
Form I-1/ 様式I-1

APPLICATION FOR FELLOWSHIP

Please print or type in black ink


	Name
	(Title) 　  (Last/Family Name) 　  (First/Given Name)    (Middle Name)

	
	Dr

Mr   

Ms

Miss

	Nationality
	

	Date of Birth
	Month:    Day:    Year:     
	Sex
	1．Male 2．Female

	Permanent Address
                                                                                   　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　

                                                                                           

Home Telephone:                       Fax#:                    E-mail:                         


	Mailing Address (if different from above) Indicate date of termination, if possible: Month:   Day:    Year:      
                                                                                   　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　
                                                                                           
Home Telephone:                       Fax#:                      E-mail:                         


	Current Affiliation (Please tell us your current affiliated university, organization, etc.)

Name of Institute:                                                                              
Department:                                                                                   
Job Title:                                                                                       

Address:                                                                                    　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　
                                                                                           
Home Telephone:                       Fax#:                     E-mail:                         


Personal Statement: Please attach a brief typed and signed statement describing your background, your past work in your intended field of research, and your plans for fellowship at our institute.

Record of Employment: Please attach a resume or chronological listing of employment and other significant activities (published articles or books, lectures,etc.)

I attest that the information provided in this application is true.

      Signed:                                                            Date:                           
Form I-2/ 様式I-2

Letter of Reference

A. To the Applicant: 

Please type or print the name and title, affiliation, and contact information of the person you have asked to write the reference. This reference is to be used to support your application for admission to fellowship. It will not be returned to you or forwarded to any other institute, or place of business. This reference will NOT become a part of your permanent record at NIHN. Once the review process is completed, the letter will be destroyed. 

Name and Title:                                                                                  
Affiliation:                                                                                   

Address:                                                                               
Phone Number:                                      E-mail:                                   

B. To the Referee:

We are interested in your evaluation of this candidate who is applying for research fellowship at NIHN. You are asked to comment on the academic or professional qualifications of this candidate in addition to the candidate’s strengths and weaknesses. We suggest that you keep a copy of your records. This letter of reference will not become part of the candidate’s permanent record. Once the review process is completed, the letter will be destroyed. This letter will not be returned to the applicant or forwarded to any other institute, or place of business. Please return this form to the applicant in the envelope the applicant provides. Be sure that you have sealed the envelope and singed across the seal. The applicant will then forward to NIHN the sealed, signed, unopened envelope, as part of the completed application package. (Please use both sides of this form if necessary, or attach a separate sheet with your official letterhead.)

Letter of Reference

Form I-3/ 様式I-3

MEDICAL/IMMUNIZATION DOCUMENT FORM

Dear Applicant:

 
 The National Institute of Health and Nutrition (NIHN) require that all entering researchers or fellows complete and return the following forms with signature of your health care provider. Please see the following for information about religious and medical exemptions. Applicants must return these forms as the part of completed application package. If these forms are not completed and returned, your application will not be reviewed. 

· Personal Information and Medical History Form 

This form assists NIHN to provide quality of medical care through our clinic. 

· Medical Examination and Immunization Documentation Form

All applicants from high risk countries and entering laboratories must also be screened for tuberculosis with a PPD (Mantoux) Skin Test administered within 6 months prior to beginning the fellowship period. (See the following Immunization Documentation Form). This form must be reviewed and signed by physicians.

 If you are presently under the care of a physician for chronic disease or other medical condition(s), ask your physician to forward information pertaining both to your medical problem and its treatment to NIHN. This will assist in continuity of your care.  

Sincerely,                     

Shaw Watanabe, M.D., Ph.D

Director-General 

PERSONAL INFORMATION AND MEDICAL HISTORY FORM

All information must be in English. Please print or type in black ink

Applicant’s Name:                                                                      
Date of Birth:                                    Place of Birth:                        
Name of Parent, Guardian, or Spouse                                       /             
Address of Parent, Guardian, or Spouse                                                   

                                                                                        
Home/Work Telephone of Parent, Guardian, or Spouse                                      

	*Names, Addresses, and Phone numbers of TWO persons to be contacted in case of an emergency, and in the event that parent, guardian or spouse cannot be notified!
1. Name:                                        /           Telephone:                                                      
Address:                                                                                             
2. Name:                                        /           Telephone:                                                      
Address:                                                                                     


Drug Allergies/Medicine Sensitivity/Latex Allergy (check any)

    None

    Penicillin, Ampicillin

    Latex Allergy

    Others (please specify)                                                                 

Current Medications – taken on a regular basis (i.e., insulin, birth control pills, seizure or heart medicine.)

	Date Started
	Medications

	
	

	
	


Current (or past) Medical Problem – (i.e., seizures, diabetes, thyroid problems, asthma, heart problems, allergies, etc.)

