
 
 

Annual Health Statement 
 
 
 

Patient Name: ___________________________ Social Security: ________________ 
              Print 
 
The above patient has been examined by me and has been found to be in good 
mental and physical health, free of communicable disease, and able to function in 
the healthcare profession without any physical limitations. 
 
Date of Exam: ______________________________________ 
 
Provider’s Printed Name: _________________________________________________ 
 
Title of Provider (Please circle one):  MD DO NP PA 
 
Provider’s Signature: _____________________________________________________ 
 
License Number: _________________________________________________________ 
 
Office Phone Number: ____________________________________________________ 
 
I authorize my physician to release my health records to Curastat Inc.  I realize Curastat 
will release my health records to client facilities as a condition of placement as required 
by JCAHCO standards. 
 
 
 
__________________________________________________                    ____________ 
Employee Signature        Date 
 
 
 
 
 

Curastat Inc. 
2141 E. Camelback Road, Suite 250 

Phoenix, AZ 85016 
Phone:  888-865-7828 
Fax:  888-633-0045 


