

PERSONNEL MEDICAL FILE AUDIT FORM

Insert Facility Name
	Employee Name:


	Date of Employment:

	Position:




Check Yes for each item in the employee file that is completed according to company policy. Check No for any item missing and/or not completed according to company policy. For each No, give an explanation in the Comment box.

	Item
	Yes
	No
	Comments

	Health Examinations
	
	
	

	TB Skin Test Record
	
	
	

	Hepatitis B Virus Consent/Declination Form
	
	
	

	Influenza  Vaccine Consent/Declination
	
	
	

	Pneumonia Vaccine Consent/Declination
	
	
	

	COVID-19 Vaccine Up to Date/Waiver
	
	
	

	Consent to Drug Testing and Worker’s Compensation Insurance
	
	
	

	Results of Alcohol and Drug testing
	
	
	

	Claims for Unemployment and Worker’s Compensation

	
	
	

	Maternity Leave/FMLA 
	
	
	

	Other Medical Related Information

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


I have reviewed this employee medical file on the date listed below. Any section checked No has an explanation in the comment box.

Signature:______________________________________ Title:______________________ Date:________________
Gallagher Revised 9-2023                      
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