Mount Sinai School of Medicine
Medical Certification

Name: SS#: - - DOB: I
Last, First (MM/DD/YY)

Immunizations
1. P.PD. Date Placed: Date Read:

Negative: Positive:
(If history of +PPD or now PPD+ please submit copy of Chest X-ray and dates of treatment)

2. MMRor Date:
Titers U Immune: O Not Immune: Date Tested:
3. Hepatitis B or Titer* 18t Dose: 2nd Dose: 3d Dose:

*(If vaccination is declined a signed statement must be attached.)

PHYSICAL EXAMINATION
Vital Signs Pulse:

Weight: % Height: % BMI:
General Appearance:

Normal | Abnormal
Comments

Head

Eyes

Ears

Nose/Mouth/Throat
Teeth

Neck

Chest




Mount Sinai School of Medicine
Medical Certification
(Continuation)

Cardiovascular
System

Abdomen

Genitalia

Back/Spine
(Scoliosis)
Extremities/Hips

Skin

Neuro
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Assessment:

Plan:

O I have examined the above named on and found him/her to be medically fit and
capable of performing all assigned duties.

a This person has a condition that will affect their ability to function effectively and may place others at risk (please
describe condition).

Physician's Name (Printed) Address
Physician’s Signature City, State, Zip Code
Administrative Use Only
, MD T Okay to Participate
Reviewed by:
[] Needs
Signature
/ /
Date



