Promise Kids A Future, Inc.

115 N. Water St. Suite B • Georgetown, KY 40324

Phone: 859-215-0215  
www.promisekidsafuture.org
Physical Examination Form

_________________________________________________________________________________
Name (first, middle, last)


                                                 Date of Birth


Sex

____________________________________________________________________________________________________________

Address:  Street



City


State


           Zip Code ____________________________________________________________________________________________________________












To Health Care Professional:  
As part of the application process for approval as a adoptive parent, a statement from a physician, physician’s assistant, advanced registered nurse practitioner, or registered nurse under the supervision of a physician, is required to complete this form in it’s entirety.  Please print or type all information.  If not applicable, please write out “not applicable”.

Date of Exam: _____________________
Height: ___________________ Weight: ____________________
Is the applicant taking any medication?   Yes   or    No           

If yes, name and type of medication and amount: ______________________________________________

This medication is used for: _______________________________________________________________

(Please attach separate sheet if more room is needed)
Please circle the following with the correct answer to whether or not the applicant has had a history 
with any of the following conditions.
Tuberculosis    


No     Yes 

Diabetes                              
No     Yes
Heart Disease     


No     Yes 

Liver Disease     
     
No     Yes 

Sexual Disease    


No     Yes

Neuropathy     
     
No     Yes
Mental Disease    


No     Yes 

Tumor                                 
No     Yes
Other Communicable Disease     
No     Yes 

Genetic Disease                  
No     Yes
Alcoholism or Abuse of Substance         No     Yes                        
Physical Examination
 

Blood pressure: ______________
Vision:    
         L_______R_______ 
Blood Test (Date of Test):_________________
Hearing: L:      Normal / Abnormal 
Hearing: R:       Normal / Abnormal
Routine Blood Test:         Normal/Abnormal
Heart:               Normal / Abnormal 
Liver:                Normal / Abnormal 
Liver Function:                 Normal/Abnormal
Lung:               Normal / Abnormal 
Lymph:             Normal / Abnormal 
Urinalysis (Date of Test):__________________
Thyroid:           Normal / Abnormal
Nerve System:  Normal / Abnormal
Routine Urine Test:           Normal/Abnormal








HIV Test (Date of Test);_________Neg/Pos

Physical Examination Findings




HbsAg:
                            Negative/Positive
Are there any findings that would not make this applicant suitable for parenting a child?  _____Yes _____No   (If yes, please explain in a separate letter, on your own letterhead.)
Does this patient have a physical limitation, mental illness, alcohol or drug problem, significant history of physical or mental illness or other health condition that would interfere with the applicant’s ability to raise an adoptive child?  _____Yes _____No   (If yes, please explain in a separate letter, on your own letterhead).

HEALTH CARE PROFESSIONAL’S STATEMENT:  Based upon my knowledge of the individual listed above and the health history reported by the applicant, I know of no health factors that would interfere with the applicant’s ability to be an adoptive parent.
Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Physician’s/Health Care Professional’s Signature

Title



Date

____________________________________________________________________________________________________________
Print above signature

Address




Phone number

Professional license number:____________________________________________________________________________________






I, the Undersign, A notary Public, do hereby certify that this day personally appeared before me the aforesaid physician whose name is signed to the foregoing document.  Certified this _____day of _______20__, in the State of _____________, County of ___________.
My commission expires:________________________________Notary Public____________________________________________.

