	Barcode label
	
	
Name:
     


Z#:
     


	medical and occupational history

	Medical surveillance is designed to promote the health and safety of every employee and provide a monitor for the work environment.   A complete medical history is an essential component in determining current health status and any health risk factors which could be influenced by your present job duties.

This information, and any results of the examination, is confidential and will not be released without your written authorization.

	employee information

	Date:       
	Employer: 
 FORMCHECKBOX 
 LANS        FORMCHECKBOX 
 MSS        FORMCHECKBOX 
 LAFD        FORMCHECKBOX 
 SOC-LA        FORMCHECKBOX 
 COMPA        FORMCHECKBOX 
 Other       


	Name (Last, First, MI):       
	Z#:       
	 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

	Address:       
	DOB:       
	Age:       

	Work Phone:       
	Cell Phone:       
	Pager:      
	Home Phone:       

	What is your job?       
For how long?       

	Where do you work now?  
TA:       
Bldg:       
Mailstop:       

	What are your job duties/activities?       

	Supervisor’s Name:       
	Group:       

	FOR NEW HIRES ONLY:  



Education History/Degrees
What type of work did you do previously?    
     

     

     

     

     

     

     

     


	Have you ever had a job-related illness or injury?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, what?       

Date of Injury:       


     


     


	Military Service:  Branch       

Have you ever had a military disability?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, explain.       


     


	Have you ever had permanent restrictions from a current or past job?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, explain.       
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Name:
     


Z#:
     


	work exposure/hazards history

	Have you ever worked with the following now or in the past?  (check all that apply)

	External Radiation
If so, what is the range of your annual total dose equivalent on external dosimetry?         
  Millirems
 FORMCHECKBOX 
 Cannot recall/unknown


Have you ever had a technical overexposure
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Not Sure
If Yes, what year?           


	Radionuclides – If so, which one(s)


