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                                “Quality Care for a Better Life” 

4723 W. Atlantic Ave, Suite A-9 

Delray Beach, Fl 33445 

PH: (561) 404-065 

FAX:  (561) 265-1100 
 

 

PHYSICIAN’S REPORT 
 

 

Name: _________________________________________________ Date: __________/_________/_________ 

 

Address: __________________________________________________________________________________ 

 

 

Please have this form signed by your physician stating that you have been examined and show no apparent signs 

or symptoms of communicable disease. 

 

 

Date of Physical Exam: ___________________________ 

 

Date of TB Skin Test: ____________________________ 

 

Date of Chest X-ray: _____________________________ 

 

 

Comments: ________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

  

__________________________________________________________________________________________ 

 

 

Name of Physician: _________________________________________________________________________ 

 

Address: __________________________________________________________________________________ 

 

Telephone Number: ________________________________________________ 

 

Physician’s Signature: ______________________________________________ 

 

License Number: __________________________________________________ Date: ___________________ 

 

 

 


