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       Axis Adoption & Consulting Services Inc.
Please complete and mail to:  Axis Adoption & Consulting Services Inc.
     P.O. Box 8194 Seminole, Florida 33775
PHYSICIAN’S REPORT ON ADOPTIVE APPLICANT

(To be completed by Physician - Please indicate findings and describe abnormalities)
Patient’s Name __________________________________          Date of Examination _________________

Length of time patient has received care from you and follow-up plan, if any:________________________  ______________________________________________________________________________________
Height  ___________    Weight  ___________  Temperature  ___________  Blood Pressure  ___________

Fertility Status: ___________  (if known)

History of previous illness and/or surgery ____________________________________________________

Physical Findings  (check if normal; describe any abnormal findings below)

 Eyes _____________     Throat_________      Neurological________   Genito-Urinary _______
 Ears/Hearing_______     Mouth_________     Heart _______  

Gynecological_______
 Nose _____________    Lungs _________      Circulatory _________  Abdomen________

 Extremities ________   Nervous System __________   Endocrine System________  Other __________
Describe Here Abnormalities Noted Above  (continue on reverse ) ________________________________

______________________________________________________________________________________

Characteristics of Disability, if any:   Stable _______    Progressive _______   Improving _______

Does this patient have any medical or psychiatric problems that could affect his/her ability to be an adoptive parent?     □  Yes      □  No    _______________________________________________________
Has the patient received outpatient or inpatient psychiatric care?   □  Yes      □  No
Does the patient have a history of drug or alcohol abuse?   
     □  Yes      □  No

Does the patient have any communicable diseases?    

     □  Yes      □  No

       If yes to any of the above, please explain:_________________________________________________

Does this patient have a normal life expectancy?    □  Yes      □  No     

Impressions and comments regarding health:__________________________________________________

_____________________________________________________________________ME#:____________
Physician’s Signature



Physician’s name (print or type) 

______________________________________________________________________________________Physician’s Address (print or type)      City                                       State                                     Zip code
Physician’s Telephone Number:(_______)_______________________      

Axis Adoption & Consulting Services Inc.

P.O. Box 8194 

Seminole, Florida 33775

Telephone:  (727) 657-2129   *  email:  axisadoption@msn.com

