
    Health Exam Form 

____________________
  Date 

_________________________________          
      Name 

_____________________________________________________________________________ 
         Address City    State 

       _____________       _________            __________  ___________ 
   Gender   Age  Height Weight 

Allergies: ______________________________________________________________________ 

TB Test Results: ____________________  Date TB Test Read: ___________________ 

Past Illnesses: ___________________________________________________________________ 

Examiner’s statement regarding physical condition, treatment, restrictions, special requirements:

_________________________________________________________

_________________________________________________________

I HEREBY CERTIFY that I have examined the above teacher or school employee and find him/her free of disease of a 

communicable nature and physically fit for employment 

______________________ ____________________________________________ 
   Date of Exam  Physician Name (Please Print) 

______________________________________________________ 
  Signature of Physician 

___________________________________________________ 
 Address of Physician 

Please return this form to one of our ROE #21 offices, or email to licensure@roe21.org.
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