
HEALTH STATEMENT FOR INTERNATIONAL VISITING MEDICAL STUDENTS 
*All date information must be formatted in the following order: Month/Day/Year *

Name: _________________________________ Date of last physical examination:____________________________

1. Tuberculin Test: Note: if previously negative, PPD must be repeated within 1 year  prior 
to START DATE of the rotation. Test should be P.P.D. 0.0001mg. Mantoux technique 

Date:_____________________________________ Results:________________________________________ 

Negative tuberculin test- No chest x-ray required. Positive tuberculin test- Chest x-ray required. 

Date of X-ray:___________________________ Results: ____________________________________________ 

2. Varicella titer done: Date: ___________________________ Results: _______________________________

3. Rubella titer done: Date: ___________________________ Results: ________________________________

(If negative, rubella vaccine must be given, unless contraindicated on medical grounds) Rubella vaccine administered unless 

contraindicated Date: ___________________________ Results: ____________________________________  

4. Measles titer done: Date: ___________________________Results:___________________________________

If negative, measles vaccine must be administered in two doses at least 30 days apart: 

1) Dose #1 Date: __________ __     __     __     __     __     2) Dose #2 Date: _______   __     __     __     __     __   _

5. Mumps: Date: ___________________________ Results: _____________________________________________
(If negative, mumps vaccine must be given, unless contraindicated on medical grounds) 

Rubella vaccine administered unless contraindicated:   
Date: ___________________________ Results: ____________________________________________________ 

6. Hepatitis B titer done: Date: ___________________________Results:____________________________________

Hepatitis B vaccine administered: Dose #1: _______________ Dose #2: _______________ Dose #3: _______________ 

Or I decline to take Hepatitis B Vaccine: ____________________________________________________________ 
Applicant’s Signature 

Signature of Physician:________________________________________________ Date: _______________________ 

Name: ____________________________________ Title: ________________ License #: _______________________ 

Address: _______________________________________________________________________________________ 

Please complete and return to:   

    int.med@fiu.edu    
 Phone: (305) 348-7620 | Fax: (305) 348-7431 

 Office of International Affairs - 11200 SW 8th St. Miami, FL 33199 AHC4 -270  

7. Meningococcal Meningitis: Date: ___________________________

Or I decline to take the Meningococcal Meningitis Vaccine:_____________________________________________
Applicant's Signature

General Statement on Health:___________________________________________________________________________________
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