Creative Therapies of WNY
Phone: 716.472.1289
Fax: 716.630.1670

Annual Health Statement

Name: Date of Birth:

Address:

Questions are to be completed by a licensed health care provider (Medical Doctor, Doctor of
Osteopathic Medicine, Physician Assistant, Certified Nurse Practitioner and Certified Nurse-Midwife)

1.Has the person above received the following required vaccines: Measles, mumps, and rubella titer
and/or 2 documented doses of the MMR vaccine. Yes No

2.Has the person above received the following recommended vaccines or has documented opting out
(Place a check mark or an “x” in on of the columns).

Vaccine Received | Opted out
Hepatitis B vaccine

Tetanus immunization within the
past 10 years

Diphtheria, tetanus vaccine (Dt)
Tetanus, diphtheria vaccine (Td)
Tetanus, diphtheria, and
acellular pertussis (Tdap)
Inactive Polio Vaccine (IPV)
Varicella vaccine

Influenza vaccine

Coronavirus vaccine (COVID-19)

3.Does the person listed above have a diagnosed disorder that would preclude him/her from providing
Speech, OT, PT, Special Instruction, or Service Coordination services? Yes No

4.Does the person listed above have a communicable disease? Yes No

5.Date of previous negative TB Test:

6.TB Education by a licensed healthcare provider (Required) Yes No

Examining Licensed Health Care Provider’s Signature Date

Physician’s Name & Address (Print):




TB Risk Assessment: Questions to be asked of the employee by a license healthcare provider:

1.

Have you ever spent more than 30 days in a county with an elevated TB rate? This includes all
countries except those in Western Europe, Northern Europe, Canada, Australia, and New
Zealand.

a. YES, I have beenin a foreign county for > 30 days (not included those listed above)

b. NO, I have not been in any country for > 30 days (except the ones listed above)

2. Have you had close contact with anyone who had active TB since your last TB Test?
a. YES
b. NO
3. Doyou currently have any of the following symptoms?
a. YES/NO Unexplained fever for more than 3 weeks
b. YES/NO Cough for more than 3 weeks with sputum production
c. YES/NO Bloody sputum
d. YES/NO Unintended weight loss > 10 pounds
e. YES/NO Drenching night sweats
f. YES/NO Unexplained fatigue for more than 3 weeks
4. Have you ever been diagnosed with active TB disease?
a. YES
b. NO
5. Have you ever been diagnosed with latent TB infection or had a positive skin test or a positive
blood test for TB?
a. YES, one or more of these is true for me
b. NO, none of these is true for me
6. Have you been treated with medication for TB or for a positive TB test (e.g. taken “INH”)?
a. YES
b. NO
c. IfYES, whatyear, with which medication, for how long, and did you complete the treatment
course?

7. Doyou have a weakened immune system for any reason including organ transplant, recent
chemotherapy, poorly controlled diabetes, HIV infection, cancer, or treatment with steroids for
immune-modulator? (If you are not sure, ask your Occupational Health provider)

a. YES, one or more of these is true for me
b. NO, none of these is true for me
Licensed Health Care Provider’s Signature Date

*REVISED 10/2025



