
MONTESSORI INSTITUTE OF ATLANTA 
MEDICAL FORM  

 
Part I:   For the Trainee 
Please complete the following items.  Have your physician complete Part II. 
 
Name of applicant____________________________________________   ________________ 
        Last          First       Middle   Date of Birth 
 
Address______________________________________________________________________ 
        Street/ P.O. Box/Apartment Number 
 
            _______________________________________________________________________ 
        City          State  Country  Zip/postal code 
 
Part II:  For the Physician 
In addition to a general examination, please specify the results of a T.B. test 
 
T.B. Test     Results 

 one        type of test    date administered  one         
 Tine Test   Negative 
 X-ray   Positive 
 Other  Date read  

 
Has this person ever had any serious illness(es)?  If so, please describe: 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 
I have examined the above-named person and certify that she/he appears to be sound in 
body and mind and in good health. 
 
_________________________________________                ____________________________ 
Signature of Examining Physician    Date 
 
_________________________________________ 
Printed Name 
 
Printed Street Address 
 
_____________________________________________________________________________
Printed City, State, Zip code 
 
__________________________________________         _______________________________ 
Phone number       Email address 
 
 
 
Part III:  Return this form to: 

Montessori Institute of Atlanta 
1970 Cliff Valley Way, Suite 250 

Atlanta, GA 30329 
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