American University in Bulgaria

Health Center

HEALTH CERTIFICATE / MEAULOUWHCKO CBUAETEJCTBO

for student admission at AUBG / 3a perucrtpupane Ha ctyneHtr B AYD

(CONFIDENTIAL REPORT)

READ THIS FIRST!

. According to Bulgarian Legislation and AUBG Policies & Procedures the
students must present this health certificate and their immunization records
at the AUBG Health Center before they register for classes. IT HAS TO BE
SIGNED BY YOUR FAMILY PHYSICIAN (GP).

. All AUBG students must have valid immunizations against Poliomyelitis,
Diphtheria and Tetanus, Measles, Mumps, Rubella (two immunizations
with live vaccine). The last Td booster shot have to be performed no longer
than ten years ago.

. Data (if available) from the last tuberculosis test will be appreciated.

. Vaccination against COVID-19 is highly recommendable, including the
latest boosters! Make your plans so the vaccination process to be finished
before you arrive on campus!

. The confidentiality of personal health information is guaranteed if you have
sent this form on the address below.

For more information, please, contact us or send the completed form to:

HEALTH & WELL-BEING CENTER

AMERICAN UNIVERSITY IN BULGARIA

4, SV. BACHVAROVA STR., BLAGOEVGRAD 2700, BULGARIA

tel. (+359)73 888-208 or (+359)73 888-205

E-mail: MEDICAL@AUBG.EDU

HPOYETETE IHNPEJAHW 1A NONBIHHUTE!
CsritacHO ObIrapckoTo 3akoHozxarenctso u Ipasuinuka Ha AV crynenture tpsosa
Ja IPE/CTABAT TOBA CBUIETEICTBO M MMYHM3ALMOHHUS CH IACHOPT Ipe] 3ApaBHHSA
neHThp Ha AYD npesnu ja ce peructpupar 3a yyeOHara rojuna. 10 CE IHHOJIIHCBA OT
JIHYHHA BUH JTIEKAP!
Crynenrture TpsibBa ma uMar BannaHu mmyHmsauuu c/y Poliomielitis, Diphteria u
Tetanus, Morbilli, Parotitis, Rubeola, ( 2 no3u or xwusa Bakcuna c/y Morbilli,
Parotitie); ITocneanara mo3a c/y Tetanus (Td) tpsi6Ba na 6b1e MpHIIOKEHA PSRN HE
noseye oT 10 roauuu.
JIAHHU OT CKOPOLUEH TECT 3A TYBEPKYJIO3A IIIE BBJIAT OLIEHEHH.
Baxcunayus cpewy COVID-19 e cunno npenopvuumenna, 6xkuouumenno
nocneo oycmepnu oosu! 11, O0a 0voe 3a6bpuieHo
npedu npedu npucmuzane ¢ kamnyca!
KoudunenmanHoctra Ha uHMOpManuaTa Bu e rapaHTHpaHa ako H3MpaTHTe TO3H
opmyIsp Ha IOCOUCHHS MO-J0ITy aapec:

BAK(
/4 'Y

3a ungopmayus, cevporceme ¢ Hac unu 0a usnpamume GOPMyApa Ha creoHume aopecu u
meneghonu:

3APABEH LIEHTBP

AMEPUKAHCKHU YHUBEPCUTET B BBJITAPUST

VJ. CB. BBYUBAPOBA Ne 4, BITATOEBI'PAL 2700, B BJITAPUSL
TeJi. 073 888-208 nau 073 888-205

E-mail: MEDICAL@AUBG.EDU

Part 1.

*LAST NAME /| ® AMWJIMSL,

*FIRST NAME / UME

(Please, type or write with BLOCK letters / Moxs, nonwaneme ¢ MEYATHU 6yKk6u)
*All fields marked with (*) are mandatory to fill-in / Bcuuku nonema oméenazanu c (*) ce nonvagam 3advisxcumenno

Yacr 1.

MID. INIT./ TIPE3UME

DO YOU HAVE DUAL CITIZENSHIP, ONE OF WHICH IS BULGARIAN?

HUMATE JIH IBOHHO I'PAK/IAHCTBO, E/IHO OT KOHTO B bJIIAPCKO?

