
  

 

Health Status Form: 

 

______________________________has been examined on this date____________________________, 

and is found to be in good physical and mental health, free from communicable diseases, and able to 

perform all functions and job duties as a healthcare professional, without limitations, in his/her 

profession at full capacity. 

 

Physician Signature: 

 

Physician Name: 

 

License Number: 

 

Telephone Number: 

 

Address: 


