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EMPLOYEE PHYSICAL AND IMMUNIZATION FORM

PHYSICAL CONDITION:

PATIENT’S NAME____________________________________ DOB:_______________________

Date of last physical exam:__________________________________

          I certify that _________________________________________is healthy, free from communicable disease, and may work in a health care setting. 

______________________          _________________________          ________________ 
Physician Name                                Signature                                               Date
_____________________________________________________________________________________
TUBERCULOSIS: 
	
	Date Planted
	Date Read
	Result
	

	PPD
	
	
	
	

	
	
	
	
	

	
	Date Given
	Result
	
	

	Chest X-Ray
	
	
	
	



______________________          _________________________          ________________ 
Physician Name                                Signature                                               Date
_____________________________________________________________________________________
IMMUNIZATIONS:
	Immunization
	Date Given
	Titer/Immune

	MMR 
	
	

	Hep B
	
	

	 Varicella 
	
	

	Flu Shot 
	
	

	Tetanus 
	
	

	Other
	
	










______________________          _________________________          ________________ 
Physician Name                                Signature                                               Date
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