VOLUNTEER MEDICAL EXAMINATION
For mentors and Life Coaches
Name: ______________________________       Date of Birth: ______________ 
Date of Exam: ______________________  

Height_________     Weight__________     Pulse__________     Blood Pressure____________

Physician/Practitioner:  If condition is satisfactory for intended scope of work, signify by checking each item.  If unsatisfactory, please specify at the end of the section.

_______Ears        _______Eyes              _______Nose & Sinuses      _______Mouth &Teeth

_______Throat    _______Neck              _______Chest/Breast           _______Psychiatric

_______Heart      _______Lungs            _______Abdomen                _______Hernia

_______Back      _______Extremities    _______Skin

Abnormalities:  ________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
​​​​​​​​​ 

Please list any physical limitations in the following areas:
Walking______________    Running___________   Driving a vehicle___________    
Swimming_______________   Lifting___________________
Restraining a child____________________________________________
Is there any Medical reason that this person would not be able to 

care for children with special needs? If so, please explain.

________________________________________________________________________________________________________________________________________________

TB Test required

I have examined this person and:

_____declare him/her physically and mentally fit for volunteer work.

_____declare him/her unfit for volunteer work based on a physical/mental limitation.

_____recommend they have a follow up examination as indicated below.

_____recommend the following procedures before approval can be given.  

______________________________________________________________________________
______________________________________________________________________________
____________________________                  _______________________
Physician Signature 
                                   Date 

