DEPARTMENT OF HEALTH AND HUMAN SERVICES

DIVISION FOR JUVENILE JUSTICE SERVICES

TB/PHYSICAL VERICATION FORM

NAME:__________________________  SERVICE POSITION: _________________

HOURS AUTHORIZED/REQUIRED_______  RESIDENT CONTACT:___  ONE- TO-ONE ___ GROUP


       DJJS Employee Health Nurse:   ______________________________ Date Verified:  __________






___Accepted  ___Denied

If TB Test is denied, the DJJS Nurse will indicate the next step to be taken below.

Physical Exam: __________ Needed  _________ Waived

Statement of good health from Personal Physician required:  ________

DJJS Employee Health Nurse:  ________________________________  Date  _____________________

DJJS employee health services: 

Date TB administered: _______________  Date TB test checked: _________________

Physical Exam

Date Completed:  ________________   DJJS Employee Health Nurse:  ________________________

   

Please request documentation of administration and results of a recent TB test


   (within past 9 to 12 months) on a signed official letterhead from 


Medical Services or your Personal Physician. Attach documentation to this form. 





ATTENTION: DOCUMENTS MUST BE ON FILE AT SNYSC BEFORE SERVICE BEGINS








