American University in Bulgaria

Health and Well-being Center

HEALTH CERTIFICATE FOR STUDENT ADMISSION AT AUBG

MEJUIOUHCKO CBUAETEJJCTBO 3A PETUCTPUPAHE HA CTYAEHT B AYb
(CONFIDENTIAL REPORT/ KOH®PUAJEHIOIUAJEH JTOKYMEHT)

PLEASE READ THIS FIRST:

e According to Bulgarian Legislation and AUBG Policies & Procedures the
students must present this health certificate and their immunization
records to the AUBG Health&Well-Being Center before they start their
studies. It must be signed by the student’s primary care physician (GP).

MOJIA, HbPBO NPOYETETE TOBA:

o CohriiacHO OBJITapcKoTO 3aKoHOAaTeNCcTBO M [IpaBminuka Ha AYD cTynenTuTe
TpsidBa /a MNpEACTABAT TOBAa CBUAETEJICTBO W HMYHU3AIIMOHHUS CH
nacnopt npea 3apaBHUs HeHTHP HAa AYD mpeam na ce permcrpupar 3a
yueGHaTa roquHa. CBHAETECITBOTO CIICBa 1 CE MOAMHIIE OT JINYHUS JIeKap

Ha CTyAC€HTA.

CryneHTuTe TpsAOBa Ja MPEACTaBIT HHOIPMALKS 33 BAIUIHA KMyHH3ALUH C/y
Poliomielitis, Diphteria u Tetanus, Morbilli, Parotitis, Rubeola, (2 no3u ot
skuBa BakcuHa ¢/y Morbilli, Parotitie); ITociexnara xo3a c/y Tetanus (Td)
TpsiOBa 1a ObJIe PHIOKEHA IPeIy He oBede oT 10 roauHu.

Jla ce mpHIIOXKAT JaHHU OT CKOPOIIEH TECT 32 Ty0epKYyJi03a, ako € MPaBeH.
KOH®UJEHINAJHOCTTA HA HH®OPMAIUATA BU E TAPAHTUPAHA CAMO
AKO M3IPATUTE TOBA CBUJETEJCTBO HA AJIPEC:

All AUBG students have to present information about their immunizations
against Poliomyelitis, Diphtheria and Tetanus, Measles, Mumps, Rubella | *
(two immunizations with live vaccine). The most recent Td booster shot
should have been administered within the last ten years.

Data from the most recent tuberculosis test, if available, would be greatly
appreciated.

THE CONFIDENTIALITY OF PERSONAL HEALTH INFORMATION IS
GUARANTEED ONLY IF THIS CERTIFICATE IS SENT TO:

31paBeH HEHTHP
AMepuKaHCKH yHHBepcuTeT B Bharapus
yi. CB. BruBapoBa Ne 4, Biiaroesrpaa 2700

WJIM U3MIpaTeTe CKaHupaHo konue 10: medical@aubg.edu

3a undopmanus MoxKeTe 1a HU nMuIIeTe Ha uMeilt 1o medical@aubg.edu wan
1a HU ce o6aguTe Ha Teaedon: 073 888 208 mam 073 888 205.

Health & Well-being Center
American University in Bulgaria
4, Sv. Bachvarova Str., Blagoevgrad 2700, Bulgaria
Or scan and send a copy to: medical@aubg.edu

For more information, please, contact us at medical@aubg.edu
or call us at +359 73 888 208 or +359 73 888 205.

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

PLEASE TyPE OR WRITE IN BLOCK LETTERS. ALL FIELDS MARKED WITH * ARE MANDATORY TO FILL-IN.
MoOJIA, TOITBJIHETE C IIEYATHH BFYKBH. BCHYKH ITOJIETA OTBEJIA3AHH ChC * CE IIOITBJIBAT 3A/IbJKHTEIHO.

TO BE FILLED-IN BY THE STUDENT / ITOII'bJIBA CE OT CTY/I

*LAST NAME / @ AMWJIMSL *FIRST NAME / UME MID. INIT./ TIPE3UME

*DATE OF BIRTH / JIATA HA PAKAAHE (MM/DD/YY) / / GENDER/ ITOuI:
CITY/TPAL: ZIP/TIOI.KOA;: *PHONE.TEJL:
HOME ADDRESS / IOM.AJIPEC:
*CITIZENSHIP / TPAXKJIAHCTBO *COUNTRY / IbPXKABA:
*DO YOU HAVE DUAL CITIZENSHIP, ONE OF WHICH IS BULGARIAN? Yes / No FILL-IN YOUR BULGARIAN SSN
BrymetEBapma EFH | | 1 | | | | | | | |

*UMATE JIH JIBOHHO I'PAXK/IAHCTBO, E/JHO OT KOUTO EBJITAPCKO?