	Date Started
	Medical Problems

	
	

	
	


Hospitalizations and Surgeries (please list ALL. If none, write none)

	Date 
	Medical Problems

	
	

	
	


Family History of Illnesses – please list if there is a family history of illness, such as diabetes, sudden/unexplained deaths, etc.                                                                

MEDICAL EXAMINATION/IMMUNIZATION DOCUMENTATION

All of the following information must be completed and signed by your health care provider.

Applicant’s Name:                                                 Sex:                  

Date of Birth:                                     Country of Birth:                    

	Medical Examination
Height:          Weight:           Blood Pressure:           Eye Exam:          /        
Any problem observed:                                                                       

                                                                                          



Immunization Documentation

REQUIRED – Only applicants fitting one/both of the following categories

Category 1: High-risk applicants include those who are applying from or have traveled within last 5 year where TB is endemic. All countries in the African Region, Eastern Mediterranean Region, and Southeast Asian Region, as well as Russia, are considered High-Risk.

EXCEPTION – applicants applying from the following countries are not required to be tested, but recommended. 
	USA
	Canada
	Jamaica
	Saint Kitts and Nevis
	Saint Lucia

	Germany
	Belgium
	Denmark
	Finland
	France
	Virgin Islands

	Greece
	Iceland
	Ireland
	Italy
	Liechtenstein
	Malta

	Monaco
	Netherlands
	Norway
	San Marino
	Sweden
	Switzerland

	United Kingdom
	American Samoa
	Australia
	New Zealand


Category 2: 

· High risk applicants – those with HIV infection, who inject drugs, who have resided in, volunteered in, or worked in high-risk congregate settings such as prisons, nursing, homes, hospitals, residential facilities of patients with AIDS or homeless OR
· Who have clinical conditions – diabetes, chronic renal failure, leukemias, or lymphomas; low body weight, gastrectomy and jejunoileal by-pass; chronic malabsorption syndromes; prolonged corticosteroid therapy (e.g., prednisone>15mg/d>1month); other immuno- suppressive disorders 

PPD (Mantous) Tuberculosis (TB) Screening Test: No waiver for prior BCG vaccination
Result:  Negative      Positive                mm induration                       /        
X-Ray (required if skin test positive) result:  Normal       Abnormal                  /       

See next page for additional immunization history and religious/medical exemption.

Recommended Immunizations – followings are not required, but recommended.

Meningococcal Meningitis Vaccine

　　Vaccine Date ・・・・・・・・・・・・・・・・・・・・・・・・・・・・・・・　　/　　　　　
Tetanus-Diphtheria

　Completed primary series of tetanus-diphtheria immunizations ・・・・・・・・    /                 

　Received tetanus-diphtheria booster within last 10 years・・・・・・・・・・・     /               

Polio (Poliomyelitis)

　Completed primary series of polio immunization              Yes         No

　Last booster・・・・・・・・・・・・・・・・・・・・・・・・・・・・・・・      /       

Hepatitis B

    Series  Dates      /     ,       /     ,      /               Booster Date:       　　     

Varicella (Chicken Pox)

    Vaccine Dates     /   ,     /    /or Disease Date        /or Antibody Date Titer:           

	Health Care Provider
Name:                                                                                                
Address:                                                                                       
Telephone:                                      Fax # :                                 

Signature:                                                    Date:                        



EXEMPTIONS

*Please print your name clearly above these underlines.

Medical Exemption

                                                        * should be exempt from some of the mandatory immunization requirements. Administration of the following immunizing agents would be detrimental to this applicant’s health: 

Physician’s Signature:                                                                      
Physician’s Printed Name:                                       Date:                      
Physician’s Address:                                                                       

Religious Exemption

I,                                                  * wish to be exempt from the mandatory immunization requirements because of my religious beliefs. I release NIHN and its employees from any responsibility for any impairment of my health resulting from this exemption. 
Applicant’s Signature:                                                                     
Clergy’s Signature:                                              Date:                          

Clergy’s Printed Name:                                                                     

Photograph


(4cm×4cm)


Taken within last six months








Number                                  Street                               Apt. Number





City                              State/Province                           Zip                       Country





Number                                  Street                               Apt. Number





City                              State/Province                           Zip                       Country





Number                                       Street                          Building #   





City                              State/Province                           Zip                       Country





(Dr./Mr./Ms./etc.)                          Name





Relationship 





Number                 Street		   Apt #





City                                  State/Province                      Zip 	           Country





Relationship 





Relationship 





Right      　Left





(IF no induration – record 0 mm)





Month   Year





Month   Year





Month   Year





Month   Year





Month   Year





Month  　Year





(Print Clearly)









