3044 Coney Island Ave — 4™ Floor, Brooklyn, NY 11235
Phone: 718-676-9977 | Fax: 718-676-9960
Email: homecare@fivestarlhcsa.com

Five Star

Home Health Care Agency

DEAR FIVE STAR HOME HEALTH CARE AGENCY EMPLOYEE:

Please, be advised, that you need to renew the annual medical examination or you will be SUSPENDED from all work
assignments (as per NYS Department of Health regulation) as Five Star employee.

Please review the list of documents below you have to submit to Five Star HHCA during ONE MONTH since you received this
letter.

v Physical Exam (Signed by Employee & Physician)
v' TB Screen Form
v Drug Screen - only for HHA/PCA (Lab Report required!)

If you have any questions, please call HR Department at (718) 676-9977. Please mail it to us or fax it over to (718) 676-
9960 or send it through email: homecare@fivetsarlhcsa.com

Por favor recuerdese que usted tiene que reaser su fisico antes si es que usted no lo tiene listo en la fecha endicada usted sera
SUSPENDIDO(A) de su caso(s) hasta que recivimos su nuevo fisico. Por favor, revise la lista de documentos abajo. Usted tiene
gue someterse a Five Star durante UN MES de recibir esta carta. Ademas tambien tiene que llenar completamente los formularios
gue nosotros mandamos a usted (es) y porfavor tiene que re-enviarlos a nosotros a nuestra oficina, si usted tiene preguntas porfavor
llamanos al (718) 676-9977.

v/ Examen Fisico (Firmado por Empleado y Médico)
v Diagnostico de la TB
v Drug Screen - solo para HHA/PCA (Informe de laboratorio necesario!)

[Toxxanyticta oOpaTuTe BHIMaHHUE YTO BaM TPEOYETCsI MPOUTH esKeroIHbIil MeTUIIHHCKHIT 0CMOTP y Bpaya U c/IaTh
Heobxoauaue ananu3bl B TeueHne OJJHOI'O MECSILIA ¢ natel moiaydeHus 3TOro yBeaomiieHus. B nHoM cirydae BbI Oyiere
OTCTPAHEHDBI ot Bamieii paboTbl Kak XOMaTeHA B HaieM oduce.

Eciu y Bac BO3HHKIIM BOTIPOCHI, TIOXKayiicTa, oopatureck B HR Department o Tenedony (718) 676-9977. PesynbraTst
00cCie10BaHMs BBl MOXKETE MTPUCIATh HaM 1o 1o4ute wim 1o ¢paxcy (718) 676-9960 miu 1o 35eKTpOHHO#M modTe

homecare@fivestarlhcsa.com

Crumcox HCO6XO,I[I/IMI>IX AOKYMCHTOB!

4 MeauiuHCKOe 00c/IeI0BaHIE

v\ AHKeTa Ha TyOepKy.Ié3
v" TecT Ha HAPKOTHKH- TOJIbKO st HHA/PCA (06513aTe/1bH0 J1200pATOPHAS pacneyaTka!)

EIR, RBEATIRART, FRIMGIRECERIEEI, NKEISTHABXRE—NE NIREFTMEIR S, Five Star,

FEMMEE (HRIMEEES)

Rzt

RE--FAUAEE
WRANPEBNE, FENREFEVRENHSTENRHE FATRETE, &) BRRSHFIREEERR. WEEHERRRIDSEASE
(718) 676-9977. {SHPEEEELA_ 714 (718) 676-9960 B AMFAE, homecare@fivetsarlhcsa.com
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Five Star

Home Health Care Agency

PRE-EMPLOYMENT PHYSICAL EXAMINATION FORM

NAME:

DATE OF BIRTH:

I. PAST MEDICAL / PSYCHOLOGICAL HISTORY

Tuberculosis: .........ccoeeeeioen. L1NO [JYes Epilepsy or seizure disorder: ... ... [INo [Yes
Diabetes: ... ooeeeeeeoii. . ANo [IYes Drug alcohol abuse or addiction: ..... [ONo []Yes
Heart or Cardiovascular Disease: [ONo [Yes Psychiatric or Behavioral Disorder: ONo [Yes
Hypertension: ..............coevi . LJNO [YeS Low back pain: ... . [INo [IYes
Cancer: ................. [ONo [Yes Other:

