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Physician’s Statement (Mandatory)
– To be completed by physician-

Your patient ___________ will shortly participate in Foreign Medical Scientist Visiting program at Samsung Medical Center (Seoul, South Korea). Participation in this program will include a direct patient care. Following information about your patient’s health status and immunization history should be submitted prior to the start of the program.  

Please complete this form. If you have any questions, please contact International Training Office via email at “edutraining.smc @samsung.com”.
1. Personal Information
Title: _________________________________

Family Name: __________________________    First Name:________________________

Date of Birth: __________________________    Nationality: ________________________

2. Medical History 
	Description
	Yes 
	No

	Has the patient ever been treated for Tuberculosis?
	If yes, please provide details about the dates of the treatment: 

Start Date: ___________________
End Date: ________________
	

	Has the patient had a BCG vaccination?
	
	

	Has the patient ever been treated for chicken pox?
	
	

	Has the patient had a history of any other communicable disease?
	If yes, please provide details:

Diagnosis: __________________

Recovery Date: _____________

Diagnosis: __________________

Recovery Date: _____________
	


3. Test Results (within three months of your visit to Samsung Medical Center)
1) Chest X-ray (required for applicants who have symptoms of fever and travelled to Middle East within three months) 


 Result: ________________________                      _ 
  Date: __________________________ 

2) Anti-HIV titer (required for applicant who will be involved with surgical procedure)

   Result: ________________________                      _ 
  Date: __________________________
4. Immunization record
	DISEASES
	IMMUNIZATION DATES
	Antibody Titer
TITERS

	Remarks

	
	Date #1
	Date #2
	Date #3
	Date
	Result
	

	Hepatitis A
	
	
	
	
	
	Recommended

	Hepatitis B
	
	
	
	
	
	Required

	
	*Negative titer result requires a series of three injections

	Adult Td
	
	
	
	
	
	Required

	
	*Must be shot within the past 10 years.

	MMR
	
	
	
	
	
	Required

	
	*Negative titer result requires vaccination and vaccination must be done twice

	Varicella
(Chicken pox)
	
	
	
	
	
	Required

	
	*Negative titer result requires vaccination and vaccination must be done twice

	Other
(influenza)
	
	
	
	
	
	


5. Overall Comments (Please check the appropriate box)
   1) Does this patient have any communicable disease(s)?
        (Yes (   No ( )

If yes, diagnosis: __________________          
   2) Does this patient have any health condition(s) that may interfere with the ability to work as a healthcare professional?

                    
(Yes (   No ()

If yes, diagnosis: _________________            _
I certify that all the information on this form is complete, truthful, and accurate to the best of my knowledge.

Physician Name and Title: __________________       __                  _
   
Physician Signature: __________________       __                  _

Address (Hospital):__________________________________________________                 _____
Official (Hospital/Clinic) stamp: 
Date: _________________           _
