ANNEX 1
PRESCRIBING MEDICAL MATERIAL FACILITIES AND EQUIPMENT FOR MEDICAL EXAMINATION
(Promulgated together with the Minister of Health’s Circular No. 13/2007/TT-BYT of November 21, 2007)
	No.
	Contents
	Quantity

	I
	Material facilities
	 

	1.
	Polyclinical room
	01

	2.
	Speciality room: - internal medicine, surgery, obstetrics, ophthalmology, otorhinolaryngology, orthodontics
	06

	3.
	Radiography room
	01

	4.
	Test room
	01

	II
	Fundamental equipment
	 

	1.
	Clinical record cabinet
	01

	2.
	First-aid cabinet
	01

	3.
	Clinic table and chair
	02

	4.
	Clinic bed
	02

	5.
	Clinic bench
	10

	6.
	Tool drying cabinet
	01

	7.
	Medical tool sterilizing boiler
	01

	8.
	Scale with height ruler
	01

	9.
	Tape-measure
	02

	10.
	Stethoscope for adults
	02

	11.
	Sphygmomanometer for adults
	02

	12.
	420C medical thermometer
	02

	13.
	Radiographing film irradiator
	01

	14.
	Reflex testing hammer
	01

	15.
	Skin examining tool (magnifier)
	01

	16.
	Ophthalmoscope
	01

	17.
	Vision examination toolbox
	01

	18.
	Vision examination chart
	01

	19.
	Color perception palette
	01

	20.
	Otorhinolaryngology tool set: lamp, 20 tool sets, trays
	01

	21.
	Orthodontics tool set
	01

	22.
	Gynecology table and tool set
	01

	23
	Bio-chemical analysis device
	01

	24.
	Hematology analysis device
	01

	25.
	Urine test device
	01

	26.
	Urine test tool set
	01

	27.
	Radiographing device
	01


 

APPENDIX NO.2
FORM OF CERTIFICATE OF HEALTH 
(Issued together the Circular No.13/2007/TT-BYT dated 21/11/2007 of Minister of Health)
	MINISTRTY OF HEALTH
Department of Health: ……………………………

Unit:………………………………
	SOCIALIST REPUBLIC OF VIETNAM
Independence - Freedom - Happiness
*******


 
CERTIFICATE OF HEALTH
 
	Color photo
(4 x 6cm)
 
	Full name (capital letter):
Sex:          Male □      Female □       Date of Birth .../.../........

ID or passport Number: ......... Date of issue........../......./....... at.......

Permanent residence:

Present residence:


Subject:   1. Pupil, student                             □  2. Worker □

Type of health examination: 1. As making dossier for enrollment □ 2. As making dossier for recruitment □ 3. At request □

Reason of health examination (specify sector, line, job … shall be learnt or worked):
...............................................................................................................................

...............................................................................................................................

MEDICAL HISTORY OF SUBJECTS OF HEALTH EXAMINATION 
Does anyone in your family had one of the following diseases: hypertension, heart disease, diabetes, tuberculosis, asthma, cancer, epilepsy, mental disorders, paralysis, other diseases ...
1 - No □    2 – Yes □   Specify name of disease..............................................................

Which following disease are you having?

..........................................................................................................................................
	Disease/status
	Yes
	No
	Disease/status
	Yes
	No

	1. Eye diseases, Eyesight 
	□
	□
	18. Insomnia
	□
	□

	2. Disease of ear, nose and throat 
	□
	□
	19 Surgery
	□
	□

	3. Cardiovascular Disease
	□
	□
	20. Epilepsy
	□
	□

	4. Hypertension
	□
	□
	21. Dizziness/fainting 
	□
	□

	5. Varicose veins 
	□
	□
	22. Loss of consciousness
	□
	□

	6. Asthma, bronchitis 
	□
	□
	23. Mental disorders
	□
	□

	7. Blood diseases
	□
	□
	24. Depression
	□
	□

	8. Diabetes
	□
	□
	25. The thought of suicide
	□
	□

	9. Thyroid disease
	□
	□
	26. Memory loss
	□
	□

	10. Digestive diseases
	□
	□
	27. Disorders of balance
	□
	□

	11. Kidney disease
	□
	□
	28. Heavy headache
	□
	□

	12. Skin diseases
	□
	□
	29. Restricted movement 
	□
	□

	13. allergies
	□
	□
	30. Backache
	□
	□

	14. Infectious diseases
	□
	□
	31. Cigarette smoking, alcohol, drugs addiction 
	□
	□

	15. Hernia
	□
	□
	32. Movement disorders
	□
	□

	16. Genital diseases
	□
	□
	33. Amputation
	□
	□

	17. Pregnancy
	□
	□
	34. Fracture/dislocation
	□
	□


If answering any above question to be Yes, please describe in details:

................................................................................................................................

