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Affix Photo

(passport size)

JAPAN Pre-Entry Tuberculosis (TB) Screening
Clearance Certificate

Certificate No. :

Application Date :

(dd/mm/yyyy) / /

First Name(s)*" : Middle Name(s)*" : Family Name*" :
Date of Birth : Gender -
(dd/mm/yyyy) ;7 " Male CJFemale CIOthers
Passport No. : Nationality : Country of Issue:

Passport Expiration
Date : Age (at the date of application)

(dd/mm/yyyy) /7 *1 As shown in passport

Contact history ((CJ Yes [ No

Past history ((CJ Yes [1No

Symptoms/signs (2 Yes [1No

Chest X-ray findings (O Positive 0O Negative
Sputum test (J Positive [ Negative
[ Interferon-y Release Assay (IGRA)

*Test of past TB infection [I:I Tuberculin Skin Test (TST) j

*Latent TB Infection (I Yes 1 No

Date of chest X-ray
(dd/m  /yyyy)
Name of radiologist :

*Report of diagnosis ((J Yes [1No)

*Report of completion of active TB treatment ((J Yes [1No)

1 1 certify that all above statements regarding to the applicant are true.

1 1 certify that the applicant is clear of active TB.

Name of Panel Clinic :

Panel Clinic No. :

* For required applicants only

Date (dd/mm/yyyy) :

Signature :

Name of Physician :

This Certificate is valid until

(dd/mm/yyyy).

(




la

The report of the diagnosis of the following patient introduced is as follows.

Date( / /| )
Name Gender [Date of Birth (dd/mm/yyyy) Address
Male
Female
Others
Contact Number Panel Clinic No. Passport No.

Diagnosis Date of Diagnosis (dd/mm/yyyy
PulmonaryTB extrapulmonary TB  site:
other diagnosis (other than TB) (
Previous history of TB Complication(s)
Yes When, No Unknown

Diabetes mellitus HIVinfection Others )

() Xpert MTB/RIF Other bacteriology test
() sputum smear [( ) Xpert MTB/RIF Ultra Sputum culture Species results
Microbiology test results ( ) TB-LAMP
atthe dlagn05|s Positive Negative Positive Negative Positive Negative TB Positive Negative
Unknown Not done Unknown Not done Unknown Not done Undetermined Unknown Not done
Others Others Others Others Others
- Cavitation: Yes No Unknown Notdone The latest CXR date
CXR findings -
Other findings (dd/mm/yyyy)
USRI el Multidrug resistance Yes No Unknown
(dd/mm/yyyy)
Drugs for treatment INH RFP EB PZA SM Other Other Other Other )
Drug Susceptibility* [s R Unkiown|s R Uninown[S R Unknown|S R Unknown|S R Unknown|S R Unknown [ S R Unknown [ S R Unknown | S R Unknown
Daily Dose mg mg mg mg mg mg mg mg mg
Notes
Name of Physician Signature

Name of Panel Clinic or Treatment Facility/ Contact Information (Address / FAX/Email, etc.)

* S:sensitive, R: resistant
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The report of TB treatment completion of the patient introduced is as follows.

Date:
Name Gender pate of Birth (dd/mm/yyyy Address
Male
Female
Others
Contact Number Panel Clinic No. Passport No.
Diagnosis ate of Diagnosis (dd/mm/yyyy
Pulmonary TB extrapulmonary TB site:
other diagnosis (other than TB) (
Previous history of TB Complication
Yes When, No Unknown Diabetes mellitus HIVinfection Others
. . Xpert MTB/RIF Other bacteriology test
Microbiology test () Xp . oy
results () sputum smear |( ) Xpert MTB/RIF Utra Sputum culture Species results
() TB-LAMP
Positive Negative Positive Negative Positive Negative B Positive Negative
At the diagnosis Unknown Not done Unknown Not done Unknown Not done Undetermined Unknown Not done
Others Others Others Others Others
Positive Negative Positive Negative Positive Negative
1 month after Unknown Not done Unknown Not done Unknown Not done
Others Others Others
Positive Negative Positive Negative Positive Negative
2 months after Unknown Not done Unknown Not done Unknown Not done
Others Others Others
Positive Negative Positive Negative Positive Negative
3 months after Unknown Not done Unknown Not done Unknown Not done
Others Others Others
Positive Negative Positive Negative Positive Negative
4 months after Unknown Not done Unknown Not done Unknown Not done
Others Others Others
Positive Negative Positive Negative Positive Negative
5 months after Unknown Not done Unknown Not done Unknown Not done
Others Others Others
Positive Negative Positive Negative Positive Negative
6 months after Unknown Not done Unknown Not done Unknown Not done
Others Others Others
Positive Negative Positive Negative Positive Negative
Unknown Not done Unknown Not done Unknown Not done
Others Others Others
- Cavitation: Yes No Unknown Notdone The latest CXR date
CXR findings N
Other findings (dd/mm/yyyy)
Treatment start date Treatment completion date . . .
Treatment duration Multidrug resistance
(dd/mm/yyyy) (dd/mm/yyyy)
months Yes No Unknown
Drugs for treatment INH RFP EB PZA SM Other Other Other Other
Drug Susceptibility |s R Unkown|S R Unknown|[S R Unknown[S R Unknown|S R Uninown|S R Unknown|S R Unknown|S R Unknown| S R Unknown
At the diagnosis mg mg mg mg mg mg mg mg mg
1 month after mg mg mg mg mg mg mg mg mg
2 months after mg mg mg mg mg mg mg mg mg
3 months after mg mg mg mg mg mg mg mg mg
4 months after mg mg mg mg mg mg mg mg mg
5 months after mg mg mg mg mg mg mg mg mg
6 months after mg mg mg mg mg mg mg mg mg
mg mg mg mg mg mg mg mg mg
Treatment Outocome [Cured  Tx completion Deceased  Txfailure Interrupted  Other
Notes
Name of Physician | Signature| Name of Panel Clinic or Treatment Facility/ Contact Information (Address / FAX/Email, etc)
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