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Post-offering History & Physical Examination

Name/Nombre____________________________________________________________Date of Birth/Fecha de nacimiento  ________________

Social Security # /Numero de Seguro Social:  ______________________________________     Sex/Sexo  ________
        Age/Edad  _________

Home Address /domicilio:_______________________________________________________________________________________________

Phone # / teléfono: (_________)   _________________________________

Today’s Date/Fecha de hoy: ______________________

New Employer/Nuevo Empleador: _________________________________________________________________________________________

New Position/Posicion Nueva: ____________________________________________________________________________________________

----------------------------------------------------------------------------------------------------------------------------------------------------------------

To the employer: The individual named above recently completed a post-offering/pre-placement screening examination at our facility for the job tasks as described.  The results were as follows:  

Instruction was provided in the following areas to prevent injuries in the workplace:

 (  Back care/lifting techniques.

 (  Job-related ergonomics

 (  Preventive exercises/stretches.

 (  Prevention of heat-related problems

 ( Treatment of acute injuries
 Requested

Qualified
Not Qualified


History & Physical Exam




Urinalysis




Audiogram




Functional Assessment/Screen 




X-rays:  LS Spine




X-rays:  Chest




Lab:  Complete Blood Count




Lab:  Chemistry profile




Spirometry  ( ( respirator clearance)




Step test (fitness assessment)



Drug screen performed?


( yes


( no

Tuberculosis screen (PPD)




Other:



Conclusions:


_______  Applicant IS qualified for the job duties as described.



_______  Applicant IS NOT qualified for the job duties as described.  




(  Under the A.D.A., consider work with the following modifications, if available. 

�  Limit noise exposure.

.


�  Limited use of   L     R    hand/upper extremity/___________________

�  No prolonged standing or walking



�  L      R     hand/upper extremity use only

�  No prolonged sitting / No prolonged static postures

�  No repetitive motion activities involving ________________________

�  No climbing or stooping/squatting



�  No repetitive work above chest      R     L      upper extremities

�  No repetitive bending or twisting



� Weight lifting restriction:  ____________lbs.

�  No chemical/fume exposures



�  _________________________________________________________
_______  Cannot determine qualification at this time.

Comments:  ________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


_____________________________________________________
                                ____________________

                                 
             Physician’s Signature 

Date
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