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Pre-Employment Physical

Policy

Purpose

Company Name requires current employees and appli-cants to whom a conditional offer of employment has been extended to undergo medical examinations whenever man-agement determines that these are necessary for the safe operation of the organization or job-related as consistent with business necessity.

Scope

Successful applicants for employment may be required, as a condition of employment, to take a medical examination to establish their fitness to perform the jobs for which they have applied without endangering the health and safety of themselves or others. Here is an example of positions that will require pre-employment testing: Truck Driver, General Labor, Elevator Operator, Applicator, or other positions that may be determined as safety sensitive positions.

Employees may be required to have a medical examina-tion on other occasions when the examination is job-related



and consistent with business necessity. For example, a medical examination may be required when an employee is exposed to toxic or unhealthful conditions, requests an accommodation for a particular disability, or has a ques-tionable ability to perform essential job functions due to a medical condition.

Cost of Required Examinations

Medical examinations required by Company Name will be paid for by Company Name and will be performed by a phy-sician or licensed medical facility designated or approved by the company. Medical examinations paid for by Company Name are the property of the company, and the examination records will be treated as confidential and kept in separate medical files. However, records of specific examinations,

if required by law or regulation, will be made available to the employee, persons designated and authorized by the employee, public agencies, relevant insurance companies or the employee’s doctor.

This material is designed and intended for general information purposes only. It cannot contemplate all potential situations that may arise in your operation and is not intended, nor shall be construed or relied upon as legal advice.
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Pre-Employment Physical

Policy

SAMPLE

Pre-Employment Physical/Drug Test Authorization

Procedures for complying with Company Name Post-Offer, Pre-Employment Physical and/or Drug Test Requirement:

Prospective employees in certain positions must pass a post-offer, pre-employment physical exam and/or drug test performed at one of the examination or testing centers designated by Company Name. Please complete this form and have the applicant present it upon arrival Applicants should be made aware that if drug testing is required, a urine test will be administered and the applicant will need to be prepared to submit a urine specimen.

A completed copy of this form along with the employee’s Drug Policy Acknowledgement form will also need to be sent to the following testing site:

Facility Name

Address

City, ST Zip

Phone number

Name of who will schedule exam(s) (i.e. employer or employee)

Please check the exam(s) and/or test(s) required for this applicant:
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Doctors and testers do not need to return this form to Company Name after tests and exams.

	Applicant Last, First Middle:
	
	
	Proposed Hire Date:
	

	Applicant Address:
	
	
	
	Job Title:
	
	
	
	

	Applicant Phone Number:
	
	
	Hiring Department:
	
	
	

	Authorized Signature Required:
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Pre-Employment Physical

Policy

	Confidential Record for
	
	Job Title:
	
	
	
	

	
	
	Hiring Department:
	
	

	Applicant & Medical Provider
	
	
	
	

	
	
	
	
	
	SAMPLE
	
	
	

	
	
	
	
	Physical Examination Form
	
	
	

	
	
	
	
	to be completed by applicant
	
	
	

	Applicant Name:
	
	
	
	
	
	
	

	
	Last
	
	First
	
	
	Middle Initial

	
	
	
	
	
	
	
	
	

	Address:
	
	
	
	
	
	
	
	

	
	
	
	Street
	
	City
	State
	Zip Code

	Date of Birth:
	
	
	Social Security Number:
	
	
	
	


Have you ever had or do you have any of the following problems?

	No
	Yes
	No
	Yes

	Severe Headaches
	
	Stomach Problems
	

	Loss of Consciousness
	
	Black/Bloody Bowel Movements
	

	Epilepsy
	
	Hernia
	

	Dizziness/Fainting Spells
	
	Kidney Problems
	

	Nervous Disorders
	
	Arthritis
	

	Visual Problems
	
	Back Pain or Injury
	

	Hearing Problems
	
	Joint Pains or Injury
	

	Shortness of Breath
	
	Broken Bones
	

	Chronic Cough
	
	Allergies
	

	Emphysema
	
	Diabetes
	

	Asthma
	
	Tumor
	

	High Blood Pressure
	
	Hepatitis
	

	Chest Pain
	
	Tuberculosis
	

	Heart Problems
	
	Alcohol Problems
	

	Skin Problems
	
	Drug Problems
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Explain all ‘Yes’ answers:


	Are you currently under a doctor’s care?
	No
	Yes  For what health problem?
	

	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Name of Doctor
	
	
	
	
	Address
	
	
	Phone Number

	Do you smoke?
	No
	Yes
	How much?
	
	Type:
	

	
	
	
	
	
	
	

	Are you taking medication?
	No
	Yes
	Explain:
	
	
	
	

	
	
	
	
	
	
	
	

	Have you ever had surgery?
	No
	Yes
	Explain:
	
	
	
	

	
	
	
	
	
	
	
	



I hereby certify all of the above answers are true to the best of my knowledge. I authorize the release of this medical record to my employer or prospective employer.

Authorized Signature Required:
Date:


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Pre-Employment Physical
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Policy
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Confidential Record for
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Applicant & Medical Provider
	
	
	
	
	
	SAMPLE
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	Physical Examination Form
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	to be completed by physician
	
	
	
	
	
	
	

	Applicant Name:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Last
	
	
	
	
	
	
	
	
	First
	
	
	Middle Initial
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	General Appearance and Development:
	Good
	
	Fair
	Poor
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Vision
	
	
	
	
	
	
	
	
	
	
	

	
	Distance:   Right 20/
	
	
	
	Left
	20/
	
	
	Without corrective lenses
	With corrective lenses, if worn
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	Evidences of diseases or injury:
	Right:
	
	
	
	
	
	
	
	
	Left:
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Hearing
	
	
	
	
	
	
	
	
	
	
	

	
	Right:
	
	
	
	
	
	
	
	
	
	
	
	
	
	Left:
	
	
	
	
	
	
	
	
	
	
	
	

	
	Disease or injury:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Thorax
	
	
	
	
	
	
	
	
	
	
	

	
	Heart :
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Blood Pressure:   Systolic:
	
	
	
	
	
	
	
	
	Diastolic:
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Lungs:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



Abdomen


	Scars:
	
	
	
	
	Abnormal masses:
	
	
	Tenderness:
	

	Hernia:
	No
	Yes
	If so, where?
	
	
	Is truss worn?
	
	

	
	
	
	
	
	
	
	
	



Pre-Employment Physical

Policy

Confidential Record for

Applicant & Medical Provider

SAMPLE

Physical Examination Form

to be completed by physician

	Applicant Name:
	First
	Middle Initial

	Last
	
	



Reflexes


	Rhomberg:
	
	
	
	
	
	
	
	
	
	
	
	

	Pupillary:
	
	
	
	
	
	Light  R:
	
	
	
	L:
	
	

	Knee jerks
	
	
	
	
	
	
	
	
	
	
	
	

	Right
	Normal:
	
	Increased:
	
	
	Absent:
	
	

	
	
	
	
	
	
	
	
	

	Left
	Normal:
	
	Increased:
	
	
	Absent:
	
	

	Remarks:
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	
	
	Reflexes

	Upper:
	
	Lower:
	
	Spine:
	
	

	
	
	
	
	
	
	


Based upon my examination the above individual:

[image: image7][image: image8] is physically able to perform the essential functions of the position as described.
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	Name of Physician
	Address
	
	Phone Number

	Authorized Signature Required:
	
	Date:
	


Return this page to Contact Person at Company Name - fax number and/or email address
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