
 
 

Friday’s Child Adoption Services, Inc. 
A Virginia Licensed Child Placing Agency 

 
Report of Medical Examination 

Date_______________ 
 

Patients Name___________________________________________________Birth date_________ 
Address_________________________________________________________________________ 
City________________________________State_______________________Zip______________ 

 
 
 
Any evidence of the following:                                           Date tests were administered (If applicable)                     
 

1.     HIV                                       Yes       No  _________________    
2. Tuberculosis                                Yes       No   _________________            
3.  STD’s                                         Yes       No                _ _______________                                  
4. Diabetes                                       Yes       No                ________________                          
5. Hypertension                               Yes       No                ________________ 
6. Heart / Lung Disease                   Yes       No               _________________ 
7. Disease of the nervous system    Yes       No                _________________ 
8. Malignant tumors                        Yes       No                _________________ 
9. Hepatitis  / Liver Disease            Yes       No                _________________ 
10. Psychiatric illnesses                    Yes       No                _________________ 
11. Other conditions                          Yes       No                _________________                              

 
 
I,         M.D. have examined 

 
        and find him/her to be in    

 
______________________ health. Based upon my examination of the patient, I find/ do not find evidence of 
any medical condition that would in any way impair his/her ability to adopt or to subsequently rear and care for 
the child. 
 
The patient’s life expectancy should be normal/reduced (circle one). I find/do not find any evidence of a history 
of substance abuse. 

 
 
 

Physician Signature______________________________________Title_________________________ 
 
Physician Address_____________________________________________________________________ 
City________________________________State________________________Zip__________________ 

 ________________________________________________________
__ 

Charlottesville    Winchester    Fairfax 
              434.825.1162                540.664.6272             703.200.9099 
1 
           Main Office 124 Amherst Street Winchester, Virginia 22601   fax· 540.542.0406   fridayschildadoption@earthlink.net 


