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EMPLOYEE PHYSICAL FORM - TO BE COMPLETED BY PROVIDER

Name:

DOB: Social Security Number:

Date of Exam:Sex:

Physical Findings

Test/Lab Results

Height: Weight: General Appearances:

Blood Pressure: Pulse Respiration:

Heart: Lungs:

G.I: Musculoskeletal:

Current Medications:

PPD (Mantoux) Results: Attach Documentation

PPD 2 (Mantoux) Results: Attach Documentation
Chest X-Ray if PPD Positive: 

Documentation
Date Read: Results: Attach

Quanti eron TB Gold Test: 
Documentation

Date Given: Results: Attach

MMR (Measles, Mumps, Rubella) Attach documentation - Lab Report

1. Proof of immunity with titers     OR     2. Proof of 2 doses as proof of immunization

 Panel Drug Screen Results

Lot #:  

Date Administration: Expiration Date: 

Attach Documentation

Does this patient have any physical limitations:

If Yes, explain any limitations in detail:

Yes: No:

Please Note:
This document must be stamped with p rovider's official 
stamp and be accompanied by the required 
documentation. The physical form will not be accepted 
without the proper verification.

P ’s License Number:

MEDICAL STAMP

Date:

THIS PERSON IS FREE FROM ANY HEALTH IMPAIRMENT WHICH IS OF POTENTIAL RISK TO THE PATIENT OR WHICH MIGHT 
INTERFERE WITH THE PERFORMANCE OF HIS/ HER DUTIES, INCLUDING THE HABITUATION OR ADDICTION TO DEPRESSANTS, 
STIMULANTS, NARCOTICS, ALCOHOL OR OTHER DRUGS OR SUBSTANCES WHICH MAY ALTER THE INDIVIDUALS BEHAVIOR.

P  Signature:

     (** Test/Lab Results are only required upon hire**)



 

 
Name:  ___________________________________________________________________________________________ 
 
SSN:  XXX-XX-______________     DOB: _ ________________________   

I certify that this information is correct and I understand that I am responsible to notify True Care if any 
of the above symptoms develop.  
 
I understand that tuberculosis (TB) is a highly contagious respiratory disease and that mainly affects the 
lungs. The bacteria that causes TB are spread from person to person through tiny droplets released in 
the air by coughing or sneezing. Symptoms include those listed above. TB can be prevented by 
protecting myself  from infected individuals with the appropriate personal protective equipment which 
would be provided to me by True Care. I will notify True Care if I have any symptoms of TB or if I am 
exposed to TB.  
 
I also certify that I am not using, habituated, or addicted to depressants, stimulants, narcotics, alcohol or 
other drugs that may alter my behavior and that I am fully able to perform the duties of my job as 
required by True Care. 
 

 
 

 
 

   
 

 
 

 
   

   
   

  Yes  No 

Are you experiencing unresolved respiratory symptoms ?     

Are you coughing up blood ?     

Are you experiencing unexplained weight loss ?      

Are you experiencing increased sweating at night ?     

Serious illness, hospitalization or significant injuries  in the past year?     

If yes, please specify:     

Have you visited any country  EXCEPT  Australia, New Zealand, Canada, U.S.A.,  
 
Western Europe for  MORE  than one month?  

   

Are you currently, or have you been immunosuppressed in the past?      

Have you had close contact with someone with Tuberculosis?      

ANNUAL SCREENING QUESTIONNAIRE

 

Employee Signature :   Date:  

Licensed Professional:  

 

License#:   

Date:   
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Print Name

Signature

Date

Print Name

FLU VACCINE DECLINATION

Month

/ /

YearDay
Date of Birth

I DO NOT WANT A FLU SHOT

I DECLINE VACCINATION for the following reason(s).

I acknowledge that I am aware of the following facts:

Please check all that apply. Reasons i do not wish to take the vaccine –

Please check all that apply.

Knowing these facts, i choose to decline vaccination at this time.

I have read and fully understand the information on this declination form.

• Some people with influenza have no symptoms, increasing the risk of transmission to others.

• Influenza virus changes often, making annual vaccination necessary. Immunity following vaccination is 
strongest for 2 to 6 months.

• I understand that the influenza vaccine cannot transmit influenza and it does not prevent all disease.

• I have declined to receive the influenza vaccine for the 2025-2026 season. I acknowledge that the influenza 
vaccination is recommended by the Centers for Disease Control and Prevention for all healthcare workers
in order to prevent infection from and transmission of influenza and its complications, including death, to 
patients, my coworkers, my family, and my community.

• As per the Department of Health, if you choose NOT to be vaccinated you MUST WEAR A MASK whenever you 
are in the presence of a patient; mask’s will be provided by the agency ONLY if you decline the vaccination.

• My supervisor and manager, including division and departmental leadership will be notified that I declined.

 I don’t believe this vaccine is important.







 I don’t like needles.

Month
/ /

YearDay
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