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General Health Screen Examination Result

Name:  ______________________________________________________

SSN:   ________________________	DOB: ______________________

Date of examination: _______________
Physician Statement of Ability to Work:
I have examined and obtained a current history on the individual named above; and to the best of my knowledge, he/she is in good physical and mental health, is free of any communicable diseases, has no physical limitations, and is able to function in his/her professional discipline and specialty on a full time basis at full capacity without any accommodations (including for allergies) or with accommodations listed below:

Accommodations:  
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________


________________________________    MD   PA   NP  ( please circle)
Provider Print Name Here

_______________________________	  _______________________	  __________________
Provider Signature			  Phone Number		  Date		
image1.jpg
RAISING THE STANDARD IN HEALTHCARE