Past
Current

Past
Current
Past
Current
Americium
 FORMCHECKBOX 

 FORMCHECKBOX 

Gold
 FORMCHECKBOX 

 FORMCHECKBOX 

Radium
 FORMCHECKBOX 

 FORMCHECKBOX 

Californium
 FORMCHECKBOX 

 FORMCHECKBOX 

Iodine
 FORMCHECKBOX 

 FORMCHECKBOX 

Strontium
 FORMCHECKBOX 

 FORMCHECKBOX 

Cerium
 FORMCHECKBOX 

 FORMCHECKBOX 

Mercury
 FORMCHECKBOX 

 FORMCHECKBOX 

Technetium
 FORMCHECKBOX 

 FORMCHECKBOX 

Cesium
 FORMCHECKBOX 

 FORMCHECKBOX 

Phosphorus
 FORMCHECKBOX 

 FORMCHECKBOX 

Thorium
 FORMCHECKBOX 

 FORMCHECKBOX 

Cobalt
 FORMCHECKBOX 

 FORMCHECKBOX 

Plutonium
 FORMCHECKBOX 

 FORMCHECKBOX 

Tritium
 FORMCHECKBOX 

 FORMCHECKBOX 

Curium
 FORMCHECKBOX 

 FORMCHECKBOX 

Polonium
 FORMCHECKBOX 

 FORMCHECKBOX 

Uranium
 FORMCHECKBOX 

 FORMCHECKBOX 









Other      

 FORMCHECKBOX 

 FORMCHECKBOX 


	Hazards – If yes, check all that apply


Past
Current

Past
Current
Past
Current
Confined Spaces
 FORMCHECKBOX 

 FORMCHECKBOX 

Lab Animals
 FORMCHECKBOX 

 FORMCHECKBOX 

Recombinant DNA
 FORMCHECKBOX 

 FORMCHECKBOX 

Cryogens
 FORMCHECKBOX 

 FORMCHECKBOX 

Lasers
 FORMCHECKBOX 

 FORMCHECKBOX 

  or Cell Genetics



Explosives
 FORMCHECKBOX 

 FORMCHECKBOX 

Loud Noise
 FORMCHECKBOX 

 FORMCHECKBOX 

Sewage
 FORMCHECKBOX 

 FORMCHECKBOX 

Hazardous Waste
 FORMCHECKBOX 

 FORMCHECKBOX 

Magnetic Fields
 FORMCHECKBOX 

 FORMCHECKBOX 

Soldering
 FORMCHECKBOX 

 FORMCHECKBOX 

High Voltage
 FORMCHECKBOX 

 FORMCHECKBOX 

Nonionizing Radiation
 FORMCHECKBOX 

 FORMCHECKBOX 

Vibration
 FORMCHECKBOX 

 FORMCHECKBOX 

Human Blood, Tissue
 FORMCHECKBOX 

 FORMCHECKBOX 

Pesticides
 FORMCHECKBOX 

 FORMCHECKBOX 

Welding
 FORMCHECKBOX 

 FORMCHECKBOX 

  or Infectious Material





Wild Animals
 FORMCHECKBOX 

 FORMCHECKBOX 









Other      

 FORMCHECKBOX 

 FORMCHECKBOX 


	Acid or Bases – If yes, check all that apply


Past
Current

Past
Current
Past
Current
Calcium oxide
 FORMCHECKBOX 

 FORMCHECKBOX 

Nitric Acid
 FORMCHECKBOX 

 FORMCHECKBOX 

Propionic Acid
 FORMCHECKBOX 

 FORMCHECKBOX 

  (Quicklime)


