WILSON COUNTY BOARD OF EDUCATION

351 Stumpy Lane

Lebanon, Tennessee  37090

Telephone:   (615) 444-3282

Fax:              (615) 453-7338
MEDICAL EXAMINATION FORM FOR EMPLOYEES

In accordance with state and local regulations, this form must be completed, signed by a medical doctor, and submitted prior to your first day of employment.

NAME:  _______________________________________  AGE:  _______  DATE:  ____________

ADDRESS: ___________________________________  POSITION:  ______________________

CHECK NORMAL FINDINGS; DESCRIBE ABNORMAL FINDINGS

Temperature
________
Pulse
________
Reflexes
________

Chest

________
Heart
________
Respiration
________

Weight

________
Ears
________
Eyes

________

Hearing

________
Vision
________
Nose

________

Throat

________
Teeth 
________
Thyroid

________

Blood Pressure
________
Color Perception  ________


Nutrition
________
Vascular System  ________
Is this employee at high risk for TB (tuberculosis), which includes, but is not limited to, contacts to TB cases, immune suppression, and foreign-born?  Yes ___  No ___

If “yes,” a tuberculin test or chest x-ray MUST be attached, and the medical examination will be considered incomplete until results are received.  This applies to the initial year of employment ONLY.  Preschool and Kids’ Club caregivers are required by state regulations to have a TB skin test and/or chest x-ray.
------------------------------------------------------------------------------------------------------------

Is this employee free of apparent communicable disease?               Yes ________   No _________

Is this employee physically competent to perform duties of position for which assignment has been made?                                                                                        Yes ________  No _________

Approval temporarily withheld pending correction to the following: _______________________

------------------------------------------------------------------------------------------------------------

______________________________________
______________________________

                    Examining Physician 



Date of Examination

__________________________________________
                   Type or Print Name of Physician
