Morningstar Home Health Agency, Inc.

MEDICAL EXAMINATION
CERTIFICATE
Date;
Hame: _ Sex Marital Status:
Addrass: Telephone:

The following information is required by the Department of Health, Tile XXII, Chapter I, Section 70723, far all parsans working in the heaith
figld:

PHYSICAL EXAMIN_ATIDN {to be completed by physician)

Height Weigh Blogd Prossure Pulse

Phygical Exarn:

MANTOUX Tast Result

Chast X-ray (i indicated) ERG (if indicated) Date
Urinaly=is — —
VDRL {(RPR) Other Leb/Resuits

Any Communicable Disease:

| have examined the above-narmed individual and | certify that he/she is mentally and physicslly able to perform the duties of his/her job. |
further certify that he/she iz free from communicabie disease.
| further certify that he/she does not appear 1o be at risk of transmitiing communicable disgase.

Physician's Name Fhysician's Slgrature Data

Physlglans Address Tatephons