Perchloric Acid
 FORMCHECKBOX 

 FORMCHECKBOX 

Sodium Carbonate
 FORMCHECKBOX 

 FORMCHECKBOX 

Chromic acid
 FORMCHECKBOX 

 FORMCHECKBOX 

Phosphoric Acid
 FORMCHECKBOX 

 FORMCHECKBOX 

Sodium Hydroxide
 FORMCHECKBOX 

 FORMCHECKBOX 

Hydrochloric acid
 FORMCHECKBOX 

 FORMCHECKBOX 

Potassium Carbonate
 FORMCHECKBOX 

 FORMCHECKBOX 

Sulfuric Acid
 FORMCHECKBOX 

 FORMCHECKBOX 

Hydrofluoric acid
 FORMCHECKBOX 

 FORMCHECKBOX 

Potassium Hydroxide
 FORMCHECKBOX 

 FORMCHECKBOX 

Other      

 FORMCHECKBOX 

 FORMCHECKBOX 


	Gases – If yes, check all that apply


Past
Current

Past
Current
Past
Current
Ammonia
 FORMCHECKBOX 

 FORMCHECKBOX 

Cyanogen
 FORMCHECKBOX 

 FORMCHECKBOX 

Hydrogen Sulfide
 FORMCHECKBOX 

 FORMCHECKBOX 

Arsine
 FORMCHECKBOX 

 FORMCHECKBOX 

Fluorine
 FORMCHECKBOX 

 FORMCHECKBOX 

Inert
 FORMCHECKBOX 

 FORMCHECKBOX 

Carbon Dioxide
 FORMCHECKBOX 

 FORMCHECKBOX 

Freon
 FORMCHECKBOX 

 FORMCHECKBOX 

Nickel Carbonyl
 FORMCHECKBOX 

 FORMCHECKBOX 

Carbon Monoxide
 FORMCHECKBOX 

 FORMCHECKBOX 

Hydrogen Fluoride
 FORMCHECKBOX 

 FORMCHECKBOX 

Oxygen
 FORMCHECKBOX 

 FORMCHECKBOX 

Chlorine
 FORMCHECKBOX 

 FORMCHECKBOX 

Hydrogen
 FORMCHECKBOX 

 FORMCHECKBOX 

Phosgene
 FORMCHECKBOX 

 FORMCHECKBOX 

CIF3
 FORMCHECKBOX 

 FORMCHECKBOX 

Hydrogen Chloride
 FORMCHECKBOX 

 FORMCHECKBOX 

Silane
 FORMCHECKBOX 

 FORMCHECKBOX 









Other      

 FORMCHECKBOX 

 FORMCHECKBOX 


	Metals – If yes, check all that apply


Past
Current

Past
Current
Past
Current
Antimony
 FORMCHECKBOX 

 FORMCHECKBOX 

Manganese
 FORMCHECKBOX 

 FORMCHECKBOX 

Thallium
 FORMCHECKBOX 

 FORMCHECKBOX 

Arsenic
 FORMCHECKBOX 

 FORMCHECKBOX 

Mercury
 FORMCHECKBOX 

 FORMCHECKBOX 

Tin
 FORMCHECKBOX 

 FORMCHECKBOX 

Cadmium
 FORMCHECKBOX 

 FORMCHECKBOX 

Nickel
 FORMCHECKBOX 

 FORMCHECKBOX 

Vanadium
 FORMCHECKBOX 

 FORMCHECKBOX 

Chromium
 FORMCHECKBOX 

 FORMCHECKBOX 

Phosphorus
 FORMCHECKBOX 

 FORMCHECKBOX 

Zinc
 FORMCHECKBOX 

 FORMCHECKBOX 

Lead
 FORMCHECKBOX 

 FORMCHECKBOX 

Tellurium
 FORMCHECKBOX 

 FORMCHECKBOX 

Other      

 FORMCHECKBOX 

 FORMCHECKBOX 


	Dust, Fibers, Particulate – If yes, check all that apply


Past
Current

Past
Current
Past
Current
Asbestos
 FORMCHECKBOX 

 FORMCHECKBOX 

Silica
 FORMCHECKBOX 

 FORMCHECKBOX 

Wood Dust
 FORMCHECKBOX 

 FORMCHECKBOX 

Beryllium
 FORMCHECKBOX 

 FORMCHECKBOX 

Silicon Carbide
 FORMCHECKBOX 

 FORMCHECKBOX 

Other      

 FORMCHECKBOX 

 FORMCHECKBOX 
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	Barcode label
	
	
Name:
     


Z#:
     


	Solvents – If yes, check all that apply


Past
Current

Past
Current

Past
Current
Acetone
 FORMCHECKBOX 

 FORMCHECKBOX 

N-Hexane
 FORMCHECKBOX 

 FORMCHECKBOX 

Trichloroethylene
 FORMCHECKBOX 

 FORMCHECKBOX 

Benzene
 FORMCHECKBOX 

 FORMCHECKBOX 

Methyl n-Butyl Ketone
 FORMCHECKBOX 

 FORMCHECKBOX 

  (TCE)

