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REQUIRED HEALTH TEST 
 

Name :___________________________   ID # _______________ 

 

Test Result Date 

Blood Grouping (BB)   

Hepatitis-B Surface Ag (HBsAg)   

HBs-Ab (Hepatitis-B surface Antibody)   

HCV-Ab (Hepatitis-C Virus Ab)   

HIV 12 (Human Immunodeficiency virus 12)   

Rubella Ab- IgG (RUB-G)   

Measles Ab-IgG   

Mumps Ab-IgG   

Varicella-Zoster Virus Ab-IgG   

Vaccination 

Diphtheria Tetanus Adult Vaccine (D.T. VAX) (once every 10 years)  

Diphtheria-Tetanus-Acellular Pertussis Vaccine (Boostrix) Syr (once every 10 years)  

Meningitis vaccine (once every 3-5 years)  

Rubella Vaccine (if Rubella antibody negative)  

Measles Vaccine (if Measles antibody negative)  

Mumps Vaccine (if Mumps Antibody negative)  

Influenza Vaccine : TIV Inactived  

LAIV Live-Attenuated  

MMR Vaccine  1st dose 2nd dose 

Varicella-Zoster Vaccine (if Varicella-Zoster Antibody negative)  1st dose 2nd dose 

Hepatitis B Vaccine (3 doses) 1st dose 2nd dose 3rd dose 

First Step TB Skin Test 

Tuberculin Purified Protein Derivative (PPD), _____________ IU, done on _________, location_________, measured 
_____mm induration after 48 to 72 hours indicates_________________ result. 
Comment :  

Second Step TB Skin Test 

Tuberculin Purified Protein Derivative (PPD), _____________ IU, done on _________, location_________, measured 
_____mm induration after 48 to 72 hours indicates_________________ result. 
Comment : 
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