*DATE OF BIRTH / JIATA HA PAXIAHE (MM/DD/YY) / / GENDER/ ITOuI:
CITY/TPAL: ZIP/TIom.KO;: *PHONE.TEJL: ( )

HOME ADDRESS / JIOM.AJIPEC:

*CITIZENSHIP / TPAYKIAHCTBO *COUNTRY / IbPXKABA;

FILL-IN YOUR BULGARIAN SSN
Yes / No

BrnmeteBammarErg L1 1 | [ | [ | 1]

~ . ”
*CONTACT PERSON IN CASE OF MEDICAL EMERGENCY / JIMIIE 3A KOHTAKT B CJIYYA HA COEIEH MEJTUIIMHCKYU CAYYAN

*LAST NAME/®AMUAINSL,

*FIRST NAME/UME

*RELATION/BPB3KA *PHONE/TEJE®OH

\-

*E-MAIL/EJI. TOIIA

MOITBJIBA CE OT CTYAEHTA. MoJiA, HOIMBJIHETE BCAKO “/JA/HE” MOJIE.

Part 2. Yact 2.
DO YOU HAVE OR HAVE YOU EVER HAD / UMAJI(A) JIX CTE HSIKOT'A:
Yes No Yes No If an answer is ‘Yes', please specify
Jla  He Jla  He AKO HSKOI 0TroBOD e “Ila”, MoJisi HOsICHEeTe:
a) Asthma/Actma h) Diabetes / JluaGer
b)  Heart trouble / Copreurn npo6iemu i) Allergies to / Anepruu kbM:
c) Peptic ulcer / SI3ena Gonect . medication/nekapcrsa
d)  Stomach trouble / Cromarunu npo6iemn . food/xpann
e) Epilepsy / Enunencus . serums/vaccine / cepymu/BakcHHI
f) Special dietary needs / Hyxna ot j) Other health problems / JIpyru 3npasun
JUETUYHO XpAaHCHE HpOﬁJ’ICMl/l

If some of the answers are “Yes”, your doctor MUST provide details on the page 2 or on an additional sheet
Axko nsxou om omeosopume ca ,,/{a*, Bawusm aexap TPABBA doa onuwe demaiinu na 00nviHumenna cmpanuya

HAD CONTAGI0US DISEASES / IIPEBOJIELYBAHHW 3APA3HH 3ABOJISIBAHHS

TO BE FILLED-IN BY THE STUDENT. PLEASE, CHECK EACH BOX WITH ‘YES’OR ‘NO”’.

Varicella / Bapumena / Polio / TosHoMueT / Viral hepatitis A, B / /
(Chicken-pox) Mo Yr Mo Yr Bupycen XenarutA, B Mo Yr
. . / Tuberculosis / / . /
Diphtheria / Tudrepust o v Tybepiysosa o v Typhoid fever / Tud o v
Pertussis / Kool / Cholera / Xonepa Vo / v | Salmonellosis / Canvonena Mo/—w
(Whooping-cough) Mo yr . / Dysentery (any kind) / /
Malaria / Manapust WMo v | Jiusenrepus o v
SARS-COV-2 (COVID-19) Primary vaccination completed on:
COVID-19 VACCINATION Mbpeuna pakcutauus | — /mm /
DISEASE / 3ABOJISIBAHE ddlil BAKCHHALIUSI 3aBbplIeHA HA: w
mm yy R
e T Vaccine Name / Bakeuna | Last booster dose on: I
Iocaenna GycrepHa 103a Ha: dd mm yy




Part 3. Yacr 3.
IMMUNIZATION RECORD/IIPOBEJAEHU UMYHHU3ALIUHU

1.  *DT/TD (DIPHTHERIA & TETANUS) IM®TEPHUSI / TETAHYC
1. The booster must be Within the 1aSt 10 YEAIS........ccvceviirieiriieie e sse et eseeteseenesaesaenessenensens Y B S

Tlocnenna peumynunzaims npes nocyuensure 10 ronuan DD MM YY
2. *PoLIO (POLIOMYELITIS)/ IIOJJMOMHEJAT
1. Completed primary series of polio immunization Yes/[la NO/HE_ oo ;o
3aBbplIcHa IbPBUYHA CEPHS MMYHHU3ALMSA CPEILY IIOJIUOMHUEIAT DD MM YY
2. Type of vaccine: Live (OPV) Inactivated (IPV) Enhanced Potency (EP-IPV)
Bup Bakcuna  JKusa /OIIB/ Wnaktusupana /UI1B/ ArteHionpaHa
3. *MMR (MEASLES, MuMPs AND RUBELLA) (if given instead of single vaccines) MOPBWIH,
MAPOTUT U PYBEOJIA (KOMOMHMpaHa BAKCHHA) - -

