SAPIENZA CALLS FOR ADMISSION TO MEDICAL AREA PROGRAMMES

UNIVERSITA DI ROMA

PERSONAL DATA

Surname ‘ ‘ Name ‘

Date of birth ‘ ‘ Student ID number |:| Tax Code (Codice Fiscale) ‘
TBC TEST MANTOUX DATA(1
O POSITIVE * Result in mm *Test Date *International units *Read at
O NEGATIVE S \ \ Os Q1o O48hrs QO 72hrs
Town or Country if outside Italy
Test location: O PRIVATE LAB O NHS ‘
O YES  **Date O PRIVATE LAB Town or Country if outside Italy

TB with BCG(2)
Vaccination carried out: Ono |:| O NHs ‘

SECOND LEVEL TB DATA Chest X-ray (1) Provide report on the second page

** X-ray Date

»Chest X-ray performed: O YES () NO |:| **Chest X-ray result: (Q POSITIVE () NEGATIVE

Town or Country if outside Italy

Test location: O PRIVATE LAB QO NHS ‘

SECOND LEVEL TB DATA I.G.R.A. Interferon Gamma Release Assay (es. QuantiFERON®) (1)

Provide Report on the second page

** Test Date
**Igra Test performed: () ygs () No |:| **Test result: O Latent TB O NEGATIVE

Town or Country if outside Italy

Test

Location: O PRIVATE LAB O NHS \

HEPATITIS B VACCINATION DATA (3
Date I dose Date II dose Date III dose Booster

*Hepatitis B vaccination: O YEs O No ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Town or Country if outside Italy

Test location: QO PRIVATE LAB O NHS ‘ ‘

HEPATITIS B TITER TEST (4)

Antibody titer (units UI/ml): |:| **Test date: |:|
Town or Country if outside Italy

Test location: QO PRIVATE LAB ONHS ‘

SARS-CoV-2 VACCINATION DATA
Date I dose Date II dose Date III dose Booster

SARS-CoV-2 Vaccination: (O veEs (O No ‘ ‘ ‘ ‘ ‘ ‘ ‘

Dates of potential nasopharyngeal swab positivity ‘Date 1 ‘ ‘D ate 2 ‘Date 3 ‘

for SARS-CoV-2:




hest X-ray report

Date |:| Doctor's stamp and signature

I.G.R.A. Test repor

Date |:| Doctor's stamp and signature

Infectious disease examination report|

Date |:| Doctor's stamp and signature

Date |:| Doctor's stamp and signature

How to fill in the form

For the Student:
he form must be completed with the stamp and signature of a medical practitioner you trust, not necessarily your family doctor.
For the doctor:
Blanks without an asterisk are optional. Starred blanks (*) must be completed.
Blanks with two asterisks (**) should only be filled in for second-level interventions.
Notes:
1) In case of a positive Mantoux test, the guidelines provide for a second-level intervention. The form provides for chest X-ray, .G.R.A.
est and infectious disease examination, but it is possible to perform even only one of the three according to medical opinion.
) As we are aware of the difficulty of carrying out BCG vaccination for enrollment purposes, this vaccination is not considered
mandatory.
) In case a patient is not vaccinated for HBV, the certificate must be completed with at least the dates of administration of the first and
second doses. The third dose must be sent by the same means at the time of the vaccination.
4) We recommend sending the HBV antibody titer carried out at least 30 days after the third dose.

Date |:| Doctor's stamp and signature
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