................................................................................................................................

Other question:

	35. Do you realize yourself to have any disease or health problem?
	□
	□

	Do you realize yourself to be healthy and appropriate to perform duties assigned? (Persons taking health examination at request are not required to answer this question).        
	□
	□

	36. Are you taking medicines for treatment?
	□
	□


................................................................................................................................

................................................................................................................................

37. Which vaccines were you vaccinated?

................................................................................................................................

................................................................................................................................

I declare the above statements are totally true according to my understanding.

Signature of subjects of health examination................day....month....year......

I. PHYSICAL EXAMINATION 
Height:               __________ cm                          Pulse:________ times/minute
Weight:               __________ kg                           Blood pressure:_____ /_______ mmHg

Average chest dimension:________ cm                          Temperature:______ 0C

BMI:             __________                               Breathing: _____  beats/minute
Health classification: __________ Full name of examination doctor:                        ________ Signature:__             
II. CLINICAL EXAMINATION
1.Circulation:__________________________________________________________
___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 
2.Respiration:__________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 
3. Digestion:_____________________________________________________________ 

______________________________________________________________________
___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 
4. Kidney - Urology - sex:__________________________________________________ 

______________________________________________________________________
___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

5.Neurology:___________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

6.Psychiatry:__________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

7. Kinetic system:__________________________________________________
_________
___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

8.Endocrinology:________________________________________________________ 

___________________________________________________________________________________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

9.Skin:________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

10. Obstetrics and Gynecology:____________________________________________________________ 

______________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

11. Eyes
Eyesight: Without glass: Right eye: _______   Left eye: ______________________ 

               With glass        Right eye:  _____   Left eye:______________________ 

Eye diseases:_______________________________________________ 

______________________________________________________________________
_____________________________________________________________________
Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

12. Ear, nose, throat:
Left ear:                 speak at normal level:______m;     whisper: _________________ m

Right ear:               speak at normal level:________ m;    whisper: _________________ m

Disease on ENT:______________________________________________
______________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____

13. Odonto-Stomatology:

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

III. SUBCLINIC EXAMINATION
1. Blood tests
- Blood formula: Amount of red corpuscle: ____________ Leucocyte: _________  thrombocyte _________ 

- Blood sugar _______________________________________________________________ 

- Other (if any) ______________________________________________________________ 

2. Urinalysis:

- Sugar: _______________________________ Protein: __________________  

- Other (if any) ....................................................................................................................

............................................................................................................................................
3. Imaging diagnosis
- Cardiopulmonary radiology: 1 – normal     □        2 – abnormal  □, specify:

___________________________________________________________________________ 

- Other (if any) ....................................................................................................................

..............................................................................................................................................

Full name of person recording subclinical result: _____________________  Signature: _____________ 
IV. CONCLUSION
Based on the declaration of health examination subjects, results of clinical and subclinical examination above, I certify the health of health examination subjects as follows:

1. Healthy    □            Disease     □     Name of disease: _____________________________ 

___________________________________________________________________________ 

2. Achieving health type: _______________________
3. In presence, it is enough/not enough health for education, working for occupations, jobs (specify if any), solutions (if any)______________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

___________________________________________________________________________ 

Date of health examination (day/month/year):.../ ..../.....

Date of expiry of the certificate of health (day/month/year):..../..../......

	 
	SIGNER OF CERTIFICATE OF HEALTH 
(Title, signature, seal and full name)


 

	APPENDIX NO.3
PERIODIC HEALTH EXAMINATION BOOK
(Issued together the Circular No.13/2007/TT-BYT dated 21/11/2007 of Minister of Health)
 
Color photo
(4 x 6cm)
 
 
SOCIALIST REPUBLIC OF VIETNAM
Independence - Freedom - Happiness
*******
 
PERIODIC HEALTH EXAMINATION BOOK
1. Full name (capital letter):......................................................................................... 
2. Sex:          Male □      Female □       Date of Birth .../.../........…

3. ID or passport Number: ......... Date of issue........../......./....... at.......  ……

4. Permanent residence:...............................................................................................             

5. Present residence:     ............................................................................................... 

