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Angel Care Inc.
1580 Dahill Rd., 2nd Floor

 Brooklyn, NY 11204

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

Please be advised that ______________________ has applied for a position in our company.  It is our company policy that all individuals seeking employment have a complete physical. Complete physicals are to include the following:

1. 2- Step PPD testing/IGRA Blood Assay within the last 12 months (Attach lab reports- if positive, a copy of Chest X-Ray must be provided)
2. If Chest X-ray is provided and is more than 1 year old -TB Screen (Completed by physician)
3. Rubella Titers (prior to hire ONLY)/proof of prior immunization (MMR)

4. Rubeola/Measles Titers (prior to hire ONLY) )/proof of prior immunization (MMR- 2 Step)

5. Drug Screen (urinalysis- does not include Marijuana/Cannabinoids)
6. 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 PHYSICAL EXAMINATION REPORT

□Pre-employment Physical Assessment      □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:


LABORATORY TEST RESULTS
	TEST
	DATE PERFORMED
	RESULTS (PROVIDE LAB VALUES AND INTERPRETATION)

	Drug Screen (ANNUALLY)
	Date:
	Results:

(please attach lab reports)

	Measles Titer (Rubeola)
	LAB VALUE:
	NON-IMMUNE                                  IMMUNE                  

	Rubella Titer
	LAB VALUE:
	NON-IMMUNE                                  IMMUNE                  

	Rubella?Measles (MMR)- 1st Step
	Measles (MMR)-2 Step Vaccine
	1.
	2.

	PPD/Mantoux- TST Test – 1st Step
	 DATE IMPLANTED:
	 DATE READ:
	RESULTS (mmxmm):

	Manufacturer:

Lot#:
	Administered by: 
	Read by: 
	Interpreted by:

	PPD/Mantoux-TST Test – 2nd  Step
	 DATE IMPLANTED:
	 DATE READ:
	RESULTS (mmxmm):

	Manufacturer:

Lot#:
	Administered by: 
	Read by: 
	Interpreted by:

	IGRA/QFT-Gold Blood Essay
	Date Collected:
	Result Date:
	Results:

(please attach lab reports)

	CHEST X-RAY (if PPD is positive)
	Date:
	Results:

(please attach lab reports)

	TB SYMPTOM EVALUATION/SCREEN- YES or NO

	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.

	COVID-19 VACCINE
	1.
	2.
	

	INFLUENZA VACCINE (Annually, Mandatory)

Manufacturer:

Lot #: 
	Date Received:

                                       
	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 12.16.20