Kidney Disease: ...........ccccccconcne. LINO [1Yes

Allergies (if yes, specify below): ........... [ONo [JYes

Il. MANDATORY VACCINES/IMMUNIZATION AND LAB TESTS (TO BE COMPLETED BY DOCTOR)

PPD (MANTOUX ) or Quantiferon DRUG SCREEN CHAIN OF CUSTODY

DATE GIVEN: DATE DRAWN:
p | RESULTS:
RESULTS: ONEGATIVE [ POSITIVE
NEGATIVE: mm, POSITIVE: mm Attach lab work report required!
Quantiferon - Attach lab work report required!

P T1F POSITIVE, PROVIDE CHEST X-RAY RESULTS: DATE _____ RESULTS i
RUBELLA: MMR BOOSTER (if needed): RUBEOLA: MMR BOOSTER (if needed):
DATE: DATE: | DATE: I MMR DATE:

. . ) LOT#:
TITER: LOT#: AN | TITER: EXP. DATE:
RESULTS: EXP. DATE RESULTS: I MMR DATE:
O IMMUNE I NOT IMMUNE [ IMMUNE [JNOTIMMUNE | oT#
- EXP. DATE: |
Attach lab work report required!
lll. FLU VACCINE: DATA GIVEN: LOT#: EXP.DATE:
IV. REVIEW OF SYSTEMS (TO BE COMPLETED BY DOCTOR)
HEAD/NECK: ABD-GI: ENDOCRINE:
EENT: GU: SKIN:
RESP; MUSK — SKEL: HEIGHT:
CARDIOVASC. NEURO: WEIGHT:
V. DOCTOR

I hereby certify that the above named patient does not have any limitations for employment in the health care field, and contact with
patients and other staff. There is no health impairment present that is of potential risk to the employee, patient, family, or other
employees, or that may interfere with the performance of his or her duties. | have questioned the patient and see nothing to contradict the
patient's assertion that he or she is not habituated or addicted to depressants, stimulants, narcotics, alcohol or other drugs or substances
which may alter the individual's behavior.

PHYSICIAN'S SIGNATURE
DOCTOR'S NAME (PRINT):

EXAM DATE:
PHYSICIAN'S LICENSE#:

PLEASE USE
PHYSICIAN'S STAMP!
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TB SCREEN FORM

(Pease complete this form ONLY if this employee had a Positive PPD)

Tuberculosis Questionnaire

Employee Name: Evaluation Date:

Since the employee has a history of a positive Tuberculosis Skin Test, Five Star Home Health Care Agency
requires an annual screening questionnaire is be completed by a physician. If the employee has experienced
any of the following symptoms, a chest x-ray is indicated.

1. Chronic Cough [] YES [] NO
2. Fever [] YES [] NO
3. Night Sweat [] YES [] NO
4. Unexplained Weight Loss ] YES ] NO
5. Hemoptysis (coughing up blood) [] YES [] NO
6. Hoarseness [] YES [] NO
7. Wheezing [] YES ] NO
8. Shortness of Breath [] YES [] NO
9. Chest Pains [] YES [] NO

According to the Center for Disease Control & Prevention an initial chest x-ray needs to be completed for
any person with a positive PPD-test, and pulmonary symptoms suggestive of TB. Although there are no data
to support the use of a routine chest x-ray for persons whom are asymptomatic, more frequent monitoring
of TB should be considered for those who are at increased risk for development of active TB.

Five Star Home Health Care Agency requires a chest x-ray be completed and on file within 30 days of any
newly reported positive PPD results, and every 10 years thereafter.

Physician/RN Name: Physician/RN Signature:

LICENSE #: Date of last Chest X-ray:

DOCTOR / RN Stamp below: l
' I

- S/

Essentially, repeated chest x-ray of asymptomatic tuberculin reactors, whether or not they have completed preventative therapy,
is no longer recommended. DOH publication (FDS) 83-82-4.






