EMPLOYEE PHYSICIAN FITNESS FORM   
NEBRASKA COUNTY JAIL 
EMPLOYEE/PATIENT INFORMATION:

Name: _______________________________
 DOB: _________________________________
PHYSICIAN INFORMATION:
Name of examining Physician: _____________________Name of Medical facility: ________________________
Date of Examination: _____________________ Time of Examination:  ________________________

NOTE TO PHYSICIAN: Jail officers are frequently involved in strenuous physical and mentally demanding activities as part of their employment in maintaining security and management of inmates in a high security institutional setting. Jail officers are also involved in physically demanding training and defensive tactics.  
PHYSICAL HEALTH INFORMATION (To be completed by Physician): This form need not include comprehensive medical information. Only current condition considered relevant for work and assignments is necessary.

Current Physical Health Status:_________________________________________________________________
Confirmed medical condition or injury Yes / No (circle one)

Currently taking prescription Medication Yes / No (circle one)

Receiving Treatment for medical condition or injury Yes / No (circle One)
Brief explanation of physical health issues requiring treatment: ________________________________________
__________________________________________________________________________________________ 

__________________________________________________________________________________________
PHYSICIANS INSTRUCTIONS TO EMPLOYER:
1)  Due to the health condition of this employee/patient, It will be necessary for the employee/patient to refrain from work until:____________________(Date) Please excuse this employee/patient from work on__________________________(Date) through___________________________(Date). 

2)  Considering the health condition of this employee/patient, they may return to work on____________(Date)

for light duty with the following restrictions___________________________________________________
3)  Considering the health condition of this employee/patient, they may return to work on____________(Date)

With no restrictions. 

Information Prepared by: ______________________Contact phone  #__________________________________
Signature of Physician: _______________________________________________________________________
Please return with employee/patient or fax to ________- _____________- ____________
(Form A-8)
