


Physicians Firefighter Assessment Form 
_____________________________________________ (Enter Fire Department’s Name)

Employee/Firefighter Name: __________________________________________________

Date of Firefighter Physical Examination: ______________     	 

Guidance to Medical Professional conducting the examination:  The purpose of this physical examination is to have a medical professional assess the firefighter’s physical capabilities to undertake the duties described in the applicable fire department job description.  This assessment will, in turn, provide valuable guidance to the Fire Chief and their command staff on how to appropriately utilize the firefighter when performing duties for the fire department.
 
Fire Department Position Reviewed For:  ____________________________________________
(i.e., Attack Firefighter, Non-Attack Firefighter, Incident Command Only, Truck Driver Only, etc.)

NOTE:  A copy of the applicable fire department job description must be provided to the reviewing physician prior to the firefighter physical examination.

The following tests are required as part of any acceptable physical:

CBC Blood Panel
12 lead Resting ECG
Spirometry (Lung function test)
Blood pressure
OSHA Required Questionnaire and Review under 1910. 134 Appendix C
Vision Acuity and color blindness
Hearing test
Please circle one:

YES, the individual reviewed can perform all of the duties of the above reviewed position.

YES, the employee can perform the duties of the above reviewed position, but with the following restrictions:
___ Not permitted to wear a Self-Contained Breathing Apparatus (SCBA) or other type of       
        respirator.
___ Not permitted to climb ladders.
___ Lifting restriction – Firefighter to not lift more than ______ pounds.
___ Other restriction(s) – Please list here: __________________________________
_______________________________________________________________________

NO, the employee cannot perform the duties of the position. 
[bookmark: _GoBack]



Medical Professional’s Comments: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of Physician/Physician Assistant/Advanced Registered Nurse Practitioner (print name)

___________________________________________________________________

Physician’s/Physician Assistant’s/Advanced Registered Nurse Practitioner’s signature: 

__________________________________________________ Date: ______________________

License No. _________________________________ 


For more information on medical guidance for firefighters please consult   NFPA 1582 at https://www.iafc.org/docs/default-source/1vcos/vws_rrkit_nfpa-1582.pdf?sfvrsn=ca9b9f0d_2
























Medical Questionnaire

Height ____     Weight ____     Blood Pressure ____/___       Temperature ____ 
Pulse___
Vision Testing                                Without Corrective Lenses            	With Corrective Lenses
Distant                	             Rt. 20/__ 	Lt. 20/__   Both 20/__    	       	Rt. 20/__ 	Lt. 20/__ 	Both 20/__
 Near                               	Rt. 20/__ 	Lt. 20/__   Both 20/__    	       	Rt. 20/__ 	Lt. 20/__ 	Both 20/__
 Visual Fields                      	Right: ___ degrees          	Left: ___ degrees Depth Perception _______
Color Vision                       	Ishihara: ___ Normal   ___Abnormal   	
Yarn or Lantern test:           	____ Passed	___Failed
EXAMINATION                                  	Normal               	Abnormal (Identify by number and explain if abnormal)
 1.  Skin                                                   __________________________________________     
2.  Head, face and scalp                      __________________________________________
3.  Ears, tympanic membranes            _________________________________________
4.  Eyes, pupils, fundi, motion             ____________________________________________
5.  Nose, sinuses, olfaction                  __________________________________________
6.  Mouth, throat, speech                   _________________________________________
7.  Neck, thyroid                            	______  ___________________________________________________
8.  Heart                                             	______  ___________________________________________________
9.  Varicosities, bruits, pulses        	______  ___________________________________________________
10. Chest, lungs                             	______  ___________________________________________________
11. Breasts (if indicated)	               ______  ___________________________________________________
12. Abdomen, hernia                      	______  ___________________________________________________
13. Rectum (if indicated)          	______  ___________________________________________________
14. Endocrine                   	         	______ 	___________________________________________________
15. Spinal mobility, alignment       	______  ___________________________________________________
16. Upper extremities, hands        	______  ___________________________________________________
17. Lower extremities, feet             	______  ___________________________________________________
18. Muscle strength, tone  _                _____  ___________________________________________________
19. Gait, Rhomberg                         	______  ___________________________________________________
20. Balance, coordination                  ______  ___________________________________________________
21. Reflexes                      	         	______ 	___________________________________________________
22. Cranial Nerves                           	______  ___________________________________________________
23. Mental Status                         	______  ___________________________________________________
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