New Opportunities, Inc.

Physical Examination Form
Name:                                                                                                                                    Date:                             


               Last                                      First                                        M.I.


PHYSICAL EXAMINATION  (to be completed by a licensed physician)
Height ___________   Weight ___________   Visual Acuity ___________   Hgb. Test ___________   

Urinalysis ___________   Blood Pressure ___________   

Codes:    
O - Satisfactory

             
X - Not Satisfactory
Eyes _______    
Heart _______     
Joints _______     
Ears _______     
Lungs _______     
Spine _______   Nose _______     
Abdomen _______     Posture _______     
Teeth _______     
Hernia _______     
Skin _______

Throat _______     
Extremities _______

Explain any “Not Satisfactory” remarks:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Please indicate any examinations completed:

                           MEN:
WOMEN:
Prostate _______     Colonoscopy _______                           Pap Smear _______     Mammogram _______

                                                                                              Is Menstrual Cycle Normal?   ____ Yes    ____  No

GENERAL PHYSICAL APPRAISAL
________________________________________________________________________________________________

________________________________________________________________________________________________

Special considerations (if any):______________________________________________________________________

Allergies (drugs and otherwise): _____________________________________________________________________

Is this person free from communicable diseases? ____ Yes    ____  No

------------------------------------------------------------------------------------------------------------------------------------------------
I have examined the person herein described and have reviewed his/her health history.  It is my opinion 

 that he/she is physically able to engage in vocational program activities, except as noted above.
*Please check one:

____I have assessed that this individual is independent in self-administration of medications (see attached sheet)

____I have assessed that this individual is not independent in self-administration of medications (see attached sheet)

Physician’s Name (Print):   ________________________________________ Telephone: ​​​​​​​​______________________
Physician’s Signature: _________________________________________________   Date: ______________________

Address:
                                                                                                                                                                              


          Street                                                            City
    
State
              ZipCode

