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Adult Family Home Applicant/Household Member Health Assessment
**To be completed by physician, physician’s assistant, or nurse practitioner**

Name________________________________________  

|_| Applicant        |_| Family/Household Member

Physician Name: ____________________________    Clinic: ___________________________

Communicable Disease: (Screening may not be dated more than ninety (90) days prior to the date of the application.)

I certify the above-named person is free from communicable diseases as evidenced by:

       ☐	 Examination or health screening for communicable disease by a primary care provider.

       ☐ Mantoux (TB) test date: ____________________ Result: _______________________
         
       ☐ If Mantoux is positive, Chest X-Ray date: __________Result:____________________

The above person has a communicable disease. Please explain: ________________________

____________________________________________________________________________

General Health:
Individuals shall not have an illness or condition that would threaten the health, safety or welfare of residents or interfere with any person’s capacity to provide services.  This statement may not be dated more than one (1) year prior to the date of the application.
List any chronic medical conditions:
____________________________________________________________________________

____________________________________________________________________________

Please complete this item only for applicants – not family members. Is there any reason or medical condition that would interfere with this person’s ability to provide care for someone with 
[bookmark: Check5][bookmark: Check6]a physical, mental, or cognitive limitation?  Yes |_|	No |_|   If yes, please explain:


__________________________________________________________________
    
										_________________
Medical Professional’s Signature & Credentials				Date

											___________
AFH Applicant/Household Member Signature				Date	 
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Together, we build better lives.




