PRN, Inc. 138 N. Hickory Avenue Bel Air, MD 21014 (410) 879-6571 Fax (410) 879-6574

Physicians Health Statement

Applicant (Please Print) ________________________________________________

I hereby authorize the Physician named below to release to PRN, Inc. any information acquired in my recent medical examination which may be relevant to my potential employment.

(Applicant Signature)




(Date)


I have examined _________________________________and to the best of my knowledge she/he is in good physical and mental health and free of any communicable disease and should be able to function in her/his profession without any limitations whatsoever.

______________________________

______________________________

Patients date of birth




Patient Social Security Number


TEST



DATE



RESULT

PPD



__________________

________________

CXR



__________________

________________

(For positive PPD/TB only)

HEPATITIS B TITER
__________________

________________

OR

HEPATITIS B VACCINE 1 __________________

________________

HEPATITIS B VACCINE 2 __________________

________________

HEPATITIS B VACCINE 3 __________________

________________

MMR VACCINE / TITER  ___________________

________________

OTHER (Please Indicate _____________________

________________

Please attach all lab results

____________________________________
_________________________

(Physician Signature)




(Date of physical)

___________________________________

_________________________

Physician name (please print)


Physician Address
