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Part I 
 
APPLICANT:  Please complete this page before visiting a physician. 
 
Name:   
  

Birthdate:   
 

Street Address:   
 

Post Office Box (if applicable): 
 

City/State/Zip: 
 

Phone Number: 
 

Have you previously had, or do you now have any of the following:  
(Please check if applicable.) 

Lung Disease Diabetes
Persistent cough Fear of closed spaces
Heart trouble Smothering sensation
Shortness of breath Defective vision
Pneumonia Ruptured ear drum
Abnormal chest x-ray Glasses or contacts
Recent cold, flu, bronchitis Heat exhaustion or stroke
Have you ever smoked? Hearing loss
Do you currently smoke? Hearing aid
Fainting or seizures Taking medications
High blood pressure Other condition that might interefere with 

respirator use  
 Please explain any checked answers:  ___________________________________ 

______________________________________________________________________ 
 

I hereby attest that medical information supplied includes all medical conditions that would affect 
my participation in an EMS program.  I authorize release of current medical information on my 
medical history or current condition to the clinical coordinator. 
If false information is given or if significant medical information is withheld, I understand I will 
be dismissed from the program. 
 
     Signed:  __________________________ 
 

Status:  DRAFT  Written: 07/31/2013 
Written by:  Hollye B. Carpenter  Revised:   
Approved by:   Adopted:     
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PART II 
 
PHYSICIAN:  Please complete this section.   
 
1.)   Height:  __________   
 
2.)   Weight:  __________ 
 
3.)   Temp:  _______ Pulse:  ______ Resp:  _______ BP:  _______ 
 
4.)  Vision:  OD  _____ OS ______  Corrected?:   YES   NO 
 
5.)   General Appearance: 
       
6.)   Ears:   
 
7.)   Nose:   
 
8.)   Throat:  
 
9.)   Neck:   
 
10.)   Chest:  
 
11.)   Cardiovascular System: 
 
12.)   Abdomen: 
 
13.)   GI System: 
 
14.)  GU System:      
 
15.) CNS/Reflexes:   
 
16.)   Back:   
 
17.)   Extremities:   
 
18.)   Is there evidence of misuse of illicit drugs or alcohol? YES NO 
 
19.)   Describe any conditions currently being treated:   
 
20.)   Allergies: 
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PART III 
 
PHYSICIAN:  Please consider the following technical standards: 
YES NO

Sufficient eyesight to observe patients, manipulate equipment and accessories, and 
visually monitor patients in dimmed light via monitors.
Sufficient hearing to communicate with patients and other members of the health care 
team, monitor patients via audio monitors, and hear background sounds during 
equipment operations.
Satisfactory verbal, reading, and written skills to effectively and promptly 
communicate English.
Sufficient gross and fine motor coordination to manipulate equipment and 
accessories, lift a minimum of 25 lbs., and to stoop, bend or promptly assist patients 
who become unable.
Satisfactory physical strength and endurance to move immobile patients to or from a 
stretcher and carry 20-25 lbs. while walking.
Satisfactory intellectual and emotional functions to ensure patient safety and exercise 
independent judgement and discretion in the performance of assigned 
responsibilities.
Is there anything in the applicant's past medical history that would preclude his/her 
successful completion of an EMS program?
Does this person have any physical or mental condition or disability which would 
prevent them from attending an EMS program?
After examination does this applicant have any evidence of illness or injury which 
would prohibit participation in clinical or internship components including use of an 
OSHA approved HEPA respirator.   

Comments:

 
 
 I have this date given _________________________ a careful physical 
 
 examination and found him/her in ____________________ health. 
 
Signature: ______________________________ M.D. Date:   ___________ 
  ______________________________ M.D. 
    (Print) 
 
Address: ______________________________ 
  ______________________________ 
  ______________________________ 
 


