PART I — Personal Particular to be completed by Student
YACTD 1 — IlepconanbHasi HHGopManus (3aN0JHETCH CTYAEHTOM)

MenauuuHCKas crpaBka JJis ”THOCTPAHHBIX 06yqafonmxc>1
(Admission Medical Examination Report for International Students)

Full name: Gender:  Male / Famale
ITonHoe UMS: [Tom:  Myx. / XKem.

Surname / Family name Wwms | @amuus
Nationality: Date of Birth:
I'paxxnancTBO: Jara poxxaeHus:

dd/mm/yyyy

Passport No: Date of issue:
Ne macnopra: Jlara BeIgaun

Use Foreign Passport / Micrione3yiite 3arpaHnaciopt dd/mm/yyyy
Contacts:
KoHTakThI:

E-mail Telephone number / Texn. Homep

In case of emergency, person to
contact:
B ciyuae Ull, cesa3arbcs c:

Full name / TonHoe umst Telephone number / Ten. Homep

Number of sticks per day / week:
KonuuecTBo curaper (neHn/ Henens):

[0 No JYes
Her

Do you smoke?

Be1 kypure?

Ha

Signature of student: Date:
[Toanuce crynenra: Jlara:
Full name / Signature Tomuoe umst / dd/mm/yyyy
TIOOITUCH
PART Il — Laboratory Examination to be completed by Doctor
YACTD 2 — JlabopaTopHbIe UCCIICTOBaHHUS (3ATOIHSICTCS] BPAuOM)
Please tick [X] whichever is applicable:
Hoswcanyiicma, ommemome [ X] pesyromamot ucciedosanuii:
Negative Positive Value Sugar _____ Protein____pH
Orpuuar. Monoxwur. | IMoxa3zarens I'moxosa  Bemkn Kucnors.
Urinalys Albumin: Urine FEME | RBCs /uL WBCs /uL
is AnpOyMHuH: (if indicated) | Ecs /uL Casts
AHATH3 Sugar: Hunuaap B Moue
MoOuH T'mokosa: JMonoaHuT. | Crystals Organisms
Red Blood Cells: aHaJIU3 MOYH | Kpucrums Opranusmel
OpHUTPOIHUTEL: (ripu Trichomonas
Others OTKJIOHEHHAX) | Tpuxomonaaa
(if indicated) Occult Blood
CKpeITast KpoBb
Physician’s Name & Physician’s Clinic Stamp and Address:
Stamp: Signature: [ledaTs KIMHUKA M KOHTaKTHBIN apec:

Nwms Bpaya v neyars: [Toanuce Bpaya:




PART I11 — Medical Examination to be completed by Doctor
YACTD 3 — MeauumHCKHI OCMOTP (3aII0IHSAETCS BPadoM)

Height: Weight: Blood type:
Poct Bec: ['pynina kpoBu:

m/ metp kg / xr

Please examine the following systems and indicate any abnormalities [X]:
Ioscanyiicma, npoiudume oocnedosanue ciedyroumux epaveil, ommeuasn [X] pezyromameot.

Details Physician’s Name, Signature and
Stamp
Hms Bpaya, NOANNCH U eYaTh

Normal Abnormal
be3 maTojiorni C naroJjorueu

Ophthalmologist/O¢ramsmoror

Cardiologist/Kapanosor

Surgeon/Xupypr

Neurologist/Hesposor

Allergologist/Anneprosnor

Otolaryngologist/
OtonapuHrosuor

Urologist (Nephrologist)
VYpornor (redporor)

Psychiatrist/ITcuxuatp

Therapist/Tepamnept

Gastroenterologist
I'actposnTeponor

Gynecologist (for women)
T'uHekosor (1J1s1 [eByIIEK)

Physician’s Name & Stamp: Physician’s Signature: Clinic Stamp and Address:
Vms Bpaya ¥ 1edars: [Mommuce Bpaya: IMevaTh KIMHUKA ¥ KOHTAKTHBIHN aqpec:

PART IV — Vaccination Certificate to be completed by Doctor
YACTD 4 — [IpuBuBouHBIN cepTU]UKAT (3aIOIHIESTCS] BPAuOM)

Required vaccine Date No.1 Date No.2 Date No.3
Tpebyemasi mpuBHUBKa Jata npuBuBku Nel Jlata mpuBuBKH No2 Jlata mpuBuBku No3

