Freedom Home Care, LLC.
7551 Shelby Street, 3rd Floor 
Indianapolis, IN 46227
Phone: (317) 744-9676
Fax: (317) 744-9824


A physical exam is required for employment with this company. Please take this form to the physician or clinic of your choice, and once the exam has been completed, bring a signed copy back to the office. 

Name of patient: ________________________ Height: _______ Weight: ______ BP: ________

Skin: __________________________
(Jaundice, rash, infection, scars, etc.)

Eyes: ___________________________
(Glasses, Contacts, etc.)

Ears: ___________________________	
(Hearing loss, acute or chronic infection, etc.)

Nose: ___________________________
(Bleeding, Deformity, etc.)

Neck: ___________________________
(Pain, Range of Motion, etc.)

Chest: ___________________________
(Auscultation, Rhythm, Rate, etc.)

Heart: ___________________________
(Murmurs, Rhythm, Rate, etc.)

Abdomen: ________________________
(Masses, Hepatomegaly, etc.)

Extremities: ________________________
(Varicosities, Scars, Abnormal mobility, Instability, Atrophy, etc.)

Testes: ___________________________		Neurological: _______________________
(Masses, Hernia, etc.)					(Abnormal reflexes, Balance Coordination, etc.)

Please state if there are any health or physical limitations in this examination. 
____________________________________________________________________________________________________________________________________________________________

I certify that this person is free from any communicable disease.


Physician/Nurse Practitioner signature: __________________________Date: _______________
