[image: image1.jpg]AINTEGRATED





4380 SW Macadam Avenue, Ste. 530 ( Portland, OR 97239  




  Physical Statement
Phone: (877) 670-7407   Fax: (866) 203-6594 





  Health Status
[image: image1.jpg]
 Section A                 Medical Release Authorization                (To Be Completed By Client/Employee)

I, _____________________________, do hereby authorize _________________________ to release any 



Client/Employee Name




Physician Name

information acquired during my medical examination to Integrated Healthcare Solutions, LLC.

I also authorize Integrated Healthcare Solutions, LLC to release any information on this statement,

relevant to employment, to any of its client facilities. 

__________________________________________


__________________


Client/Employee Signature





Date
 Section B           Statement of Physical Health

(To Be Completed By The Healthcare Provider)

Does this client/employee have any latex allergies:
⁯ Yes           ⁯ No

I have examined the patient and determined that this person is in good physical and mental 


health, has no signs or symptoms of communicable diseases, and is able to function and


perform all job duties without any physical limitations in his/her profession at full capacity. 


__________________________


_______________________________



Signature




Title of Provider (MD, DO, NP, PA, CNM)

________________________________

_________________________

_____________


Printed Name



License Number


Exam Date


Office Address:


Street: ______________________________________________________________________


City: __________________________ State: _____________________ Zip: ______________


Office Telephone Number:_______________________  Office Fax: _____________________
THIS DOCUMENT IS VOID UNLESS STAMPED/VERIFIED BY PERFORMING PHYSICIAN/CLINIC 