6. Subject:   1. Pupil, student                             □  2. Worker    □

7. Profession, occupation being trained, worked: ........................................................... 

8. Name of Unit being worked for/training:............................................................................. 

9. Address of Unit being worked for/training: ....................................................................... 

10. Date of starting learning/working at the present unit: ……../……./…………………

11. Previous occupations, works (list of works done in the past 10 years, from the latest time):

(1) .............................................................................................................................. 

Working time …… month …… year from……/………../…………. to ……../……../………..

(2) .............................................................................................................................. 

Working time …… month …… year from……/………../…………. to ……../……../………..

12. Family history: .................................................................................................... 

13. Personal history:

Names of diseases
Discovered in
Occupational diseases:

Discovered in
1.

 

1.

 

2.

 

2.

 

3.

 

3.

 

Day …….. month ….. year ………….
Confirmation of worker 
(Signature, full name)
 
 
………………………………………

Compiler
(Signature, full name)
 
 
…………………………………………..




 

	MINISTRY OF HEALTH
Department of health/Sector Health: ………………

Unit:………………………………
	SOCIALIST REPUBLIC OF VIETNAM
Independence - Freedom - Happiness
******


 
PERIODIC HEALTH EXAMINATION
(Pupil, student □      Worker    □)

Full name of subject of periodic health examination: ____________________  date of examination ____ /____ /______ 

I. PHYSICAL EXAMINATION 
Height:               __________ cm                          Pulse:________ times/minute

Weight:               __________ kg                           Blood pressure:_____ /_______ mmHg

Average chest dimension:________ cm                          Temperature:______ 0C

BMI:             __________                               Breathing: _____ beats/minute

Health classification: __________ Full name of examination doctor:                        ________ Signature:__             
II. CLINICAL EXAMINATION
1.Circulation:__________________________________________________________

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 
2.Respiration:__________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 
3.Digestion:____________________________________________________________ 

______________________________________________________________________

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 
4. Kidney - Urology - sex:_________________________________________ 

______________________________________________________________________

______________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

5.Neurology:___________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

6. Psychiatry:__________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

7. Kinetic system:__________________________________________________
______________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

8.Endocrinology:________________________________________________________ 

___________________________________________________________________________________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

9.Skin:________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

10. Obstetrics and Gynecology:____________________________________________________________ 

______________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____  

11. Eyes

Eyesight: Without glass: Right eye: _______   Left eye: ______________________ 

               With glass        Right eye:  _____   Left eye:______________________ 

Eye diseases:_______________________________________________ 

______________________________________________________________________

_____________________________________________________________________

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

12. Ear, nose, throat:
Left ear:                 speak at normal level:______m;     whisper: _________________ m

Right ear:               speak at normal level:________ m;    whisper: _________________ m

Disease on ENT:______________________________________________

______________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____

13. Odonto-Stomatology:

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Health classification: ________________ Full name of examination doctor:_____________ Signature:____ 

III. SUBCLINIC EXAMINATION
1. Blood tests

- Blood formula: Amount of red corpuscle: ____________ Leucocyte: _________  thrombocyte _________ 

- Blood sugar _______________________________________________________________ 

- Other (if any) ______________________________________________________________ 

2. Urinalysis:

- Sugar: _______________________________ Protein: __________________  

- Other (if any) ....................................................................................................................

............................................................................................................................................

3. Imaging diagnosis

- Cardiopulmonary radiology: 1 – normal     □        2 – abnormal  □, specify:

___________________________________________________________________________ 

- Other (if any) ....................................................................................................................

..............................................................................................................................................

Full name of person recording subclinical result: _____________________  Signature: _____________ 
IV. CONCLUSION
Based on the declaration of health examination subjects, results of clinical and subclinical examination above, I certify the health of health examination subjects as follows:

1. Healthy    □            Disease     □     Name of disease: _____________________________ 

___________________________________________________________________________ 

2. Achieving health type: _______________________
3. In presence, it is enough/not enough health for education, working for occupations, jobs (specify if any), solutions (if any)__________________________________________________________________ 

______________________________________________________________________ 

___________________________________________________________________________
4. Solutions (indication for the treatment, rehabilitation, medical speciality examination, occupational disease examination, transfer of line, occupation, other work in accordance with current health ... (if any): 
___________________________________________________________________________ 

Date of health examination (day/month/year): ..../..../...

	 
	HEAD OF HEALTH EXAMINATION AGENCY 
(Title, signature, seal and full name)


 

