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                                    Step Up Therapy Services

             1100 Coney Island Ave, 3rd Fl, Brooklyn, NY 11230                                                                                                                                                                                       

           Phone (718)434-1200; Fax (718)434-1099

Annual Medical Form

Name:____________________________             Date of Examination:______________

Address:__________________________              Birth Date:______________________

              __________________________              Social Security#__________________

            HISTORY   Yes        No                                     PHYSICAL EXAM
Heart Disease           ___       ___                         Weight_______ Height________
High Blood Pressure___       ___                          P________ B/P______ Temp_____
Back Problem           ___       ___                          Skin_______________________
Arthritis                    ___       ___                          Head_______________________
Emotional Problem  ___       ___                          Eyes_______________________
Alcohol Problems    ___       ___                          ENT_______________________
Diabetes                   ___       ___                          Neck_______________________
Seizure Disorder      ___       ___                          Heart_______________________
Poor Hearing           ___       ___                           Lungs______________________
Jaundice                   ___       ___                          Abdomen___________________
                                                                              Back_______________________
                                                                              Extremities__________________
                                                                              Neurological_________________
HABITUATION/ADDICATION
___Alcohol___ Depressants___ Stimulants___ Narcotics ___Other_______________
If any please explain_____________________________________________________
Previous medical illness__________________________________________________
Previous surgical procedures______________________________________________

Present medications (if any) ______________________________________________
Immunoassay Drug Screen_______________________________________________

Please describe abnormalities (include any lifting restrictions) ___________________

IMMUNIZATIONS/TESTS (MANDATORY)

___Diphteria (within 10 years)                                         __________________________

___ Tetanus (within 10 years)                                          __________________________

___ PPD (Mantous)(within 1 year)                                 __________________________
___ Chest X-Ray (Only if Tine or PPD is positive)        __________________________

        Follow up X-Ray                                                      __________________________

___ Rubella                                                                       __________________________

___ Rubeola                                                                      __________________________

Based on health provided, physical exam and or laboratory tests performed and above named person’s emotional condition will permit the above named to work directly with children in the educational or health care field.

__________________                                                          ________________________

             Date                                                                               MD Signature& Stamp
