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PHYSICAL EXAM

(To be completed by physician)

Name: __________________________________________________________________

Date of Physical Exam: ____________________________________________________

Please indicate if performed this visit

Rubella

Titer _______________
Immunization _______________

Rubeola
Titer _______________
Immunization _______________

Mumps

Titer _______________
Immunization _______________

*Varicella
Titer _______________
Immunization _______________

Hepatitis B
Titer _______________
Immunization _______________

*List confirmed diagnosis of chickenpox __________________________

Must still list a Varicella TITER

Laboratory tests performed (results attached)



TB Screen Date

Positive or Negative



(Chest X-ray if positive)
Date: ___________

Additional Comments:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

The above named patient has been examined by me and found to be in good physical and mental health, free of communicable disease and able to perform the core functions of the position without restrictions. 

Physician Signature: ______________________________________________________

Physician's Name: ___________________________ License #: ____________________





(please print)

Address: ________________________________________________________________

City: ____________________________ State: _________________ Zip: ____________
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