
 
H e a l t h  S t a t e m e n t  

 

For:   

   

   
 
Exam Dates:   

 
Rubella Titer: Date:   Results:   

Rubella Vaccination: Date:   

MMR Vaccination: Date:   

Mumps Titer: Date:   Results:   

Rubeola Titer: Date:   Results:   

Rubeola Vaccination: Date:   

Varicella Titer: Date:   Results:   

Varicella Vaccination: Date:   

Chest X-Ray (optional): Date:   Results:   

TB Skin Test: Date:   Results:   

Hepatitis B Titer: Date:   Results:   
Hepatitis B Vaccinations: Date:   

 Date:   

 Date:   

I have examined the above-named individual and found him/her to be in good 
health and free from communicable diseases. 

Physician/Examining Practitioner:  
 Printed Name 

  
 Signature 

  
 Date 

Address:  
  

Phone:  
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