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	PHYSICIAN STATEMENT








NAME OF PATIENT: __________________________________





SOCIAL SECURITY NUMBER: ___________________________





DATE: ____________________________





The above named patient has been examined by me and found to be in good physical and mental health. The patient appears to be free of any back problems, free from communicable diseases, and is able to function without restriction.








DATE OF PHYSICAL EXAM: __________________________�__





CHEST X-RAY:______________________ or TB SKIN TEST: _____________





MMR titer_________________________ Heptavax series date__________





OTHER TESTS AS INDICATED: _________________________________________________________________


 _________________________________________________________________





_________________________________________________________________








PHYSICIAN SIGNATURE: _______________________________





PHYSICIAN LICENSE NUMBER: __________________________





PHYSICIAN NAME (print): ____________________________





ADDRESS: ___________________________________________





         ___________________________________________





         ___________________________________________


 


