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PHYSICAL EXAMINATION FORM

(to be filled out by Physician)

NAME: DATE OF EXAM:

PAST HISTORY: (Significant lllnesses/Hospitalization)

RECENT IMMUNICATIONS: (Within past 10 years)

PHYSICAL EXAMINATION:

HEIGHT: VISION: HEART:
WEIGHT: HEARING: LUNGS:
BLOOD PRESSURE: SKIN: ABDOMEN:

IS INDIVIDUAL FREE FROM COMMUNICABLE DISEASES? Yes [] No [1 (ifno, explain)

WILL THIS DISEASE INTERFERE WITH THE HEALTH OF INDIVIDUALS RECEIVING CARE IN THEIR RESIDENT OR
COMMUNITY BASED FACILTY? Yes [_| No [ |

ARE THERE ANY OTHER CONDITIONS YOU FEEL WOULD ADVERSELY AFFECT INDIVIDUAL RECEIVING CARE OR WOULD
ADVERSELY AFFECT OTHER STAFF MEMBERS?  Yes [ | No []

ARE THERE ANY OTHER CONDITIONS YOU FEEL WOULD ADVERSELY AFFECT THIS INDIVIDUAL IN CARRYING OUT
HIS/HER DUTIES IN A RESIDENTIAL OR COMMUNITY-BASED FACILITY? Yes [ No [

RESULT OF TUBERCULIN TEST (Mantoux Method Required)

Positive |:| Negative |:| Date Tuberculin Test Placed Date Tuberculin Test Read
IF POSITIVE SKIN TEST, RESULT OF CHEST X-RAY:
Positive |:| Negative |:| Date of X-ray Asymptomatic History

RESULT OF HEPATITIS SCREEN:
Positive |:| Negative |:| Date of Test

Physician’s Name (Print) Physician’s License Number

Physician’s Signature Physician’s Telephone Number



