
BA
_0

04
3 ,

 S
ta

nd
: 0

5/
20

1 8
 

F ü r  d e n  B e t r i e b s a r z t   
 

Medical Status Form 

 

    Seite 1/2 
 

TO BE COMPLETED BY  Student / Hospitant: 
 
Name:     expected Department:  ______________________ 
           _________________________________                 from (DATE):  ______________________ 
Do you have any physical defects or any history of illness, which might interfere with your functioning on a clinical 
service? ___ YES ___ NO 
If yes, please specify: 
          ______________________ 
                         (Signature) 

TO BE COMPLETED BY A MEDICAL PROVIDER: 

Tuberculosis-Tests (only for countries with TBC-incidence >40/100.000) 

TB skin test (PPD) or IGRA-Test (QFT/Tspot) are required for all previous non-responders or never tested persons. Prior history of 
BCG is not acceptable as proof of positive PPD. Sputum of AFB is indicated for all persons with symptoms of TBC and/or positive chest 
x-ray. Persons who have a history of tuberculosis or past conversion must attest that they are free of chronic fever, chills, night sweats, 
persistent cough and/or hemoptysis. Isoniazid prophylaxis is required for all recent converters or if two IGRA-Tests are positive under 
age of 50. 
 
(1) PPD- skin test  DATE _____________ RESULT  __ negative  __ positive:______ mm   
or alternative: 
(2) QFT or Tspot.  DATE _____________ RESULT  __ negative  __ positive 
 
 If patient is positive [(1) or (2)]:  DATE of last chest x-ray:  _________________ (after the (1)- or (2)- test) 
 
 Chest x-ray RESULT: ______________________________ (copy of chest x-ray report must be submitted!!) 
 
 if indicated, INH-Prophylaxis: from _________ to _________ 
 
I attest that the patient is free of symptoms of tuberculosis.     _________________________________ 
         (Medical Provider´s Signature) 
 
Hep.-B-vaccinations (date): #1 _________  #2 _________  #3 _________ HBs-Ab: (date) _________: _________ IU/L 
 
     more HBV-vaccinations (dates): _________________________________________________________________ 
 
Hepatitis C Ab: (date) ___________: __ neg  __ pos          facultative HIV-Test: (date) ___________: __ neg __ pos 
 
History of Varicella (chicken-pox)   ___ YES  ___ NO                 If no: Varicella titer  ___ negative  ___ positive 
 
If negative titer, Varicella-vaccinations required (Dates)   # 1 ___________________   # 2 ___________________ 
 
Pertussis: last vaccination (date): ____________ MMR-vaccinations (dates): #1 ____________ #2 ____________ 
 
I have examined the above named person who is free from any health impairment that would pose a potential risk 
to patients or hospital personnel. The health status of the above named individual should not interfere with the 
performance of his/her duties (including the habituation or addiction to depressants, stimulants, narcotics, alcohol or 
other substances, which may alter the individual´s behaviour). In addition, I attest to all of the information above. 
Name oft he Medical Provider, Address, Email, Telephone- or Fax-Number 
 
 
 
 
 (Stamp)     ___________     _____________________________________ 

(Date)   (Medical Provider´s Signature) 
 

Send this confidential form exclusively to: 
   international-medizin@rub.de
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Countries with TBC-incidence >40/100.000 
 
 

 
 
 
 
Requirements are: 
 
When patient contact: 
 
1. Vaccination against measles, mumps, and rubella (MMR) 
2. Vaccination against pertussis within last 10 years 
3. Immunity or vaccination against chickenpox 
 
If you undertake exposure prone procedures, additionally: 
 
4. Immunity against hepatitis B 
5. Exclusion of hepatitis C 
6. Voluntary: exclusion of HIV-infection 
 
From countries with high TBC-incidence (see table above): 
7. Exclusion of tuberculosis 
 




