
 
 

 

 

Medical Release Form 
 

 
___________________________ is physically fit to perform  
               (Member Name) 

 

the duties of a volunteer firefighter. 

 

 

 

_____________________________  ______________ 
             (Physician Signature)    (Date) 

 

 

 

 

Physician Name: ____________________________________________ 

 

Office Address: _____________________________________________ 

 

City/State/Zip: ______________________________________________ 

 

Phone: ____________________________________________________ 

 

 

If completed: 

 

____________     ____________     ____________     ____________ 

PPD Planted         PPD Read            Result                   Initials  

 

Spirometry: 

 

Pass / Fail            ____________ 

                            Initials 
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