PHYSICAL EXAMINATION GUIDELINES

To assist you in evaluation the individual, we suggest the following tests be performed as part of the physical examination:

· Audiogram

· PPD – tuberculosis

· Vision

· Musculoskeletal function

After completing the exam, we ask that you fill out this form attached. This form may be given to the individual for return to us, or you may mail it to the address provided above in our letterhead.

VOLUNTEER HIPAA RELEASE

In accordance with the Health Insurance Portability and Accountability Act (HIPAA) guidelines, I agree to the release of the medical information found on this form to the Walworth Ambulance Inc. Board of Directors.

Applicant’s Signature: _________________________________ Date: ______________

CERTIFICATION OF VOLUNTEER

I certify that I was physically examined in person and I have fully and truthfully answered all questions asked of me by the physician who examined me and presently know of no defect, infirmity, impediment or departure from normal good health that would in any way interfere with my serving as a volunteer driver, medic, assistant, or support member.  Further, I understand Walworth Ambulance Inc. is to keep this medical record confidential and locked in a secure file.  I consent to its use by the Board of Directors and Director of Operations, solely to determine my qualifications as a volunteer and for no other purpose.

Applicant’s Signature: _________________________________ Date: ______________

PATIENT MEDICAL HISTORY

Name: ___________________________
Date of Birth: _______________________

Address: _______________________________________________________________

Allergies: ______________________________________________________________

Current Medications:______________________________________________________

Medical Problems: _______________________________________________________

PHYSICIAN’S ASSESSMENT & EXAMINATION

Eyes: ___________________________   Vision: _____________________________

Musculoskeletal: _______________________________________________________

PPD Test: ________________________


After reviewing this individual’s medical history and status, it is my recommendation that he/she:

A. _____ is medically capable of performing the duties of an ambulance driver, medic, or assistant including heavy lifting and strenuous physical activity in a variety of environmental conditions.

B. _____ is medically capable of performing ambulance duties in only a support capacity, with certain physical limitations (list any limitations below).

Limitations: ______________________________________________________


        _______________________________________________________

C. _____ is medically incapable of performing any ambulance duties.

PHYSICIAN’S CERTIFICATE:

Physical exam performed by:
 ____________________   ______________________






(print name)


(signature)

Date ___/___/___

Office Address & Phone No. ________________________________________________





________________________________________________

