
JOYFUL NY LLC d/b/a/ JOYFUL HOME CARE SERVICES
1344 Middle Country Road, Centereach, NY 11720

631.737.1000 / Fax: 631.737.0085

MEDICAL FORM

1. Immunizations and Lab Tests:

2. Review of Systems:

Cardiovascular______________  Muscular________________ Digestive ________________ Nervous________________

Endocrine___________________  Reproductive_____________ Excretory_______________ Respiratory  ____________

Immune______________________Skeletal______________   Other________________

*QuantiFeron Blood Assay Date:_______________ Results:________________ (Attach copy of lab report)

*Seasonal Influenza Vaccine Date:_____________

Manufacturer & Lot #:_________________

Type of Vaccine:_________________  Dose:_______________

Site of Administration:_________________________________

Chest X-ray: (If PPD is positive) Date: __________________(Attach copy of lab report)

**Patient has a positive PPD and a negative chest X-ray which indicates that the patient is free
from TB and is able to work. Yes____ No____ **

PPD # 1(Mantoux) Date Implanted:______________   Date Read:______________    Results:_______________

PPD # 2(Mantoux) Date Implanted:______________   Date Read:______________    Results:_______________

Medical Exam

Revised: 07/01/2022

Name: Date of Birth:
         /        /         

Sex:
M(  ) F(  )

Height: Weight: BP: Pulse:

I certify that I have examined the above-named individual and found him/her to be free from a health impairment which is of potential risk 
to the patient or which might interfere with the performance of his/her duties, including the habituation or addiction to depressants, 
stimulants, narcotics, alcohol or other drugs or substances which may alter the individual's behaviour.

Address: Phone:

Date:

PRACTICE STAMP:

Medical Practitioner's Signature:
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