Carbon Tetrachloride
 FORMCHECKBOX 

 FORMCHECKBOX 

Perchloroethylene
 FORMCHECKBOX 

 FORMCHECKBOX 

1,1,1 Trichloroethane
 FORMCHECKBOX 

 FORMCHECKBOX 

Chloroform
 FORMCHECKBOX 

 FORMCHECKBOX 

Phenol
 FORMCHECKBOX 

 FORMCHECKBOX 

Xylene
 FORMCHECKBOX 

 FORMCHECKBOX 

Methylene Chloride
 FORMCHECKBOX 

 FORMCHECKBOX 

Toluene
 FORMCHECKBOX 

 FORMCHECKBOX 

Other      

 FORMCHECKBOX 

 FORMCHECKBOX 


	Other Organic – If yes, check all that apply


Past
Current

Past
Current
2-Acetylaminofluorene
 FORMCHECKBOX 

 FORMCHECKBOX 

Hydrazine
 FORMCHECKBOX 

 FORMCHECKBOX 

Acrylamide
 FORMCHECKBOX 

 FORMCHECKBOX 

Isocyanates
 FORMCHECKBOX 

 FORMCHECKBOX 

Acrylonitrile
 FORMCHECKBOX 

 FORMCHECKBOX 

Methyl Chloromethyl Ether
 FORMCHECKBOX 

 FORMCHECKBOX 

Alkyl nitrates
 FORMCHECKBOX 

 FORMCHECKBOX 

Methylenedianiline (MDA)
 FORMCHECKBOX 

 FORMCHECKBOX 

4-Aminophenyl
 FORMCHECKBOX 

 FORMCHECKBOX 

Naphthylamine
 FORMCHECKBOX 

 FORMCHECKBOX 

Aromatic Amines (e.g., Aniline)
 FORMCHECKBOX 

 FORMCHECKBOX 

4-Nitrobiphenyl
 FORMCHECKBOX 

 FORMCHECKBOX 

Benzidine
 FORMCHECKBOX 

 FORMCHECKBOX 

Nitroglycerin
 FORMCHECKBOX 

 FORMCHECKBOX 

Butadiene
 FORMCHECKBOX 

 FORMCHECKBOX 

Nitrosamines
 FORMCHECKBOX 

 FORMCHECKBOX 

Carbon disulfide
 FORMCHECKBOX 

 FORMCHECKBOX 

N-Nitrosodimethylamine
 FORMCHECKBOX 

 FORMCHECKBOX 

Chloromethyl ethers
 FORMCHECKBOX 

 FORMCHECKBOX 

Organic Lead
 FORMCHECKBOX 

 FORMCHECKBOX 

Coal Tar
 FORMCHECKBOX 

 FORMCHECKBOX 

Organic Mercury
 FORMCHECKBOX 

 FORMCHECKBOX 

Dibenzofurans
 FORMCHECKBOX 

 FORMCHECKBOX 

PCBs
 FORMCHECKBOX 

 FORMCHECKBOX 

  1,2-dibromo-3-chloropropane (DBCP)
 FORMCHECKBOX 

 FORMCHECKBOX 

Pentachlorophenol
 FORMCHECKBOX 

 FORMCHECKBOX 

4-Dimethylaminoazobenzene
 FORMCHECKBOX 

 FORMCHECKBOX 

Polycyclic aromatic hydrocarbons
 FORMCHECKBOX 

 FORMCHECKBOX 

Dimethylaminopropionitrile
 FORMCHECKBOX 

 FORMCHECKBOX 

  (e.g., Chrysene, Benzanthracene)


Dioxin
 FORMCHECKBOX 

 FORMCHECKBOX 

Polyvinyl Chloride
 FORMCHECKBOX 

 FORMCHECKBOX 

Ethidium Bromide
 FORMCHECKBOX 

 FORMCHECKBOX 

Beta-Propiolactone
 FORMCHECKBOX 

 FORMCHECKBOX 

Ethylene Glycol Dinitrate
 FORMCHECKBOX 

 FORMCHECKBOX 

Styrene
 FORMCHECKBOX 

 FORMCHECKBOX 

Ethylene Oxide
 FORMCHECKBOX 

 FORMCHECKBOX 

Urethane
 FORMCHECKBOX 

 FORMCHECKBOX 

Formaldehyde
 FORMCHECKBOX 

 FORMCHECKBOX 

Vinyl Chloride
 FORMCHECKBOX 

 FORMCHECKBOX 

Glycol ethers
 FORMCHECKBOX 

 FORMCHECKBOX 


	Personal Protective Equipment.  Do you wear or are you required to wear? – If yes, check all that apply
Air Purifying Respirator
 FORMCHECKBOX 


SCBA
 FORMCHECKBOX 

Cotton Anti-C Clothing
 FORMCHECKBOX 


Supplied Air Suit
 FORMCHECKBOX 

Face Shields
 FORMCHECKBOX 


Turn Out Gear
 FORMCHECKBOX 

Gloves
 FORMCHECKBOX 


Supplied Air Respirator
 FORMCHECKBOX 

Goggles
 FORMCHECKBOX 


Tyvek Anti-C Clothing
 FORMCHECKBOX 

Hard Hat
 FORMCHECKBOX 


Vapor Barrier Chemical
 FORMCHECKBOX 

Hearing Protection
 FORMCHECKBOX 


Protection Suits (Level A)
 FORMCHECKBOX 

Safety Glasses
 FORMCHECKBOX 


Other      

 FORMCHECKBOX 

Safety Shoes/Boots
 FORMCHECKBOX 


	Physical, Environmental, or Functional Job Factors.  Does your job require the following? – If yes, check all that apply

