PHYSICIAN’S STATEMENT

Personnel Information

Name:
Last First MI
Address:
Street Address
City State Zip Code
Signature Date

1 hereby authorize below physician to release to The Nurse Network and any of it client hospitals or
Institutions information acquired in my recent medical examination, which is relevant to my employment as a
healthcare professional.

Employee Health History

The above-named patient has been examined by me and found to be in good physical and mental health, free from
communicable diseases, and able to function in his/her profession at full capacity.

Date and Results of your last:
Annual TB Skin Test (PPD) Date Given Date Read:

PPD Results in mm:

Chest X-Ray Results:

MMR Vaccination:
Mumps Titer Date: Results:
Rubeola Titer Date: Results:
Rubella Titer Date: Results:
Hepatitis B: Date Given: Results:
* Varicella Titer: Date Given: Results:
* Tetanus Titer: Date Given: Results:

* Not necessary on all assignments, call your TNN representative for the specific compliance details.

Physician’s Signature:

Physician’s Name (print):

Address:

Please attach chest X-ray results, TB results, and if applicable copies of complete blood count and urinalysis.

The Nurse Network
801 International Parkway, 5 Floor
Lake Mary, FL. 32746
T: 407-562-1903
F: 407-218-8830
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