
PHYSICIAN'S STATEMENT FORM

Employee Name(s): _____________________________________________________________________

This examination is a
______pre-contact exam                                       _____re-examination
[bookmark: _GoBack]Physician's opinion: The above named person was examined on this date. To the best of my ability, I have determined that he/she is in good health and free of any communicable or infectious disease (i.e. TB), that he/she has no physical condition, which would be hazardous to providing mental health services to youth and/or adults.

Physician's Comments:___________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________		 
   TB Test Results: __________________________________

   Physician’s Signature:	_____________________________

   Physician’s Address: 	______________________________
  
   Date of Examination:	______________________



image1.pdf
SYNERGY

FAMILY SERVICES, INC.







image2.png
‘, SYNERGY




