Code No. 405.1

Exhibit B


PHYSICAL FORM

West Side Quality Preschool Program Standards

DECORAH COMMUNITY SCHOOL DISTRICT

Name of Person Examined:











Address:













Social Security Number:











Position:




  Building:







I hereby certify that the above-named individual has been checked for TB by use of 


 (method used to determine) on 


        (date) and found to test:  ( negative  ( positive

I also certify that he/she ( is, ( is not, fully qualified in health to perform the assigned duties of the position listed above.

Additional remarks:











____________________________









Name of Examining Physician,


Address
Chiropractor, Licensed Physician, 










Assistant, or Advanced  Registered 
Nurse Practitioner

Signature of Examining Physician, Chiropractor,



         Date of Examination
 Licensed Physician Assistant, or Advanced Registered
Nurse Practitioner

GINA prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law.  To comply with this law, we are asking that you not provide any genetic information when responding to this request for medical information.

“Genetic information” as defined by GINA, includes an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an individual or family members receiving assistive reproductive services.
Return to:
Board Secretary


Decorah Comm. School District 
510 Winnebago Street


Decorah, Iowa   52101
Date of Last Review:  June, 2013

Form Adopted:
September 16, 2013
 
NOTE:  Bus drivers must submit the state-required form in lieu of this form.
00972238