Dose 1 given at age of 12 months or later and Dose 2 given at age of 13
H’pra J03a Ha 12 MECCla Bb3pacT UM IO-KbCHO, M BTOPA J03a HAllpaBEeHa 13 TOOUHN
4. OR/WaM MEASLES (MORBILLI)/ MOPBIIIN
1. Immunized with live vaccine at 12 months after birth or later and after 1980 - -
MmyHu3upan/a ¢ )x1Ba BakCHHa Ha 12 Mecena win no-kbcHo cien 1980
2. Has report of positive immune titer. SPeCify date.........cociiiiiiiiiies e
Mwma noka3aH NoJIOKUTEEH UMyHEH TUTBp . Jara:
3. Had diseases confirmed by doctor's record in the patients file...........cccco i, DD MM YY
ma noTBbpJIeHa OT JIeKap M 3alMCaHa B JIMYHUS KapTOH UCTOPHS 32 IpeKapaHo 3a00J1BsHe
5.  orR/wmwm Mumps (PAROTITIS) (check all that apply) / IIAPOTHT (BcHYKO, KOETO € MPUIIOKUMO)
4. Immunized with live vaccine at 12 months after birth or later and after 1980...........ccccccoerverreerinireenn. - -
MmyHu3upan/a ¢ )x1Ba BakCHHA Ha 12 Mecena WM 1o-KbcHo cien 1980
5. Has report of positive immune titer. SPeCify date.........coooiriiiiiiiirce e
Mwma noka3aH NOJIOXKUTEEH UMyHEH TUTBD . Jara:
6. Had diseases confirmed by doctor's record in the patients file...........ccocovriienniinice e, DD MM YY
ma noTBbp/IcHa OT JIeKap M 3alKMCaHa B JIMYHMS KQPTOH UCTOPHS 32 MpeKapaHo 3a00J1BsHe
6. OR/uaM RUBELLA/GERMAN MEASLES (RUBEOLA) / PYBEOJIA
1. Immunized with live vaccine at 12 months after birth or later and after 1980.............cccccovrniiiiiininnenee _

DD MM YY
MmyHu3upan/a ¢ )x1Ba BakCHHA Ha 12 Mecena uiM no-KbcHo cien 1980
2. Has report of positive immune titer. SPecify date...........cccccivviieiiiiiiiic oo MM/ v
Mma noka3aH MOJIOKUTEEH UMYHEH TUTBDP Yes/[a No/He JHara: ;
(clinical history is not accepted) / (e ce sauuma camo Kiunuuna ucmopus 3a npebonedysane!) DD MM YY
7.  *TuBeRcULOSIS/ TYBEPKYJIO3A
1. Received BCG / Hampasena BI[XK: Yes/ Jla I:I No / He I:I
If"Yes"/ Ako “J1a”, date / ATA: ......c.ccvevviieieeieieeeceecee oot e e -
DD MM YY
2. PPD/Mantoux/QFT test (if given) on / PPD/MAHTY/kBautudepon Tect (aKo € u3BbPIIEH) Ha m
Result/Pesynrar:  Negative / Otpuriarenen Positive/ TTonoxurenen
3. If positive and NO BCG given, chest X-ray required!.
IIpu nonoscumenen pezynmam u JHIICA HA IIPEJIIECTBYBAILO BIIJK, ce usuckea u penmeenoepaghus na ep.xout
X-ray result / Pesynrar ot pentrenorpadusra : Normal / 6.0 I:I Abnormal / [Matosnor.Haxonxa I:I
8. OTHER VACCINES (PIEESE, SPECITY) oot et et et seetes i et ettt ettt eeeeeaeaneas R S S
DD MM YY
JIPYTTI BAKCHHU (MO HBOPOMTE) ....vcuvevinriiientetitetestentetesteeetestesentesestense s e et et e stestesesaestesensesesbessasssssssstesesssenesesssanaseas /|
DD MM _YY
PLEASE, FILL-IN ALL FIELDS, MARKED WITH *. MoJ14, TOBJIHETE BCAKO IIOJIE, MAPKHPAHO C*.
Part 4. Yact 4,

PRESENT STATUS OF HEALTH / CEFALIHO 3/IPABOCJIOBHO ChbCTOSIHUE

Please, fill in the diagnosis of the chronic illnesses and/or allergies (in English or Latin), the administered long-term treatment and follow-up needed

(attach additional sheets if needed).