MMR
Measles — Mumps — Rubella)
Kops — Cunka - KpacHyxa

dd/mm/yyyy dd/mm/yyyy

DTP
(Diphtheria — Tetanus —
Pertussis)
Hdudrepus — CTONOHSK -
Koxmrom

dd/mm/yyyy

Hepatitis B
I'emarut B dd/mm/yyyy dd/mm/yyyy dd/mm/yyyy

Pneumococcal disease
[THEeBMOKOKKOBasl MH(EK. dd/mm/yyyy

Influenza
['punn dd/mm/yyyy

Haemophilus influenza
I'emopmibHas nHbEKHA dd/mm/yyyy

Mite encephalitis
Vaccine
Bakuuna ot
5HIIeDATHTHOTO KIIela dd/mmlyyyy



http://www.multitran.ru/c/m.exe?t=4804788_2_1&s1=pneumococcal%20disease

PART V — Tuberculosis Assessment to be completed by Doctor
YACTD 5 — dumooporpaduyeckuii macnopt (3aMoiHAETCs] BpauoM)

Tuberculosis Assessment must be performed within the last six months.
Dnrwopozpaguueckue uccied08anus 0014HCHbL ObIMb NPOGEOEHBL 8 NeYeHUe NOCTeOHUX b mecaues.
1.Y[ ]NJ ]Does the student have signs or symptoms of active tuberculosis disease?

Hmeem nu cmyOdenm npusHaxku cUMRmMoMo8 3a001e8anus myoepkyie3om?
2.Y[ ]INJ[ ]]Isthe student a member of a high-risk group? Had close contact with a known case of
active tuberculosis; Use of illegal injected drugs;

Hensemess 1w cmyoewm uieHOM 2Spynnvl 6blCOK020 pucka? Hmen Oauskuti KOHMakm c
HYel06€EKOM, 60]16]01/0;1/!]1/! / boneguum my6epKyﬂe30M. Hcnonvzosan wuesaxonmvle UHBEKYUOHHblE
npenapameul.

3.Y [ 1 N[ ] Has the student lived or traveled in countries where Th is endemic?

Kun unu nymewecmeogan au cmyoeHm 6 CMpamax, 2oe mybepKyie3 AGIAemcs
SHOeMuUu4ecKum?

Physician’s Name & Stamp: Physician’s Signature: Clinic Stamp and Address:
WMs Bpaua u neyars: IToanuce Bpaua: IleyaTh KIMHUKY U KOHTAKTHBIN aipec:

Documentation of tuberculin Skin Testing and Chest Radiography
HccaenoBanue Koxu Ha Ty0OepKyJie3 M IPOBeAeHHE PEeHTreHOrpadgum rpyiHoi KIeTKH

A. Tuberculin Skin Test (record actual mm of indurations, transverse diameter; if no indurations, write “0”)

I/ICCHeHOBaHI/Ie KO>KM Ha TyﬁepKyJIe3 (MaHTy) (3ammch (paKTHISCKOTO pa3Mepa Hamyib! (IONEepedHbIH THaMeTp) B MM; €CiIi He
00HApYKEHO OTKIIOHEHUH 0OTMETHTD «0»)

Date given: / / Date read: / / Result:
mm
Jara uccnenoBanus [Hara pesynbraTta PesynbTar
dd/mm/yyyy dd/mm/yyyy

B. Chest X-Ray (Please attach a chest X-Ray results)
IIpoBenenune peHTreHorpagum rpyAHON KJIETKHU (loxanyiicTa, MPUKPEITHTE PEHTIEH CHIMOK)

Date of Chest X-Ray: / / Result (Circle One): O Positive O Negative

JlaTta ucciaemoBaHus PesynbTar C maronorueii 0e3 mMaToOJIOTUHA

PART VI - Conclusion to be completed by Health Care Provider
YACTD 6 — 3axioueHne o npoecCHOHAIBHOM PUTOJHOCTH (3aIOJIHSIETCS] BpAUOM)

Please conclude and indicate if student is fit for studies at University [X]:
Hoowcanyiicma, 3anonnume Heo0Xooumvle NOAA 0 NPULOOHOCHIU K O00YUEHUIO UCCTE0YeMO20

cmyoenma.
FIT UNFIT Date of Examination
Tooen He 200en Jama uccnedosanus (npoxosicoenuss MeOUYUHCKOU KOMUCCUL)
Physician’s Name Physician’s Clinic Stamp and Address:
& Stamp: Signature: [levaTh KIMHUKHA U KOHTAKTHBIN aJipec:
Nwms Bpaua u IToanuce Bpaya:
1e4Yarhb.

* NOT required for females who may be pregnant.

If pregnancy is suspected, a statement or document of exemption is required until delivery



