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g THE ABOVE NAMED INDIVIDUAL HAS A PAST HISTORY OF POSITIVE TUBERCULOSIS TEST AND A NEGATIVE CHEST X-RAY, AND IS PRESENTLY DEMONSTRATING NO SIGNS OR SYMPTOMS OF ACTIVE TUBERCULOSIS AND MAY WORK WITHOUT LIMITATIONS

BASED ON HEALTH HISTORY, PHYSICAL EXAMS AND/OR LABORATORY TESTS PERFORMED, THIS PATIENT’S CONDITION WILL PERMIT HIM/HER TO WORK IN THE HEALTH CARE FIELD. IN ADDITION, BASED UPON THIS EXAMINATION, THIS INDIVIDUAL IS FREE FROM ANY HEALTH IMPAIRMENT WHICH IS OF POTENTIAL RISK TO THE PATIENT OR WHICH MIGHT INTERFERE WITH THE PERFORMANCE OF HIS/HER DUTIES, INCLUDING THE HABITUATION OR ADDICTION TO DEPRESSANTS, STIMULANTS, NARCOTICS, ALCOHOL OR ANY OTHER DRUG SUBSTANCES.
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