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MEDICAL  CLEARANCE

I, ___________________________, certify that on_____________________, I evaluated

             Name of Physician                                                   Date

_____________________________ and I affirm that no medical conditions are present 

            Name of Consumer

which preclude living in a group home-setting (no nursing staff available 24-hours/day). 

Is the consumer in need for on-going medical follow-up?   Yes / No

                                                                                                          (circle one)

4 If YES, for what medical conditions?

__________________________________________________________________________

__________________________________________________________________________

   

__________________________________ ______________

   Name of Medical Professional (print) Date

__________________________________

      Signature of Medical Professional


