Occupational Medicine Center
Health Exam Questionnaire

The purpose of this questionnaire is to gather information concerning your health and physical condition, both now and in the
past. This information will be used only to determine whether you can safely and adequately perform the duties of the job
which you have been offered.

Name: Male[ ] Female [ ] Date of Birth
Address: ‘ Telephone #

) Employment / Exposure History
Please read carefully and answer all questions on the front and back side of this page.
List your last 6 jobs, job title, type of work and any health hazards. Write "Y" for yes or "N" for no in regards tc any affect on your health.

From To Any Health
Name of Employer [Month/YeanMonth/Yearg Job Title Description of Work List Hazards Affects? Y/N

Work / Service History

1. Have you ever been injured in a vehicle accident? If yes, please explain below. Yes[ ] NoJ

2. Have you ever had any work-related injuries or illnesses? If yes, please explain below. Yes[ ] NoJ|

3. Did you ever receive, or do you have pending, a compensation award or pension for a work-related injury Yes[ ] NoJ
or illness?

4. Have you ever received a veteran's pension for a service connected disability? Yes[ ] No

5. Have you ever been rejected for life insurance or by the Armed Forces for medical reasons? Yes[ ] Nol

Explain all "yes" answers to the above questions.

Medical History
Are you now under a doctor'scare? Yes[ ] No[ ] If yes, give details.

List Hospitalizations and Surgeries:
Date Reason for hospitalization or surgery: Hospital Name:

List all medications you are currently taking, both prescription and over the counter medications:

Family History
Is there a family history of heart disease, high blood pressure, diabetes, or cancer? Yes[ ] No|[ ] If yes, comment below.
Are your parents and siblings alive and well? Yes[ ] No[ ] Do they have any health problems? Yes[ ] No[ ] If yes, comment
below. If deceased, what was the cause of death, if known?

| certify that | have reviewed the foregoing information supplied by me and that it is true and complete to the best of my knowledge. |
authorize any of the doctors, hospitals or clinics mentioned above to furnish the Sansum-SBMFC Occupational Medicine Center with
copies of my medical record for purposes of further evaluation in relation to this application for employment. | authorize

the examining physician to release information from this examination to the employer for whom this exam is being conducted.

Name of Employer

Printed Name Signature Date
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Have you ever had, or been treated for any of the following? (Use a check mark to indicate "yes" or "no" in the proper column.

If "yes", give the date of occurrence.) Explain all "yes" answers in the space below.

MUSCULOSKELETAL (Bones and Joints) No Yes Date |NEUROLOGICAL SYSTEM (Continued) No Yes Date
Arthritis Ear trouble
Swollen or painful joints Fainting spells
Bursitis or tendonitis Seizures or epilepsy
Back pain Glaucoma
Repetitive motion syndrome Migraine
Carpal tunnel syndrome Mental iliness
Low back pain or problem Depression
Neck or upper back problem Poliomyelitis
Shoulder pain or problem Stroke
Wrist/hand/elbow pain or problem Tingling in arms or legs
Knee pain or problem ALLERGIES
Foot/ankle pain or problem Food (specify which food(s) below)
Chiropractic treatments Soaps or detergents
Persistent or severe muscle aches or pains Metal (nickel, chromium, other)
Disc injury Hay fever
Broken bones Epoxy resins
Other muscle-skeletel conditions Poison oak or other plants
Whiplash Rubber or latex
ENDOCRINE/METABOLIC Medications (list medications in space below)
Diabetes List any other allergies in space below
Thyroid problems INTESTINAL AND URINARY SYSTEMS
Hypoglycemia Hepatitis
Unexplained weight gain or loss Ulcer
Gout Hernia
Osteoporosis or bone disease Pancreatitis
BLOOD/LYMPH SYSTEMS Digestive problems
Anemia Reflux disease
Fatigue or lack of energy Jaundice
Bleeding disorder Gallbladder problems
Phlebitis or clots Kidney or bladder infections
Blood transfusions Kidney stones
Chills, fevers, night sweats Prostate problems
Swelling of lymph glands Any other urinary or intestinal problems
SKIN INFECTIOUS DISEASES
Dermatitis or eczema Tuberculosis
Hives Rheumatic fever
Moles that bleed or get larger Malaria or tropical diseases
Frequent boils or abscesses SOCIAL HISTORY
Acne Have you ever used tobacco products?
Trouble with fingernails/toenails List type and quantity per day or week
Skin cancer If you quit, when? Month Yr
Other skin problems Do you drink alcohol?
Psoriasis Indicate what you drink & quantity below
Any other skin conditions CHILDHOOD DISEASES
HEART AND LUNGS Measles
Asthma Mumps
Bronchitis Rubella
Chronic cough Chickenpox
Shortness of breath Scarlet fever
Metal fume fever IMMUNIZATIONS - Have you ever been
Heart trouble vaccinated for:
Lung disease Measles
Pneumonia Mumps
Coronary disease Rubelia
NEUROLOGICAL SYSTEM Chickenpox
Head injury Tetanus
Concussion Hepatitis B
Dizziness Hepatitis A
Please explain "yes" answers here:
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