ADVANCED CHILD THERAPIES  LLC
MEDICAL FORM

First Name ___________________________ Last Name_______________________
Address___________________________ Last Four Digits of Social Security Number ____________
Cell Phone Number _______________________ Email Address___________________________

Physical Examination 
Date ______/______/_______

Height ________ Weight________ Blood Pressure ______/______

Pulse _________ Respiration __________ Heart ___________ Chest _______________
Current Medications: ______________________________________________________


If required in your position, would you be willing to have screening tests for drug/alcohol done on your blood/urine as a condition for employment?  Yes _____ No _____   If no, explain: _______________

________________________________________________________________________________
 Lab Test Results
PPD/Mantoux/T.B.
________________
   ________________   _____________________________




Date Placed

   Date Read

      Results
Positive Reading:
________________   _________________




Date of Chest X-Ray
    Results

A Mantoux test is required every year, unless previously positive.
Immunizations/Titres

Hepatitis B Vaccine


___________________________________






1st Date

   2nd Date

3rd Date
Measles



___________________

Pertussis __________________





Date/Results





Date/Results
Mumps



___________________

Varicella ___________________





Date/Results





Date/Results
Measles vaccine is required as follows: proof of two doses of vaccine, a positive titre, or physician certification of disease if born on or after January 1, 1957.
Rubella/Rubeola Titre


___________________ 

Influenza _____________________





Date/Results





Date/Resuls
A Rubella titre is required unless a positive titre is on record.  
Tetanus-Diptheria (within 10yrs)
___________________






Date/Results
A DT immunization is required every ten years to maintain immunity.
If any immunizations were refused:
__________________________________________________________





Initials/Date
The above individual is free of any diagnosed disorder or communicable disease which is of potential risk to children/families which might interfere with the performance of his/her duties.
Signature of Physician_____________________________Date_________________________

Name of Physician_______________________________
License Number _________________________________ NPI Number _______________________

Address ________________________________________Phone Number _____________________
Please affix stamp:
