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Model Physicians Assessment Form
(Entity Name)
Date: ________________        Physician: _______________________________

Employee Name: __________________________________________________

Position Reviewed For: _____________________________________________

A copy of the job description must be provided to the reviewing physician prior to the pre-placement physical exam.
Please circle one:

Yes, the individual reviewed can perform the duties of the position.
Yes, the employee can perform the duties of the position, but with the following restrictions:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

No, the employee cannot perform the duties of the position.

Comments: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician’s signature: _____________________________________________________
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