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HEALTH ATTESTATION FORM

The District of Columbia Department of Consumer and Regulatory Affairs now require all DC Hospitals to obtain certification of health status for practitioners on an annual basis.  This form must be completed by a physician other than the applicant.

_______________________________________________________

                                                        Name of Applicant

The above named applicant was examined on ______________________ and found to be
                                                                                         (Date)
physically and mentally qualified to perform duties as outlined on the delineation of privileges as a member of the Medical Staff.  There is no evidence of infectious or communicable diseases including tuberculosis.  
Please check the following that apply: (Tuberculosis screen or chest x-ray must be included in the exam).*







Positive
 
Negative


Tuberculosis Screen 


_____

______



Hepatitis Vaccine (Optional)

_____

______
Chest X-ray (*if applicable)

_____

______

Other _______________________
_____

______
* If the staff member’s PPD is positive and it is your clinical judgment as the member’s physician that the member should not have or does not require a chest x-ray at this time, please state so by your initials.  _____________________

Comments, if applicable: _________________________________________________

_______________________________________________________________________

_______________________________________________________________________

===============================================================

_____________________________________

Name of Certifying Physician (Please Print)
_____________________________________
______________________________

Signature of Certifying Physician


Date