MoJi4, MONBJIHETE BCAKO “/{A/HE” IIOJIE.

*JINIE 3A KOHTAKT B CJIVYAY HA COEIIEH MEAWIIMHCKHA CTYYA

*

(*CONTACT PERSON IN CASE OF MEDICAL EMERGENCY

*LAST NAME/®AMMUIUS FIRST NAME/MME

*RELATION/BPB3KA *PHONE/TEJEE®OH *E-MAIL/AMEILI

TO BE FILLED-IN BY THE STUDENT / IHOII'BJIBA CE OT CTYJI
DO YOU HAVE OR HAVE YOU EVER HAD / HMAJI(A) JIH CTE HAKOI'A:

IIOoITBJIBA CE OT CTYJIEHTA.

If an answer is ‘Yes', please specify
Axo nsxoi omeoeop e “Jla’’, mons nosicneme:

Yes
Ja

No
He

Yes
Na

No
He

Asthma/ Acmma

Allergies to medication /
A.'lepzuu KbM JleKapcmeda:

Heart issues/ Cvpdeunu npobremu

Diabetes/ Jua6em

Other allergies / Jpyeu Anepeuu:

History of mental or emotional troubles /
chxa—auouum-tam—tu npoﬁ.muu

Epilepsy/ Enunencus
Peptic ulcer/ Szeena 6onecm
Stomach issues/ Cmomawnu npobnemu
Special dietary needs/
Hyocoa om ouemuyHo xpaneHe
If any of the answers are “Yes”, your doctor MUST provide details on the page 2 or on an additional sheet.
AKo nakou om omzosopume ca ,,/la*, Bawusm nexap TPABBA 0a dade nodpoona ungopmayusn na donvanumenta cmpanuya'

Other health issues/ Zpyeu 30pasnu npobremu

HMATE JTH CIIELIHAJTHH 3IPABHH ITOTPEFHOCTH? AKO ,,/]A“, OITHIIETE!

DO YOU HAVE ANY SPECIAL HEALTH NEEDS/DISABILITIES? IF “YES”, PLEASE DESCRIBE!

HAD CONTAGIOUS DISEASES/ ITPEBOJIEJITYBAHH 3APA3HH 3ABOJIABAHU A

Varicella (Chicken-pox) / / Polio | Homuosenum / Viral hepatitis A, B/ /
Bapuyena | Mo Yr T Mo Yr Bupycen Xenamum A, B | Mo Yr
. . / Tuberculosis / / - /
Diphtheria / Jugpmepus Mo v TyGeprynosa | Mo vr Typhoid fever / Tugh o v
Pertussis (Whooping-cough) / / Cholera / Xonepa Vo ! vr Salmonellosis / Canvonena o ! v
Koxmow | M Y ; / ; /
Malaria / Marapus Vo vr Dysentery (any kind) / Juzenmepus o v
SARS-COV-2 (COVID-19) Primary vaccination completed on: /]
COVID-19 / VACCINATION/ BAKCHHALTUA ITvpeuuna eaxcunayus 3a6vpuieHa Ha. dd mm yy
WITH A POSITIVE TEST Mo vr Vaccine Name / Bakcuna Last booster dose on: ;o
C [OJIOKUTEJIEH TECT .
Tocneona 6ycmepna 0o3a na: dd mm yy
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Part 3. TO BE FILLED-INBY THE PRIMARY CARE PHYSICIAN | IIOIIbJIBA CE OT JIHYHUA JIEKAP Yacr 3.
ALL FIELDS, MARKED WITH *, ARE MANDATORY ! / BCHYKH MOJIETA, OTBEJIA3AHHU CbC >, CA 34/ B/UKHTEJIHA !
IMMUNIZATION RECORD/ITPOBEJEHH UMYHH3AIIHH
1. *DT/TD (DIPHTHERIA & TETANUS) JH®TEPHSA | TETAHYC
1. Abooster Within the 1ast 10 YEAIS oot b e bbbttt
Tocaeona peumynusayus npes nocieonume 10 200unu
2. *PoOLIO (POLIOMYELITIS) / IIOJTHOMHEIINT
1. Completed primary series of polio immunization Yes/[la I:I
3&6'bpm€l—l(l nbpeuUvHa cepust UMyHU3ayusl cpewy noanomueaum

