ANNUAL MEDICAL EXAMINATION FORM



NAME:  _________________________________________________________	DOB:  __________________________

DATE OF EXAMINATION:  ____________________________________________

HEIGHT: _____________________                                WEIGHT:    __________________                AGE: _________________

TEMPERATURE:  __________________    PULSE: _____________   BLOOD PRESSURE: ___________

VISION:  NORMAL    ABNORMAL	HEARING:  NORMAL      ABNORMAL

PPD/MANTOUX 0.05ml         ____________________       ___________________   ___________________________	
                                                          Date Placed                    Date Read               Results


MMR:  ___________________________ (DATE)                 VARICELLA:  ________________________________ (DATE)



DIPTHERIA/TETANUS/PERTUSSIS:  ___________________________________________________
(Tetanus, every 10 years)                                               DATE

Hepatitis B:  ____________________          ____________________          ____________________           ____________________________
                                  1ST                                         2ND                                       3RD                            SIGN IF DECLINED


Influenza Immunization:  ____________________________          ______________________________________________________
                                                 Date	                                           SIGN IF DECLINED


DO YOU HAVE ANY ALLERGIES? ______________________________________________________________________

[bookmark: _GoBack]LAB WORK: (please attach)

Based on the health history provided, physical examination and/or laboratory tests performed, this patient is permitted to work in the healthcare field without restriction.


____________________________________________________                          _______________________________________________
Physician Signature                                                                                 Print Name


Address:  _____________________________________________________________________________________________________________


_______________________________________                                        _________________________________________________
Date                                                                                                   License Number 
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