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PHYSICAL EXAMINATION-Annual Health Form
Date: ___/___/______        
NAME: ___________________________________ Date of Birth:  ___/____/_____     Employee     Provider 



                 Last




               First 
GENERAL PHYSICAL FINDINGS:

Blood Pressure __________ 

Pulse _______

Respiration ________ Height _____ 
Weight______


Heart _________________

Lungs__________ Musculo-Skeletal__________ GU____________ GI________________
Tests/Vaccines Required by NYSDOH for ALL Employees & Providers:

SPECIFY DISEASE IMMUNIZATION or LABORATORY TEST RESULTS








Date(s):


  







Lab Test of Immunity:                Lab Value: 
Required: 















 

Mumps:




   1)  ___/____/____ 2) ___/___/____    __  Non-Immune /_ Immune
   __________________
Rubella Vaccine
            1)  ___/____/____ 2) ___/___/____    __  Non-Immune /_ Immune
   ________________

Measles Vaccine:           1)  ___/____/____ 2) ___/___/____    __  Non-Immune /_ Immune
   __________________
Tuberculosis (TB Test):  Date of Prev. Test:  ___/____/___    Type: __TST__IGRA (QuantiFERON-TB) Result: _Neg__Pos
***Please Fill Out Page 2-Required***

                        Recommended Vaccines-Immunization Record-Please Attach Lab Results 







Dates Received: 










       Decline:

Patient’s Signature for Declining  

HB Vaccine: 

         1)___/___/____ 2)___/___/___3)___/___/____       Yes/No 
    
X_______________________ 
Tetanus (Booster Every 10 years):               1)___/___/___2)___/___/____       Yes/No 
    
X_______________________ Tetanus/ Diphtheria (DT):




 1)___/___/___2)___/___/____       Yes/No 
    
X_______________________                                                                                                              
Tetanus/ Diphtheria/Acellular Pertussis (TDAP):

   1)___/___/____       Yes/No 
    
X_______________________                                                                                                              
Rubella Titre  
(if born before 1/1/57 rubella verified):

   1)___/___/____       Yes/No 
    
X_______________________                                                                                                           Inactive Polio Vaccine (IPV):     






   1)___/___/____       Yes/No 
    
X_______________________                                                                                                              
Varicella Vaccine (Chicken Pox):






   1)___/___/____       Yes/No 
    
X_______________________                                                                                                              
Influenza Vaccine










   1)___/___/____       Yes/No 
    
X_______________________                                                                                                            
Coronavirus Vaccine (COVID-19): 

1)___/___/___2)___/___/____       Yes/No 
    
X_______________________  ***Patient: By signing the declination above I understand that my exposure to children at various settings/facilities puts me at risk of acquiring the disease. I have had an opportunity to be vaccinated and I chose to decline the vaccinations checked above: Please Initial: X____________________***
















	Specify any follow-up treatment needed or delay due to pregnancy:

MEDICATIONS (List all medications prescribed on a continuing basis):

Physical Limitations (to the best of your knowledge):

a.  Does this person require eyeglasses?       No        Yes               Hearing Aid?         No       Yes

b.  Has this person been treated for any disease entity or injury which hampered his/her ability to function normally for             extended periods.            No        Yes      If yes, explain: 

__________________________________________________________________________________________________ 

c.  Is this person presently being treated for any disorders of a chronic or recurring nature?  (Please include any history of back injury, congenital defect, brain or nervous disorders, etc.):       No          Yes        If yes, explain:

___________________________________________________________________________________________________

___________________________________________________________________________________________________


THIS FORM MUST BE COMPLETED AND RETURNED TO THIS OFFICE PRIOR TO ANY CASE ASSIGNMENT! 
All EI service providers, as well as students, interns, & volunteers who will have regular and substantial contact w/children/families receiving EI services, are required to provide w/Annual Health Assessment, as outlined in NYSDOH EIP Agreement, Section IV, C.