2. Type of vaccine: Live (OPV) Inactivated (IPV) Enhanced Potency (EP-IPV) I:I
Buo eaxcuna __ JKuea /OIIB/ HUnaxmusupana /UIIB/ Amentoupana
3. *MMR (MEASLES, MuMPs AND RUBELLA) (if given instead of single vaccines)
MOPBHIIH, [TAPOTHT H PYFEOQJIA (koMOuHupana 6axcuna) [ -

Dose 1 given at age of 12 months or later and Dose 2 given at age of 13 DD MM YY DD MM Y

ITvpsa 0oza na 12 meceya 8v3pacm uiu NO-KbCHO, U 8mopa 003a Hanpasena Ha 13 200unu
OR /MM MEASLES (MORBILLI) / MOPBIIIA
1. Immunized with live vaccing at 12 MONNS .........couivrreirecirrineee e L/ L/
DD MM YY DD MM YY

Hmynusupan/a c scusa eaxcuna na 12 meceya

2. Has report of positive immune titer. SpecCify date ..o
Hma dokasan nonodxcumener UMyHeH Mumup.

3. Had diseases confirmed by doctor's record in the patients file...........coovveininineee DD MM YY
Hma nomswpdera om Jiekap u 3anucand 8 IUYHUs KAPMOH UCMOPUsL 34 NPEKAPAHO 3a00.151651He

OR/w MumPs (PAROTITIS) (check all that apply) / ITAPOTHT (scuuxo, koemo e npuiosicumo)

4. Immunized with live vaccine at 12 months after Dirth ... [ -
DD MM YY DD MM YY
Umynusupan/a c sicusa eaxcuna na 12 meceya L
5. Has report of positive immune titer. SPeCify date...........ccoveuiiiiiiniiiieet s B0 WYY
HUma dokazan nonoxcumeinen UMYHEH mumuvp. / /
6. Had diseases confirmed by doctor's record in the patients file...........cooovviiiiininie, DD MM YY

HUma an@'pr@Ha om Jlekap u 3anucana 8 JUYHUA KapmoH ucmopus 3a npekaparo 3abo5651He
OR /MM RUBELLA/GERMAN MEASLES (RUBEOLA) / PYFEOJIA
1. Immunized with live vaccine at 12 months after Dirth ...........cc.ocoviiiiiiiii b I

DD MM YY
Umynusupan/a c sicusa eaxcuna na 12 meceya
2. Has report of positive immune titer. SPecify date...........ccc. e [T et o) MM’ v
Hma ooxazan nonosicumenen umynen mumvp — Yes /[ Jla No / He JHara: L
(clinical history is not accepted) / (ne ce sauuma camo knunuuna ucmopus 3a npebonedysare!) DD MM YY
4. *TuBercuLOsIS/ TYBEPKYJIO34
1. Received BCG / Hanpasena FLDK: Yes / la I:I No / He I:I
IF"Yes"/ Ao “J1a”, date / JATA: ....c.ccoeeueviiieeiririeciesir ettt s oo 1
DD MM YY
2. PPD/Mantoux/QFT test (if given) on / PPD/IMAHTY/keéanmugpepon mecm (axo e uzsvpuien) na m
Result/Pesyimam:  Negative | Ompuyamenen I:I Positive/ ITonosicumenen I:I
3. If “positive’ AND NO BCG given, a chest X-ray is required!
Ilpu nonosxcumenen pesynmam u aunca na npeowecmeysauio BIIK, ce uzuckea u penmeenozpagpus na 2p.kowt!
X-ray result / Pesyamam om penmeenozpagpusma: Normal / 6.0. I:I Abnormal / ITamonoz.naxooka
i / /
5. OTHER VACCINES (please, specify) oD M VY
PYTU BAKCUHHU (Mo, u3 7} I
JApry C (Mons,uzbpoiime) ERVIVIED,

