WELSFORD FIRE DEPARTMENT 
MEDICAL EXAMINATION: FIRE DEPARTMENT PERSONNEL 
Date: ______________________________ 
Name of Employee: ____________________________ DOB: _________________________________ 
Please Note: The Physician is to retain the portion of the form with the examination particulars. Please forward the portion of the form stating the opinion regarding the employee’s medical fitness for fire fighting duties to:
 Fire Chief, Marked Confidential, 
Welsford Fire Department, 
[bookmark: _GoBack]619 Eagle Rock Rd, Welsford, NB, E5K 3Y7 
1) Eyes 
Does employee wear corrective lenses? ______________________________________________ 
Visual Acuity 
Right ___________________________________ Left __________________________________ 
Perla ___________________________________ Extraocular Muscles _____________________ 
Fields __________________________________ 
2) Hearing 
Right ___________________________________ Left __________________________________ 
3) Ears, Nose and Throat 
Ears _____________________________________ Mouth ________________________________ 
Nose ____________________________________ Teeth _________________________________ 
Tonsils ___________________________________ 
4) Chest _____________________________________________________________________________________ 
_____________________________________________________________________________________
Chest X-Ray Required? _____________________ 
5) Cardiovascular 
Blood Pressure 
1st Reading _______________________________ 2nd Reading _____________________________ 
Apical Rate ___ ___________________________ Heart Sounds ___________________________ 
Murmurs ___ _____________________________ Peripheral Pulses ________________________ 
ECG Require _____________________________ 
6) Skin _____________________________________________________________________________________
7) Abdomen 
Organomegaly ____________________________ Masses ________________________________ 
Hernias __________________________________ Scars __________________________________ 
Rectal Exam ______________________________ 
8) Genitourinary Examination _____________________________________________________________________ 
9) Extremities 
Hands Right ______________________________ Hands Left _____________________________ 
Feet Right ________________________________ Feet Left _______________________________ 
10) Spine _____________________________________________________________________________________
11) Central Nervous System 
Reflexes _________________________________ Babinski _______________________________ 
Rhomberg ________________________________ Tremour _______________________________ 
12) Laboratory Tests 
CBC ____________________________________ Lipids _________________________________ 
Urinalysis 
Protein ___________________________________ Sugar _________________________________ 
Fields ___________________________________ 
-------------------------------------------------------------------------------------------------------------------------------
Having given due consideration to the facts before me, I am of the opinion that __________________________ 
is medically fit / unfit (please circle) for fire fighting duties and/or physical fitness testing with the Fire Department. 
If the opinion is negative, give reasons below: 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


 
Dated this __________ day of __________________ 

Doctor’s Signature ____________________________
