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 MUZUU’S QUALITY CARE NURSING, INC.
4201 Wilshire Blvd, Suite 301-A
Los Angeles, California 90010

Tel: 323-525-0991 ( Fax: 323-525-1006


EMPLOYEE HEALTH HISTORY AND PHYSICAL EXAMINATION

______________________________________________________________________________________

Last Name

       First

               Middle 
                  Birth Date
                Age
                M/F

______________________________________________________________________________________
Phone Number
                     Position Applied For        
           Date of Hire
                Personal MD or Clinic

Employee Limited Physical Statement

The physical examination given is a brief one and is in accordance with the requirements of Title 22, section 74723.  Its purpose is to indicate that the employee is sufficiently free of disease or any health conditions, which would create a hazard to themselves, fellow employees or patients.  This is in no way a complete examination and is not designed to diagnose or treat any medical problem, which you may already have.  For this you must see your own physician.  Tuberculosis screening will also be required.

Do you have, or have you ever had any of the following? Please put a X in the appropriate box.
	
	YES
	NO
	
	YES
	NO
	
	YES
	NO

	Epilepsy/Seizures
	
	
	Chest pain/Pressure
	
	
	Arthritis
	
	

	Head Injury
	
	
	Shortness of Breath
	
	
	Diabetes
	
	

	Dizziness/Fainting
	
	
	High/Los BP
	
	
	Skin Problems
	
	

	Frequent Headaches
	
	
	Heart Disease
	
	
	Measles
	
	

	Neck Pain/Injury
	
	
	Scarlet Fever
	
	
	Mumps
	
	

	Glasses/Contacts
	
	
	Rheumatic Fever
	
	
	Chicken Pos
	
	

	Glaucoma
	
	
	Stroke (CVA)
	
	
	Cancer
	
	

	Cataracts
	
	
	Hernia/Rupture
	
	
	Mental Illness
	
	

	Hearing Problems
	
	
	Ulcer
	
	
	Anemia
	
	

	Thyroid Problems
	
	
	Kidney Problems
	
	
	Menstrual Cramps
	
	

	Tuberculosis
	
	
	Hepatitis
	
	
	Pregnancy
	
	

	Asthma
	
	
	Back Pain/Injury
	
	
	Allergies
	
	

	Chronic Cough
	
	
	Knee Pain/Injury
	
	
	

	Bronchitis
	
	
	Varicose Veins
	
	
	


Specify any illnesses, operations, or injuries not mentioned above. (Include dates) ____________________

______________________________________________________________________________________

Have you ever had a Tuberculosis (skin) test?  Yes ___  No ___  Date __________ If yes did the area become red a swollen?  Yes ___  No ___
Are you taking any medications, vitamins or birth control pills?  Yes ___  No ___  If yes, give names and dosages. ______________________________________________________________________________

______________________________________________________________________________________

Are you currently under the care of a physician?  If yes, explain why _______________________________
______________________________________________________________________________________

List any other problems not listed above _____________________________________________________

______________________________________________________________________________________

I certify that the foregoing statements are true and complete.  Any falsification of this record may be considered cause for denial of employment.

Employee Signature ______________________________________
Date ______________________

BP _____
_____

PPD Site Date _____________________________________________

Height __________

PPD Results:  
Negative ________  Positive ________

Weight _________

Chest X-Ray 

Date ___________   Results _________

Comments

Head


_______
___________________________________________________

Eyes


_______
___________________________________________________

Ears


_______
___________________________________________________

Nodes


_______
___________________________________________________

Nose


_______
___________________________________________________

Neck


_______
___________________________________________________

Mouth


_______
___________________________________________________

Heart


_______
___________________________________________________

Lungs


_______
___________________________________________________

Abdomen

_______
___________________________________________________

Hernias

_______
___________________________________________________

Back


_______
___________________________________________________

Skin


_______
___________________________________________________

Gait


_______
___________________________________________________

ROM


_______
___________________________________________________

Posture

_______
___________________________________________________

Squat


_______
___________________________________________________

Extremities

_______
___________________________________________________

Varicose Veins
_______
___________________________________________________

_____
I have examined the employee and find him/her free of communicable diseases and physically fit.

_____
He/she is physically and medically qualified to perform the duties to be assigned and he/she has no health condition that would create a hazard to patients.

_____
He/she cannot be recommended for employment.  See comments below.

Comments: _____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Date _______________
Physician’s Signature _______________________________________
Medical Examiner Recommendation
Name: __________________________
Position: ___________________________

Company: Muzuu’s Quality Care Registry
Based on the information provided to me by the employee/employer concerning the tasks inherent to the position, as well as the medical findings, I find that the aforementioned individual:
____
Based on the exam and test results requested by the employer, the employee is free from symptoms of infectious diseases.
___
Is capable of performing the required tasks of the work position that has been offered to him/her.

___
Is not capable of performing the required tasks of the work position that has been offered to him/her.

___
Is capable of performing the required tasks inherent to the work position that has been offered to him/her, except for the tasks listed below.

___
Is not capable of performing the required tasks inherent to the work position that has been offered to him/her, except for the tasks listed below.

Comments/Exceptions:

Physician’s Name ______________________

Signature ____________________________
Date ______________________

Facility Name _____________________________________________________

Address _________________________________________________________

Telephone # __________________________
Fax # _____________________
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