Part4. TO BE FILLED-IN BY THE PRIMARY CARE PHYSICIAN (GP)/ IIOIIbJIBA CE OT JIHYHHUA JIEKAP Yacr 4.
PRESENT STATUS OF HEALTH / CETAILIHO 3PABOCIOBHO CbCTOAHHE

Please fill in the diagnosis of the chronic illnesses, allergies and disabilities in English or Latin, the administered long-term treatment and follow-up
needed. Please attach additional sheet(s), if needed.  / Mons, énuweme écuuKu XpoHUYHU 3A001A6AHUA, AJIEP2UN U UHEATUOHOCIU HA AH2IUICKU
Uuau 1amulHCKuU e3uUK, npednucanomo Jleuenue u/unu KOHmMpOJinu npez.fledu. Hpu lty.m'()a npuxKkpeneme OONbAHUMEICH TUCT.

Please type or write in block letters./ Moas, nuweme ¢ neuamnu Gyxeu.
*Primary Care Physician (GP)/ JIuuen siexap:

License # | Pecucmpayuonen Ne Country / /[vpaicasa
*Office Address / Adpec na npakmuxama: City / I'pao
Street/ Yauya ZIP/ Iowerncku koo *Phone / Ten.

| hereby declare that | have reviewed the patient's answers and completed the remaining required information to the best of my knowledge./
,Zlek}mpupaM, ue ju4Ho npoeepux mmuume, RnonvJiHeHU OMm cmydeuma, ucapanmupam, ye KaKmo me, maxka u
nonwvjiHeHama om MeH MH¢0lell4u}l ca docmosepuu 6 paAMKume Ha moama oceedomenocm.

*Signature of the physician/IToonuc na nexaps: *Date//[ama: (mm/ddlyyyy)_ [ /

‘DUHINNDU DH WAOUIDU BRHHONNDENHAWN O INSUIIUWIIUIOLD 9 NNNDENHAWN DE JUUNHHDQ IUWIHILUO[ | "f WIODR 9 NUDUIHIWOM

au29dupH wo0onneoxgoaH ndu n vhnuvdutd puvHeadu wo vwmanhvu vr aundoso2uio auwadasodu ‘o [JVNAL BHHHAWID L0 A VLI LIIOII /'Sp10331 uoneziunwwi s usiyed o} Buipiodse
suonEZIUNWUWI [[B Ul-|[14 & Hed Ul SJusWwod Aressadau aew pue afed snoinaid ayy uo siamsue s,juaied ayl mainal aseald  “(d9) NVIDISAHd IV AYVINITYC S.LNIANLS IHL A NI-a31114 39 0L

TOBE FILLED-IN BY THE STUDENT / ITOIBJIBA CE OT CTY]

*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
the persons identified as emergency contact can be notified. | hereby state that the above information is true and give permission to the Health and Well-being Center to

release information to the Dean of Students, Campus Counselor and to health care providers or facilities who are included in my treatment.

*CBbI'JIACHE 3A CIIEIIHO JIEYEHHUE:

B cryuaii na 3nononyka unu cnewno cbCmosinue, npu KOemo a3 He CbM 6 CbCMosHue 0a 0am cbheracue 3a aedenuemo cu, ynvanomowasam AYb npu cnewnocm oa
nOMBpPCU U KOHMPOIUPA MEOUYUHCKA NOMOUY OM MOe UMe OOKAMO Ce YCMAHOBU KOHMAKM ¢ ROCOYeHueme om MeH auyd 3a Konmaxkm. [lexiapupam, ue ce cv2iacisam
30opasrusim yenmwvp nHa AVE 0a npedocmass nocowenama 6 mosu OOKyMeHm ungopmayus Ha /lekana Ha cnyoenmume, YHUBEPCUMEMCKUA NCUXO0L02 U/UNU HA
30pagnume pabumHuyll, AH2AHCUPAHL C IeHeHUEmo Mu.

Student's Signature / Tloanuc Ha cTy/IeHTa/CTyIeHTKATA: Date/dara: (mm/dd/yyyy): / /

Parent's/Guardian's Signature (required if the student is under 18 years of age):
Ioanuc HA POANTEISA/HACTOHHMKA (AKO CTYEHTBT € moj 18 r.) Date/Mara: (mm/dd/yyyy): / /




