
 
 
 
 
 
 
Patient: 
 
 

Notification of Physical Assessment  
 
 

Date:  
 
Healthcare provider: 
 
Address: 
 
Telephone: 
 
I certify that I have assessed the above patient and find no medical reason that 
would hinder participation in the                  County, Missouri Public Administrator 
Office’s restoration program.   
 
 
 
 
____________________________________  ______________ 
Treating medical professional    date 
 
 
_____________________________________  ______________ 
patient       date 
 
 
 


	County: Clay


