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PHYSICAL EXAMINATION FORM

(To be completed by physician)

Name:
________________________________
Date: ____________________


(First, Middle, Last Name)


          


I have examined the above named patient and obtained a current history on the individual and have found to the best of my knowledge he/she is in good physical and mental health, is free of communicable diseases, has no physical limitations, and is able to perform his/her job functions and specialty on a full-time basis at full capacity without accommodations.

If accommodations are required, they will be listed below:

________________________________________________________________________________________________________________________________________________
The above named individual has also been evaluated for a Latex Allergy.

If accommodations are required, they will be listed below:

________________________________________________________________________________________________________________________________________________

Physician Name: ______________________          Date: ________________________

Physician Signature: ___________________

Address/Location: ________________________________________________________





TB/PPD SCREENING

Test Placed (Arm):        R         L
By: ______________________          Date Given: _____________________________ 

Test Read (48 – 72 hours after placement)

By: ______________________          Date Read: _____________________________
Results (Please check):  Negative______  Positive______  Induration______mm

*If Chest X-ray is applicable, please provide a copy and date.

ISHIHARA COLOR BLINDNESS TEST

Pass____                  Fail____