Please Attach Page 2- TB Screening & Risk Assessment Form for EI Providers (Required by NYSDOH-2023) 
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Important Steps, Inc.   PHYSICAL EXAMINATION-Annual Health Form (Page 2 of 2)
NAME:______________________________________


Date of Birth:  ____/____/_____

Tuberculosis (TB) Screening & Risk Assessment Form for EI Providers

History of BCG vaccine does not exempt a staff member from TB Screening. 
· Prospective/ New EI Providers: Baseline TB Screening-Required before providing EI Services In-Person
· Current EI Providers: Required to Submit an Annual Assessment, including TB Risk Assessment & Documentation of Completed TB Education. TB Testing after Negative Baseline TB Test submitted is NO Longer Required 
Most Recent Negative TB Test:

· Date of Negative QuantiFERON Gold or T-SPOT: ____/____/_____
· Dates of TWO Negative Tuberculin Skin Tests:   1) ___/___/___Type: ________Result: ___Negative___ Positive 
                                                                   2) ___/___/___Type: ________Result: ___Negative___ Positive 

· All Positive Tuberculin Tests in persons whose previous PPD/Mantoux was negative require a Chest X-Ray & Treatment started.

· All previous Positive Tuberculin Tests (PPD Mantoux 10mm or over) require a report of ONE Chest X-Ray, (H.C. 49.06)
Chest X-Ray: 
Done at: _____________________________ Treatment: _______________________________

Date:               _____/______/______ Results: ____Negative _____ Positive _____________________________

_________________________________________________________________________________________________
1. Has the patient ever spent more than 30 days in a country with an elevated TB rate? This includes all countries except those in Western  Europe, Northern  Europe, Canada, Australia, and New Zealand. 

    A. ___ YES, has been in a foreign country for ≥30 days (not including those listed above)
B. ____NO,   have  not been in any country for ≥30 days (except the ones  listed above)
2. Has the patient had close  contact with anyone who had active TB since  your last TB test? ___YES /____NO
3. Does the patient currently have  any of the following symptoms?
A. ___YES /___NO   Unexplained fever for more than 3 weeks
B. ___YES /___NO    Cough for more than 3 weeks with sputum  production
C. ___YES /___NO   Bloody sputum
D. ___YES /___NO   Unintended weight loss >10 pounds
E. ___YES /___NO   Drenching  night sweats
F. ___YES /___NO   Unexplained fatigue for more than 3 weeks
4. Has the patient ever been diagnosed with active TB disease? ___YES (Date:___/___/___) or ___NO
5. Has the patient ever been diagnosed with latent TB infection or had a positive skin test or a positive blood test for TB?

A.___ YES, one or more of these is true 
B. ___ NO, none  of these is true 
6. Has the patient been treated with medication for TB or for a positive TB test (e.g., taken  “INH”)?

_____YES /_____ NO
If YES, 1) what year_______ 2)  with which medication_________,3) for how long, ____4) did the patient complete the treatment course?  ________________ 

7. Does the patient have a weakened immune system for any reason including organ  transplant, recent chemotherapy, poorly controlled diabetes, HIV infection, cancer, or treatment with steroids for more than 1 month, immune-suppressing medications such as a TNF-alpha antagonist or another immune-modulator? 
A. ____YES, one or more of these is true            B. ____NO, none  of these is true 
__________________________________________________________________________________________________
The above named is free from a health impairment or communicable disease which is of potential risk to the patient, or has diagnosed disorder which might interfere with the performance of his/her duties of EI Provider, including the habituation of addiction to depressants, stimulants, narcotics, alcohol or other drugs or substances which may alter the individual’s behavior.   This person; both mentally and physically, is capable of performing the duties of a therapist in the home and community environment of infants, toddlers, and preschoolers.

Physician’s Name:________________________ License#:____________ NPI#:____________________

                                 Please Print


Address: ____________________________________________ Phone: (        )________________________ 

Physician’s Signature: X __________________________Date:____/____/___    