Moutsi, BIMIIIETE BCHYKK XPOHUYHY 3a00JISIBAHUS /W aIepTHH (Ha aHeAUTICKY WU AAMUHCKIL), TIPEIITNCAHOTO JICICHHUE W/MITH KOHTPOIIHH TIPErIIean
(npu Hystcoa npuxpeneme donvanumenex icm).

Please, type or write with CAPITAL letters / Mons, numeme ¢ IEYATHH 6yxsu
Primary Care Physician / Jluuen jexap:

License # / Perucrpaumonen Ne Country / TsprxaBa
Office Address / Axpec Ha mpakTHKaTA: City / rpan
Street / ymuna ZIP / momeHcku xox, Phone / Ten.( )

| DECLARE THAT | HAVE CHECKED THE PATIENT'S ANSWERS AND FILLED IN THE REST OF THE INFORMATION REQUIRED
TO THE BEST OF MY KNOWLEDGE.
JIEKITAPHPAM.YE TPOBEPHX JINYHO JAHHHUTE, ITOITBJIHEHH OT ITAITHEHTA, H TAPAHTHPAM,YE TE H
HOMBIHEHATA OT MEH HH®OPMAIJHA CA JJOCTOBEPHH B PAMKHTE HA MOATA OCBE/IOMEHOCT.
Signature/IToarmuc: Date/Jata:(mm/dd/yy) / /

‘DUHINNDU DH WAOUIDU BNHHONNDENHAWN O dINIUIDUIIIUIOLD 9 NNNDENHAWN DE QUWNHHDQ dUWIHIAUOU OHLIUWDWNHE '(WJUM’"()UXQUSH l’l(lu} ‘b WODR 9 NADWHIWON dWd9DAUDH N DNNHDAWLD UWUH(}E(IU WO DWHINNDU DH 2UWNA0H02UL0 d2Ul2d290dU ‘BLOJ\

IdVNAL BHHUAWAD LO A VAIrLIIol

‘NVIDISAHA ATIWVA S INAAALS AH1 A9 NI-A377114 39 OL

| Sp022.4 uonvziunwl S, juaynd 0 Suip.1022p suoypziunwul v nfo.4pd ul-||i4 "y Ued Ul Sluswwod ‘Aue Ji ‘axew pue abed snoiaaid ayy uo sismsue sjuaired syl Xo8yo ‘ases|d

EMERGENCY TREATMENT CONSENT: In case of an accident or an emergency in which | may be unable to direct my own medical care, | authorize AUBG to seek appropriate
medical/surgical care for me until those identified as emergency contact persons can be notified. | hereby state that the above information is true and give permission for Health Services to
release information to the Dean of Students, Campus Counselor and to health care providers or facilities who are included in my treatment.

If the student is under 18, must be signed by the student and his/her parent or guardian!

CBIMACUE 3A CMELIHO NEYEHUE: B cryyaii Ha snonomyka umu cnewwHo cbCmosHUe, Npu Koemo a3 He CbM 6 CbemosHue a dagam characue 3a iedeHuemo cu, ynbaHomouwasam AYS da
NomMbPCU U KOHMPOIUPa MeAULUHCKa NOMOLY O Moe ume AOKamOo Ce YCMaHoBU KOHMaKM ¢ NOCOYeHUeMe Om MeH Juya 3a KoHmakm npu cnewHocm. [eknapupam, ye ce cbenacseam 30pagHus UeHMbp
Ha AYb da npedocmaes nocoyeHama 8 mosu AOKyMeHm uHghopMauusi Ha [lekana Ha cmybOeHmuUme, yHUBePCUMeMCKUS NCUXOI02 U/unu Ha 30pasHume pabumHULU, aH2aXupaHU C fledeHuemo Mu

AKO CTyAEHTBT e nog 18 r. Bb3pacT, Aa ce NOANMLLE OT HEro U HErOBMAT POAUTEN MM HACTOMHMK!

Student's Signature / Moanuc Ha cTyaeHTa Date/flata: (mm/dd/yy) / /




