
  

The Workplace 
1455 E. Bert Kouns Industrial Loop ▪ P.O  Box 1455 ▪ Shreveport, LA  71135 ▪ 318-795-4744 ▪ Fax 318-795-4748 

Date of Service:      
Physical Exam 

 
Name:        SSN:           DOB:    
 

Employer:               
 

Race (circle one):  ASIAN  BLACK  HISPANIC INDIAN  WHITE  OTHER  
   
 

What work will you be doing? (Job title/Description):           
 
                
 

Have you done this type of work before?   Yes  No 
 If so, did you have problems?  Yes  No 
 Will you be able to do this job?  Yes  No  Uncertain 
 

Y N 
Have you ever been off work for more than one 
day due to job-related illness or injury? 

   IMPAIRMENT HISTORY 

  If yes, when    Do you have: 
Y N Have you even been hospitalized?  Y N Loss of vision in either eye that cannot be corrected? 
  If yes, when   Y N Loss of hearing that requires a hearing aid? 

Have you had exposure to: When  Y N Decreased function in either hand, including grip and strength and the use  
Y N Asbestos                           .    of all fingers? 
Y N Biological Fluids                           .  Do you have any impairments or problems that would interfere with your ability to: 
Y N Coal                           .  Y N Work at heights 
Y N Cotton Dust                           .  Y N Work in cold or heat 
Y N Epoxy Resins                           .  Y N Work around or operate dangerous machinery 
Y N Foundry Work                           .  Y N Drive company vehicles or public highways 
Y N Fumes/Vapors                           .  Y N Work in confined spaces 
Y N Heavy metals/Mining                           .  Y N Use a respirator 
Y N Heavy dusts                           .  REVIEW OF SYSTEMS    Have you ever had or been told you had: 
Y N Loud noise                           .  Y N Asthma 
Y N Pesticides                           .  Y N Serious allergies 
Y N Solvents/Degreasers                           .  Y N Back pain 
Y N Vibration                           .  Y N Bronchitis 
Y N Welding/Soldering                           .  Y N Carpal tunnel syndrome 
Y N Other                           .  Y N Chest pain 
     Y N Diabetes 

PERSONAL HABITS  Y N Emphysema 
Y N Do you smoke cigarettes now?  Y N Epilepsy or other seizure disorders 
 Packs per day : Years:  Y N Fainting spells 

Y N Have you smoked in the past?  Y N Hearing difficulty 
  When did you quit:   Y N Heart attack 

Y N Do you use chewing tobacco or snuff?  Y N Heart disease 
  Times per day:                      Years:  Y N Hepatitis, cirrhosis, or other liver disease 

Y N Do you drink alcohol?   Y N High blood pressure 
  Drinks per week:   Y N Jaundice 

Y N Do you use illegal drugs?   Y N Musculoskeletal problems 
  List:   Y N Neurological problems 

Y N Do you exercise for 30 minutes three times a week or more? Y N Nose bleeds 
MEDICATIONS Y N Shortness of breath 

Y N Do you take prescription medication?  Y N Sleep disorders 
  List:                                                                                         . Y N Surgery 

Y N Are you allergic to any medication?   Y N TB positive 
  List:                                                                                         . Y N Vision problems 

Y N Have you had a tetanus booster in the past five (5) years? Y N Wear contacts 
FAMILY HISTORY Y N Wear glasses 

Y N Serious heart disease before the age of 50?  
Y N Diabetes in the immediate family?  
Y N Insulin dependent?  
Y N Colon cancer in the immediate family?  
Y N Lung disease (chronic bronchitis, emphysema, cancer? 
    
    

The answers on this page are true and correct to the best of my knowledge and belief.  I 
understand that falsification may be grounds for termination.  This also authorizes 
release of any medical information, concerning my past or present condition pertinent 
to my employment, by the physicians and staff administering this examination. 
 
 
Applicant Signature:                                                                                                  . 

     
    Date:                                                                              . 
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Date of Service:      
Physical Exam 

 
Name:         SSN:       
 
Height:    Weight:    Temp:     Vision: Uncorrected Corrected Visual Fields 
B/P Resting  Pulse:    Repeat B/P   Near Rt    Near Rt  Rt        º 
(2 min of ex) Pulse:                Lt             Lt   Lt         º 
Respirations/min                  Distant Rt  Distant Rt  Color  NL  AB 
Hearing to forced whisper @ 5 ft: Rt                           Lt               Lt  Depth Perception 
    Lt          NL AB 
 
    Heart    Reflexes    
HEENT         Rhythm NL AB       Babinski NL AB 
Eyes         Auscultation NL AB       Romberg NEG POS 
    Globe NL AB  Abdomen NL AB       Pupillary   Rt NL AB 
    Pupils NL AB  Abd. surg scar N Y   Lt NL AB 
    EOM’s NL AB  Hernia         Accom.     Rt NL AB 
    Funduscopic NL AB       Umbilical N Y   Lt NL AB 
Ears        Inguinal N Y       Biceps       Rt NL AB 
    Canal Clear Y N       Femoral N Y   Lt NL AB 
    TM Visualized Y N  Varicocele N Y       Knee          Rt NL AB 
     Scarring of TM N Y  Upper Extremity NL AB   Lt NL AB 
    Drainage N Y  Hands/Fingers NL AB       Ankle        Rt NL AB 
Nose NL AB  Legs NL AB   Lt NL AB 
Mouth    Knees NL AB  Proprioception   
    Teeth NL AB  Knee surg. scar N Y       UE Rt NL AB 
    Throat NL AB  Feet/ankles NL AB   Lt NL AB 
Skin NL AB  Varicosities NL AB       LE Rt NL AB 
Neck NL AB  Up. ext. strength NL AB   Lt NL AB 
Thyroid NL AB  Up. ext ROM NL AB  Sensory Examination:  
Chest wall NL AB  Low ext. ROM NL AB       UE Rt NL AB 
Lungs NL AB  Back/spine ROM NL AB   Lt NL AB 
    Back surg scar N Y       LE Rt NL AB 
    Neurological Exam:    Lt NL AB 
OPTIONAL:    Cran. nerves 2-12: NL AB     
Genitalia  NL AB         
Breast  NL AB         
Rectal  NL AB         
Medications: 
 
Allergies 
 
PSH: 
 
Comments: 
 
 
 
 
 
 
 

            
     Provider Signature      Date 
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Date of Service:      
 

 
 

Physical Exam 
 

Name:          SSN:       
 

EXAMINATION RESULTS 
 

  Able to perform essential functions as listed 
 
  No job description available at time of exam.  Cleared for job duty according to verbalized description  
  provided by patient. 
 
  Unable to perform all essential functions as listed.  Please list failed essential function(s): 
 
                
 

                
 
  No medical restrictions are indicated. 
 
  The following medical restrictions are indicated: 
 
                
 

                
 
  Recommend further evaluation 
 
Remarks:                
 

                
 

                
 
 

         
Provider Signature    

 
 

           
Provider Print Name Here   