Balancing
 FORMCHECKBOX 

Computer Mouse (      
 hrs/day)
 FORMCHECKBOX 

Bending or Twisting
 FORMCHECKBOX 

Mandatory Overtime
 FORMCHECKBOX 

Carrying (      
 lbs)
 FORMCHECKBOX 

   (      
 hrs more than 40 worked weekly)


Climbing Ladder
 FORMCHECKBOX 

Operate Cranes
 FORMCHECKBOX 

Climbing Stairs
 FORMCHECKBOX 

Operate Hazardous Machinery
 FORMCHECKBOX 

Cold Temperature (<400F)
 FORMCHECKBOX 

Pushing or Pulling
 FORMCHECKBOX 

Crawling
 FORMCHECKBOX 

Reaching above shoulders
 FORMCHECKBOX 

Drive Cars, Trucks, Forklifts
 FORMCHECKBOX 

Reaching at or below shoulders
 FORMCHECKBOX 

Fixed Swing or Graveyard Shift
 FORMCHECKBOX 

Repetitive Motions
 FORMCHECKBOX 

Frequent Overtime
 FORMCHECKBOX 

Rotating Shiftwork
 FORMCHECKBOX 

Glovebox Work
 FORMCHECKBOX 

Sitting       
 hrs/day
 FORMCHECKBOX 

High Humidity (>80%)
 FORMCHECKBOX 

Squatting
 FORMCHECKBOX 

Hot Cell Work
 FORMCHECKBOX 

Standing       
 hrs/day
 FORMCHECKBOX 

Hot Temperature (>850F)
 FORMCHECKBOX 

Strenuous Exertion
 FORMCHECKBOX 

Kneeling
 FORMCHECKBOX 

Tower Climbing
 FORMCHECKBOX 

Lifting 

Walking       
 hrs/day
 FORMCHECKBOX 

  (Circle wt: 10,25,50,75,100,>100 lbs)
 FORMCHECKBOX 

Work Alone

 FORMCHECKBOX 

Video Display Terminal 

Wet or Damp

 FORMCHECKBOX 

   (      
 hrs/day)
 FORMCHECKBOX 

Other       

 FORMCHECKBOX 


Keyboarding (      
 hrs/day)
 FORMCHECKBOX 




Page 3 of 6

	Barcode label
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	family health history (Grandparents, parents, brothers, sisters)

	Relationship
	Age
	Living/Deceased
	Cause of Death and/or Medical Problem

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Has any blood relative had a heart attack, sudden death or heart failure before the age of 55?  
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes  (Explain)

     


	medical history               

	List your chronic health conditions:

 FORMCHECKBOX 
 Diabetes
 FORMCHECKBOX 
 Asthma
 FORMCHECKBOX 
 High blood pressure
 FORMCHECKBOX 
 Seizures
 FORMCHECKBOX 
 Heart Disease

 FORMCHECKBOX 
 Cancer
 FORMCHECKBOX 
 High Cholesterol
 FORMCHECKBOX 
 Arthritis
 FORMCHECKBOX 
 Thyroid


 FORMCHECKBOX 
 Other Conditions:       


	Who is your personal/family physician?       


