Health Overview & Disabilities Form


Name of Patient:
Date of Birth:

Patient Contact Information
Phone:
Email:

Disability or Underlying Health Condition:
__________________________________________________________________
Treatment/Care Plan:
__________________________________________________________________
Symptoms/Underlying Health Problem Known to Take Place:
____________________________________________________________________________________________________________________________________
Name of Physician:
Location of Care/Facility:


Physician Contact Information
Phone:
Email:


This form serves as a formal statement of underlying health conditions of which effect the patient _____________________________________. The document also outlines the underlying health condition’s treatment methods. As the patient suffers from________________________________, caution must be used when taking disciplinary actions caused due to the illness &/or possible sicknesses that may take place.

I __________________, certify that all information included in this document is true and that I have assisted the patient in a legal health screening & clear them to return to work at _______________________________ on/or after the date______________________________________________.








Patient Name Printed:
Patient Signature:
Date:

Physician Name Printed:
Physician Signature:
Date:

Provider Name Printed:
Provider Signature:
Date:

DKH Legal Aid
