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Initial intern/student/volunteer/job coach assessment
To be completed by candidate’s primary care doctor

Print Name ______________________________________________Date of Birth _______________  
SECTION ONE – TO BE COMPLETED BY volunteer or intern:
	Do you have any of the following?
	Yes
	no

	Heart or circulatory problems
	
	

	Respiratory diseases ( i.e. asthma, chronic bronchitis, COPD, etc)
	
	

	Back or neck injuries or problems 
	
	

	Bone or joint injuries or problems (i.e. torn rotator cuff, tendon tears, etc)
	
	

	Diabetes
	
	

	Have you ever been diagnosed with Tuberculosis
	
	

	Have you ever been diagnosed with hepatitis
	
	

	Have you ever been in the hospital for more than a day stay ( provider, please specify why and when on page 2)
	
	

	Do you have any neurological illnesses  such as MS, epilepsy, stroke
	
	

	Have you ever been diagnosed with PTST, depression or anxiety
	
	

	Report the following 
	
	

	Do you take any prescription, over the counter, herbals or supplements (list below)
	
	

	Have you had a tuberculin skin test within the past year? (attach a copy) If so and if negative, only one TST needs to be completed now by your doctor
	
	

	Attach a copy of your COVID vaccination card 

	
	

	Have you had a 2022-23 flu shot
	
	

	Any other health concerns (each should be addressed by your doctor)
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Name: ____________________________________________ Date _____________________________
SECTION TWO   Assessment – To be completed by PMD (review page one) 
Pulse _______ Blood Pressure_______/_________   (repeat if > 140/90)   _________/__________

Declared height  ____ ft  _____ inches     Weight:_____________
Past Medical History:  ______________________________________________________________________________________

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Past Surgical History: (include dates of procedures)
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Proof of immunity to rubella/rubeola  (attach titres or shot records)___________________________________________
Review of medication list: __________________________________________________________________________________

___________________________________________________________________________________________________________
Tuberculin skin testing ( 2 step) or IGRA ATTACH COPIES of testing done within 12 months
Disposition


___   Subject is able to perform essential functions as a volunteer or intern without restrictions.  He or she appears free of any health impairment that would be a potential risk to residents or which might interfere with the performance of his or her duties in (check all that might apply)

___ Nursing Home
___ Adult Home
___ Day Programs


___ Home Care
___ non-direct care
___ Assisted Living Program


___ Subject  requires additional evaluation 

                        (referral to _____________________________________________________)

            ____ Subject is able to serve only with the following restrictions: ____________________________________

                     _____________________________________________________________________________________________
           _____ Subject is not able to serve as a student at this time.

Assessment done by (print)_______________________________________________________________ title _________
Signature: ____________________________________________________________________________________________

Address ______________________________________________________________________________________________
Relationship to candidate   ___ PMD   ___ specialist   ____ other (specify) _________________________________

Date completed __________________________
I am free of the habituation or addiction to depressants, stimulants, narcotics, alcohol, or other drug substances that may alter my behavior     ___ yes   ____ no (provide details here)_____________________________________________________________________________





Please list your regular medications here (include supplements, over the counters, birth control) ______________________________________________________________________________________________


__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Do you have allergies to:  latex,  powder in gloves, dogs, cats, other animals, foods, or products?  ____ yes   ____ no    If yes, be specific _______________________________________________


___________________________________________________________________________________





I declare the above is true and complete to the best of my knowledge


Signed ________________________________________________ Date _______________________
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