Employee Health Review
Company Name _______________________________

To comply with certain regulatory agencies, we require you to answer the questions listed below.  This information is required by certain regulatory agencies and may be available to them upon request.



Date of last physical: ______________________



Date of last health review: __________________



Date of last TB test: _______________________



Results:  (  Positive

(  Negative



Verified by: ______________________________

Medical Information

1)
Do you regularly take medication?  (  Yes

(  No

 
If yes, please list below:


___________________________

__________________________


___________________________

__________________________


___________________________

__________________________

2)
How would you describe your general physical health?

· Good physical health, no limitations for work or around children/adult foster care residents.

· Health problem(s), but no limitations for work or around children/adult foster care residents.  Please explain further in comment.

· Health problem(s) would limit ability to care for children/adult foster care residents adequately, or be around them (i.e. substance abuse, lifting restrictions, prescription medication side effects, etc.)  Please explain in comments.

Comments: _______________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
I hereby certify that the above information is true and I may be asked to provide documentation to support my answers.  I am also aware of the personnel policies relating to falsification of records.

___________________________________


_____________________

Signature






Date

02/09

