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HEALTH CARE PROVIDER  
DECLARATION OF HEALTH 

 
 
 
 
I, _________________________________________, hereby declare that, to the best of my knowledge, I  
 
do not have a physical or mental health condition that would adversely affect my ability to carry out the  
 
clinical privileges which I have requested from the ______________________Louisiana War Veterans’  
 
Home. 
 
______________________________________________    __________________ 
Applicant’s Signature         Date 


