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Physician’s Statement 

Name: _________________________________________________________  Date: ______________ 
       First   MI  Last 
A completed, signed physician’s statement is required for employment with As 
Needed Staffing.  Your primary care physician must fill out the appropriate section 
on this form. 
 
Medical History: 
 

A. Are you under the care of a physician?  zYes  zNo 
If yes, reason(s)_____________________________________________________________ 

B. Are you taking Medications?  zYes  zNo 
If yes, type: _________________________________________________________________ 

C. Are you willing to have blood/urine screening for drugs/alcohol as a 
condition of employment?  zYes  zNo 
If no, Explain: ______________________________________________________________  

 
Complete the following and attach copies of the results. 
 
TB Skin test   Date:________ Results:______________   
Chest X-ray    Date:________ Results:______________ 
    (If TB test is positive) 
  
 Note: TB Skin test must be in the last year.  X-ray within the last two years 
 
Immunizations: 
Hepatitis B Series  Date:________ Date:________ Date:________   
Tetanus booster  Date:________ 
MMR    Date:________ 
 
Titers: 
Measles (Rubeola) Date:________  Immunity presentz Immunity Not Presentz 
Mumps  Date:________  Immunity presentz Immunity Not Presentz 
Rubella  Date:________  Immunity presentz Immunity Not Presentz 
Varicella  Date:________  Immunity presentz Immunity Not Presentz 
Hepatitis B  Date:________  Immunity presentz Immunity Not Presentz 
 
 
I certify that the above named person, to the best of my knowledge, is in 
good physical and mental health, free from symptoms indicating the 
presence of an infectious disease and any condition which would interfere 
with the performance of his/her duties which may require: assistance with 
transfers; supporting patient during ambulation; providing personal care; 
and skilled nursing function. 
 
 
________________________________________________________________________________ 
  Signature of Physician    Date 
 
 
___________________________________________________________ 
  Printed Name of Physician 
 
_______ I Decline the Hepatitis B Vaccine Series.   I understand that by declining this 
vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease. 
 
 
Date:_______________        Signature:______________________________________________   
 