Date last seen:       

Reason:        


	Are you now under the care of a specialist or specialty provider?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, list type of specialist/specialty provider:       


Reason:       

Date:       


	FOR NEW HIRES ONLY
Have you ever had any major illness, injury or surgery?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Year:       

Problem:       


Year:       

Problem:       


Year:       

Problem:       


Were you hospitalized?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Explain:       


     


	Any illness or injury since last Occupational Medicine exam?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Year:       

Problem:       


Year:       

Problem:       


Were you hospitalized?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Explain:       
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	Barcode label
	
	
Name:
     


Z#:
     


	medical (cont’d)

	Review of Systems

Have you had any of the following since your last exam?  (check all that apply)
Neurological
 FORMCHECKBOX 
 Chronic Headache
 FORMCHECKBOX 
 Difficulty with Speech
 FORMCHECKBOX 
 Paralysis / Numbness
 

 FORMCHECKBOX 
 Dizziness or Loss of Balance
 FORMCHECKBOX 
 Loss of Feeling in Part of Body
 FORMCHECKBOX 
 Depression / Anxiety

 FORMCHECKBOX 
 Epilepsy or other Seizures
 FORMCHECKBOX 
 Tremors
 FORMCHECKBOX 
 Lack of Energy / Fatigue

 FORMCHECKBOX 
 Loss of Consciousness / Blackouts
 FORMCHECKBOX 
 Difficulty Sleeping
 FORMCHECKBOX 
 Difficulty Concentrating

Eyes / Ears / Nose / Throat
 FORMCHECKBOX 
 Double Vision
 FORMCHECKBOX 
 Hearing Loss
 FORMCHECKBOX 
 Persistent Cough


 FORMCHECKBOX 
 Blurred / Decreased Vision
 FORMCHECKBOX 
 Hearing Aid(s)
 FORMCHECKBOX 
 Bleeding Gums

 FORMCHECKBOX 
 Redness / Itching of Eyes
 FORMCHECKBOX 
 Ear Drainage / Infections
 FORMCHECKBOX 
 Jaw or Teeth Pain

 FORMCHECKBOX 
 Eye Pain
 FORMCHECKBOX 
 Frequent Nosebleeds
 FORMCHECKBOX 
 Difficulty Swallowing

 FORMCHECKBOX 
 Frequent Earaches
 FORMCHECKBOX 
 Sinus Drainage / Allergies
 FORMCHECKBOX 
 Wear Glasses

 FORMCHECKBOX 
 Ringing in the Ears
 FORMCHECKBOX 
 Frequent Sore Throat
 FORMCHECKBOX 
 Wear Contacts

Heart / Cardiovascular
 FORMCHECKBOX 
 Irregular Heartbeat
 FORMCHECKBOX 
 Discomfort / Tightness in Chest
 FORMCHECKBOX 
 Blood Clots


 FORMCHECKBOX 
 Palpitations
 FORMCHECKBOX 
 Chest Pain while Exercising
 FORMCHECKBOX 
 Varicose Veins

 FORMCHECKBOX 
 Chest Pains
 FORMCHECKBOX 
 Heart Murmur

Lungs
 FORMCHECKBOX 
 Shortness of Breath
 FORMCHECKBOX 
 Chronic / Persistent Cough
 FORMCHECKBOX 
 Coughing up Blood

 FORMCHECKBOX 
 Coughing up Phlegm / Mucus
 FORMCHECKBOX 
 Wheezing
 FORMCHECKBOX 
 Collapsed Lung

Abdomen

 FORMCHECKBOX 
 Heartburn / Indigestion
 FORMCHECKBOX 
 Irregular Bowel Habits
 FORMCHECKBOX 
 Chronic Constipation

 FORMCHECKBOX 
 Bloody Bowel Movements
 FORMCHECKBOX 
 Stomach Pain
 FORMCHECKBOX 
 Bloody Vomit

 FORMCHECKBOX 
 Persistent Nausea / Vomiting
 FORMCHECKBOX 
 Frequent Diarrhea

Genitourinary
 FORMCHECKBOX 
 Painful / Burning Urination
 FORMCHECKBOX 
 Pain / Discomfort in Groin Area
 FORMCHECKBOX 
 Bladder Infections

 FORMCHECKBOX 
 Frequent Nightly Urination
 FORMCHECKBOX 
 Hernia / Rupture
 FORMCHECKBOX 
 Frequent Urination

