FLINT HILL FIRE DISTRICT
PHYSICAL ABILITY TEST
MEDICAL RELEASE
This form must be completed by the applicant and a licensed medical professional prior to reporting for a Physical Ability Test. 
Applicant:

Name: 













Address:  















Street (PO Box) 

City


State


ZIP

Medical Professional Statement:

In my medical opinion the above named person will be able to perform the Physical Ability Test required by the Flint Hill Fire District without physically harming themselves. With my signature I hereby acknowledge receiving a description of the test in sufficient detail to make this determination.

  Medical Professional Signature
 Medical Professional Office Address
Medical Professional Office Phone
