
Top portion to be filled out by employee:
Employee Name:______________________________________   DOB: ______________________
Hire date: ____________________________

Past Medical History (list any conditions you have or have had in the past):__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Past Surgical History: __________________________________________________________________________________________________________________________________________________________________________
Medications (list prescription, OTC, and herbals):
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you been exposed to any communicable disease? Y/N
Do you smoke? Y/N     
Do you have any restrictions with regard to lifting, bending, stooping or any other acitivites that would interfere with your job duties? Y/N:  Explain if Y: ____________________________
_____________________________________________________________________________________

To be filled out by Practitioner:
Physical Exam:



Employee cleared to work without restrictions.
Employee cleared to work with the following restrictions: ______________________________________
Employee not cleared to work due to the following reasons: ____________________________________
Signature of Provider: __________________________________________   Date: __________________
