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Angel Care Inc.
1580 Dahill Road, 2nd Floor

 Brooklyn, NY 11204

Phone: 917-507-7500 Fax: 917-507-7501

It is our company policy that all individuals receive annual physical exams. Complete physicals are to include the following:

1. TB Symptom Evaluation (Completed by physician)
2. Risk Assessment (Completed by employee)
3. Drug Screen (urinalysis)
4. Seasonal Flu Shot from September to May (or notice of inability to take flu shot)

Please note that we need copies of ALL LAB WORK/REPORTS. Also, all paperwork must include DOCTOR’S STAMP, MD LICENSE NUMBER, SIGNATURE AND DATE.
Sincerely,

Administration
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Angel Care Inc.
EMPLOYEE HEALTH ASSESSMENT
NAME: ___________________________________________ MARITAL: □M □S □W □D               SEX: □M □F

ADDRESS: ____________________________CITY: ______________STATE:_____ZIP CODE: __________

EMERGENCY CONTACT NAME: _________________________________PHONE #:___________________
INDICATE ANY ILLNESS EXPERIENCED BY YOU IN THE PAST:

	CONDITION
	YES
	NO
	CONDITION
	YES
	NO

	DIABETES
	
	
	MIGRAINE HEADACHES
	
	

	KIDNEY DISEASE
	
	
	FAINTING OR DIZZINESS
	
	

	HEART DISEASE
	
	
	WEIGHT GAIN/LOSS 15+lbs. OR MORE
	
	

	HIGH BLOOD PRESSURE
	
	
	CHANGE IN ENERGY LEVEL
	
	

	ARTHRITIS
	
	
	FREQUENT/PERSISTANT COUGH
	
	

	TUBERCULOSIS
	
	
	BLOOD IN SPUTUM
	
	

	MENTAL I LLNESS
	
	
	SHORTNESS OF BREATH
	
	

	EPILEPSY/CONVULSIONS
	
	
	CHEST PAIN/PRESSURE
	
	

	CANCER
	
	
	SWELLING IN LEGS AND FEET
	
	

	PAIN IN CALF WHEN WALKING
	
	
	CHANGE IN BOWEL HABITS
	
	

	BACK PAIN WHEN URINATING
	
	
	INFECTIOUS DISEASE
	
	

	INCREASED THIRST
	
	
	PERSISTANT SORES/LUMPS
	
	


· DO YOU SMOKE?







                               __YES    __NO


· DO YOU DRINK ALCOHOLIC BEVERAGES? 



                             
  __YES    __NO

· DO YOU TAKE DEPRESSANT OR NARCOTIC DRUGS THAT ALTER YOU BEHAVIOR?
   __YES   __NO

· DO YOU TAKE PRESCRIPTION MEDICATIONS?



 

  __YES   __NO

NAME OF YOUR PHYSICIAN: _____________________________________________________________________

PHONE NO.:____________________________________________________________________________________
I HAVE READ THE ABOVE AND DECLARE THAT I HAVE HAD NO INJURY, ILLNESS OR OTHER AILMENT OTHER THAN IDENTIFIED. I CERTIFY THAT I AM NOT HABITUATED OR ADDICTED TO ANY STIMULANTS, DEPRESSANTS, DRUGS, ALCOHOL OR OTHER SUBSTANCES THAT MAY ALTER MY BEHAVIOR.
EMPLOYEE: ____________________________________________DATE:___________________________________
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    Angel Care Inc.
EMPLOYEE PHYSICAL EXAMINATION REPORT

□Annual Assessment                                    □Return to work/LOA                                               □Other
	Name:


	Marital Status:  M   S   W   D
	Sex:  M    F

	Address:


	SS#:
	Title:


PHYSICAL EXAMINATION
	HEAD/ENT:
	CARDIOVASCULAR:

	EYES:
	MUSCULOSKELETAL:

	NECK:
	ABDOMEN:

	BREASTS:
	GENITOURINARY:

	LUNGS:
	CENTRAL NERVOUS SYSTEM:

	COMMENTS:

	HT:
	WT:
	B/P:
	PULSE:
	RESP:
	TEMP:


URINE DRUG (5-PANEL+) LABORATORY TEST
	TEST
	DATE PERFORMED
	RESULTS (PROVIDE LAB VALUES AND INTERPRETATION)

	Drug Screen (ANNUALLY)
	Date:
	Results

(please attach lab reports)
	Date of Result:

	TB RISK ASSESSMENT

	Have you had a cough lasting more than three weeks?
□Yes                         □No
	Have you lived with or spent time with anyone who had or may have had TB?          □Yes                         □No

	Do you have HIV/AIDS, diabetes, cancer, kidney disease or an immune disorder?      □Yes                         □No
	Have you lived in or visited any of the following areas for more than a month: Africa, Asia, Mexico, Central or South America, the Caribbean or Eastern Europe?                □Yes                         □No

	Have you been treated with medication for TB or for a positive TB test?          □Yes                         □No
	Have you had prior diagnosis of active TB or latent TB infection of a positive skin test or blood test?         □Yes                         □No

	Date TB Risk Assessment Completed? 
If answer is yes, please perform PPD/QFT-Gold or Chest X-ray if PPD positive

	PPD Test/QFT-Gold Test
	Date:
	Results

(please attach lab reports)
	Date of Result:

	If TB Test is positive, please do Chest X-ray
	Date:
	Results

(please attach lab reports)
	Date of Result:

	TB SYMPTOM EVALUATION- YES or NO (if Chest X-Ray was previously performed)

	CHEST PAIN
	LINGERING COUGH 3+ WEEKS
	WEIGHT LOSS

	WEAKNESS
	INCREASED SWEATING AT NIGHT
	NO APPETITE

	LOSS OF ENERGY
	COUGHING UP BLOOD OR SPUTUM
	FEVER/CHILLS

	IMMUNIZATIONS
	DATE
	DATE
	DATE

	HEPATITIS B VACCINE
	1.
	2.
	3.

	RUBELLA (MMR) VACCINE
	1.
	
	

	RUBEOLA/MEASLES (MMR) - 2 STEP VACCINE
	1.
	2.
	

	COVID-19 VACCINE
	
	
	

	INFLUENZA VACCINE (Annually, Mandatory)
	Date Received:

                                       
	Manufacturer:

Lot #: 

Exp. Date:

	
	Dose:


	Name of person administered:

	□This individual is free from any health impairment that is a potential risk to the patient or other employee o which may interfere with the performance of his/her duties including habituation or addiction to drugs or alcohol.

□This individual is able to work with following limitations:

□This individual is not physically/mentally able to work. (specify reason):
	DOCTORS STAMP


Physician Signature:




 Lic. No.




Date:

Revised 8.24.21

