
Health Assessment Form  - MUL International 

 

 

Applicant’s Name:  ___________________________________________________________________________________ 
           Last        First           Middle  

 

Social Security #:_________-________-________   Date of Birth:_______________________________   

 

 

Medical History 

Past History:__________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

Recent Illness(Detail):__________________________________________________________________________________ 

____________________________________________________________________________________________________ 

Allergies:____________________________________________________________________________________________ 

Current Medications 

(Detail):______________________________________________________________________________________________ 

 

Physical Examination 

BP:_______________PULSE:______________ TEMP:_____________WEIGHT:_____________ 

H.E.E.N.T.:___________________________________________________________________________________________ 

LUNGS:_____________________________________________________________________________________________ 

HEART:_____________________________________________________________________________________________ 

ABDOMEN:__________________________________________________________________________________________ 

EXTREMITIES:_______________________________________________________________________________________ 

NEURO:_____________________________________________________________________________________________ 

ESR:  _______________________________________________________________________________________________ 

WBC:  ______________________________________________________________________________________________ 

RBC:  _______________________________________________________________________________________________ 

HCT:  _______________________________________________________________________________________________ 

PLT:  _______________________________________________________________________________________________ 

Na:  ________________________________________________________________________________________________ 

K:  _________________________________________________________________________________________________ 

Glu:  ________________________________________________________________________________________________ 

Creat:  ______________________________________________________________________________________________ 

Bil:  ________________________________________________________________________________________________ 

OTHER:_____________________________________________________________________________________________ 

 
 

Antibody Titers/TB Status 

Test  Date   Immune Status        If Negative, Date of 

        (Circle one)              Vaccination 

Measles                   +             -    _____________________  

Rubella                   +             -    _____________________ 

Mumps                                          +             -    _____________________ 

Varicella                                             +             -                 _____________________ 

 

Hep B Antibody   _____                    +             -                  (1)______ (2)______ (3)______ 

              OR  "I do not intend to receive the vaccination 

PPD _____ CM ________     Date: ____________  Signature________________________________ 

PPD _____ CM ________     Date: ____________ 

(If  Negative repeat within 1 month of exam date)        If positive:  CXR:_________________  BCG?___________________ 

 

Examining Physician's Statement 

I certify that Mr. / Ms. _______________________________________’s has no physical or mental impairment to hinder him / her 

from starting his / her employment.   

 

Examining Physician's Name:____________________________  Examining Physicians License #:_____________________ 

 

Examining Physicians Signature:________________________________ Date of Examination: __________________ 