 FORMCHECKBOX 
 Pain or Swelling in Testicles
 FORMCHECKBOX 
 Discharge from Penis
 FORMCHECKBOX 
 Lump / Discharge from Breast

 FORMCHECKBOX 
 Irregular Excessive Periods
 FORMCHECKBOX 
 Complications with Pregnancy

Musculoskeletal
 FORMCHECKBOX 
 Pain / Cramping in Arms or Legs
 FORMCHECKBOX 
 Neck or Shoulder Pain
 FORMCHECKBOX 
 Weakness in Arms / Legs


 FORMCHECKBOX 
 Pain / Tingling down Legs
 FORMCHECKBOX 
 Lower Back Pain
 FORMCHECKBOX 
 Stiffness / Painful Joints


 FORMCHECKBOX 
 Pain / Tingling down Arms
 FORMCHECKBOX 
 Swollen Feet / Ankles

Skin
 FORMCHECKBOX 
 Yellowing / Color Changes to Skin
 FORMCHECKBOX 
 Rashes / Redness of Skin
 FORMCHECKBOX 
 Excessive Itching / Hives

 FORMCHECKBOX 
 Easily Bruised
 FORMCHECKBOX 
 None of the above symptoms have occurred in the past year

	Have you had any surgery since last Occupational Medicine exam?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Year:       

Type/Problem:       


Year:       

Type/Problem:       


	List any medication or herbal remedies you are currently taking or have taken within the past month.  

     


     


	Are you ALLERGIC to any medication or other substance?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, please list:       
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	social history

	Marital Status:  
 FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Married
 FORMCHECKBOX 
 Divorced
 FORMCHECKBOX 
 Widowed
 FORMCHECKBOX 
 Living with Significant Other

 Number of Children:              

Ages:            


	Do you currently drink alcohol?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, number (per day/week/month):

Beer           

Glasses of wine               

Mixed Drinks               


 FORMCHECKBOX 
 day   FORMCHECKBOX 
 week   FORMCHECKBOX 
 month
 FORMCHECKBOX 
 day   FORMCHECKBOX 
 week   FORMCHECKBOX 
 month
 FORMCHECKBOX 
 day   FORMCHECKBOX 
 week   FORMCHECKBOX 
 month

	Have you ever used tobacco products?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


 If yes, please check the type of product, amount used, and for how long?


Type of Tobacco
Number of Years
Amount per day

 FORMCHECKBOX 
 Cigars
     

     
  Cigars per day


 FORMCHECKBOX 
 Cigarettes
     

     
  Packs per day


 FORMCHECKBOX 
 Pipe
     

     
  Bowls per day


 FORMCHECKBOX 
 Snuff
     


   Cans per day/week

 FORMCHECKBOX 
 Chew
     

     
   Times per day

If you used tobacco but have stopped, date you stopped use:        

Are you currently using nicotine replacement? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, what type?       




	Exercise

Type       
     for         
   (minutes)             
 (times/week) 

	What are your hobbies?


     


     


	health maintenance

	Immunization History

      
 Tetanus/Diptheria 
     
 Hepatitis A
     
 Hepatitis B
     
 Other:  


(date)

(date)
(date)
(date)

	Men

      
 Prostate 
     
 Colonoscopy
     
 EKG/Stress Test
     
 Glaucoma


(date)


(date)

(date)



(date)

	Women

      
 Mammogram 
     
 Colonoscopy
     
 EKG/Stress Test
     
 Glaucoma Test

(date)


(date)


(date)



(date)
     
 Pap Smear

(date)

	According to state Workers’ Compensation Law, “the worker shall be entitled to no future compensation benefits if he/she knowingly and willfully conceals or makes a false representation about the information requested.”

	i certify that the answers contained within this history are true and correct to the best of my knowledge.

	MD or PA Initials:  
	Date:  

	Employee’s Initials:  
	Date:  
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