ Signature ________________________
Date _________________

Note: This Certificate is valid for three (3) months from the date of issuance.
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