Pre-Employment Physical
Name_________________________________________ Date of Birth: ____________________
Notify in Case of Emergency Contact Name: ___________________ Relationship ____________
Address: ___________________________________________ Telephone: _________________
Applicant: Have you had any of the following (Please Check)
				Yes 		No				Yes		No	Operations		____		____	Fainting Spells		____		____
	Fractures		____		____	Epilepsy		____		____
	Head Injury		____		____	Mental Disease	____		____
	Back Injury		____		____	Jaundice		____		____
	Other Injuries		____		____	Rheumatism		____		____
	Chronic Back Pains	____		____	Asthma		____		____
	Tuberculosis		____		____	Sinus Trouble		____		____
	Heart Trouble		____		____	Skin Disease		____		____
	Stomach Trouble	____		____	Hernia			____		____

[bookmark: _GoBack]	I have read the above and declare that I have had no injury, illness, or ailment other than as specifically herein noted any falsification or misrepresentation will be sufficient grounds for my release from employment.
				Signature of Applicant______________________________


Ears: _________________________________________________________________________
Eyes: _________________________________________________________________________
Teeth: ________________________________________________________________________
Nose and Throat: _______________________________________________________________
Skin: _________________________________________________________________________
Scars: _________________________________________________________________________
Heart: ________________________________________________________________________
Lungs: ________________________________________________________________________
Abdomen: _______________________Lab: TB Skin Test_______________________________
Hernia: _______________________________________RPR____________________________
Extremities: ____________________________________________________________________
Menstrual History: ______________________________________________________________
Blood Pressure: _________________________________Weight__________________________
Temp: ______________ Pulse: _____________ Respiration __________ Height: ____________

	I find this person free from contagious diseases; and physically and mentally capable of rendering care to alternative living clients.
Date: _______________ Examining Physician: _____________________________

	

							
