Lewis County Fire Department Health Assessment

Department Name  _________________________________

Firefighter’s Name  ________________________________
Date  _____________________

Date of Birth  ______________________________ 

Last four of SS #  __  __  __  __

1. Have you been hospitalized in the last 5 years?  

YES / NO

2. Seen a Physician in the last year?


YES / NO

3. List your current medications  _______________________________________________

___________________________________________________________________________

Please explain any yes answers above.
_______________________________________

___________________________________________________________________________

___________________________________________________________________________

X_________________________________________________________________________

Firefighters Signature




Date

PHYSICAL EXAM

Height  _______ Weight  _______ Pulse  _______ Respirations  _______ B/P  _______


Major illnesses or surgeries ____________________________________________________

Eyes and Vision _____________________________________________________________

HEENT  ___________________________________________________________________

CHEST  ___________________________________________________________________

ABDOMEN/PELVIS  ________________________________________________________

EXTREMITIES  _____________________________________________________________

COMMENTS  ______________________________________________________________

___________________________________________________________________________

___ Approved without restriction for interior/exterior firefighting.

___ Approved with the following restrictions - _____________________________________

___  Not approved – Reason ___________________________________________________

Health Care Provider’s Printed Name
Signature 
Certification
NY License #

