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Comprehensive Medical/Occupational History and Review of Systems





Name:_______________________________________________    Badge:___________________
Birth date:___/____/______  	Department  :_____________________Date:___/___/___
	Medical History


Past Medical History
Indicate if you have ever had any of the following medical conditions
1) Anemia/bleeding disorders/Blood diseases
2) Asthma/emphysema/Chronic Bronchitis/Asbestos/Silicosis/Tuberculosis
Pneumothorax/Lung cancer/Pneumonia/other
3) Breathing Difficulties/Chronic cough
4) Loss of Consciousness/seizure/Convulsions
5) Hepatitis/Liver disease/Gallstones
6) Kidney Disease/Kidney Stones
7) Diabetes/sugar Disorders
8) Thyroid Disorders
9) Neck/back Problems
10) Knee problems
11) Cancer/Tumor/Leukemia
12) Arthritis/Rheumatism/joint Problems
13) Deafness/Hearing loss/Ear problems
14) Color Blindness/Vision Problems
15) High Blood pressure/Heart Disease/Heart murmur
16) Heart Attack/Stroke/Angina/Heart Failure
17) Swelling in feet or legs
18) Digestive Problems/Ulcer/Bowel Diease
19) Sinus Problems/Hay Fever
20) Problems smelling odor
21) Allergy that interferes with breathing
22) Skin Allergy or Sensitivity
23) Allergy to Medications
Please list:	___________________________________
                             ____________________________________
                            ____________________________________
24) Other Medical problems not listed above, including any work-related medical 
Condition or workers compensation claim, with  reason:
		____________________________________
                            _____________________________________
25) None of the above ______________


 
Personal Health History
1. Medications, Drugs or  Vitamins taken in the last two weeks or regularly.
___________________________________________________________________________________________________
2. When have you received the following immunizations?
Tetanus  	          ______________
Rubella                ______________
BCG                      ______________
Hepatitis B         ______________
TB                        ______________
                 Positive _________
                 Negative ________
3. Have you ever been absent from school, work or military service for more than 30 days? If yes please describe
___________________________________________________________________________________________________












25)	Hospitalization for any reason?		_____________	26)	Splenectomy (removal of spleen)	            ____________________
27)	Ulcer/Stomach surgery		_____________	28)	Neck/chest/Back/Knee Surgery	            ____________________
29)	Colon/Rectal/Bowel Surgery		_____________	30)	Hysterectomy/Removal of ovaries         _____________________
31)	Hernia Repair			_____________	32)             Thyroid Surgery		          ____________________
33)	Gallbladder Surgery			____________	34)	Appendectomy		          ____________________
35)	Any broken bones			____________	36)	Other surgery/injury/accidents	          ____________________
37)	None of the above			_____________	




               Neurological/Psychological
                        Gastrointestinal

Frequent or severe headaches

Difficulty Swallowing

Difficulty Sleeping

Abdominal pain or Chronic Indigestion

Difficulty with concentration or memory

A change in Bowel habits

A Tremor

Persistent Diarrhea

Problems with nervousness

Black Tar-like or Bloody bowel movements

Depression or Feeling down

Repeated vomiting

Paralysis in part of your body



A Seizure or convulsion



Unsteadiness in Balance Dizzy spells
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	Head, Eyes, Ears, Nose and Throat
	
	Cardiovascular


	
	Sinus problems other than colds
	
	Chest pain/Tightness or Discomfort
______At Rest      ______with Exertion

	
	Hay fever, Hives or Asthma
	
	Heart Palpitations or Skipped Beats

	
	Difficulty with Ears or Noted Loss of hearing/Broken Ear Drum/Hearing aid
	
	Swelling of Ankles/Feet

	
	Problems smelling odors
	
	Leg cramps with walking

	
	Pulmonary
	
	Heartburn/Indigestion not related to eating

	
	Short of breath-at rest
	
	Difficulty climbing stairs or ladders w/25 lbs

	
	Short of breath-exertion
	
	

	
	Wheezing in the chest
	
	

	
	Persistent/unusual cough
	
	

	
	Productive or non productive cough
	
	

	
	Bloody sputum
	
	





	
	Musculoskeletal
	
	Miscellaneous

	
	Difficulty with hands, wrists, fingers
	
	Skin Problems

	
	Joint Pain or Arthritis
	
	Allergic reaction to any medications:

	
	Muscle Weakness
	
	Weight loss or gain of more than 10 pounds

	
	Excessive Fatigue
	
	Unusual Bleeding

	
	Difficulty with your Back or Neck
	
	None of the above



	Occupational Health History

	Check any previous occupations
	Check any previous exposure

	 
	Farmer
	
	
	 
	Beryllium
	 
	 
	 

	 
	Insulator
	
	
	 
	Welding Fumes
	
	 

	 
	Textile Worker
	
	 
	Rubber/Plastic
	
	 

	 
	Petrochemical Work
	
	 
	Noise
	
	
	 

	 
	Furniture Maker
	
	 
	Mercury
	
	
	 

	 
	Construction Work
	
	 
	Asbestos
	
	
	 

	 
	Mechanical/Machinist
	
	 
	Sulfur Dioxide
	
	 

	 
	Lumber/Paper work
	
	 
	Radiation
	
	
	 

	 
	Shipyard worker
	
	 
	Lead 
	
	
	 

	 
	Sandblaster
	
	 
	Caustics (acids, bases)
	 

	 
	Degreaser
	
	
	 
	Silica
	
	
	 

	 
	Painter
	
	
	 
	Chlorine Gases
	
	 

	 
	None of these
	
	 
	Repeated Physical Trauma
	 

	 
	Other
	
	
	 
	Arsenic
	
	
	 

	 
	 
	 
	 
	 
	Talc
	
	
	 

	Current Employer
	 
	Other Irritant
	
	 

	Company
	 
	 
	 
	 
	Gases/Fumes
	
	 

	Division
	 
	
	 
	 
	Fluoride
	
	
	 

	Job Title
	 
	
	 
	 
	Benzene
	
	
	 

	Duties
	 
	
	 
	 
	Pesticides or related chemicals
	 

	Duration
	 
	 
	 
	 
	Other Metals
	
	 

	Safety Equipment used:
	 
	 
	 
	 
	Other Oils or machine fluid
	 

	 
	 
	 
	 
	 
	Other Dust
	
	
	 

	Adverse  health effects from job:
	 
	 
	Other Solvents
	
	 

	 
	 
	 
	 
	 
	Other Man-made Fibers (e.g., wood)

	Previous Employer
	Safety Equipment used in current job

	Company
	 
	 
	 
	 
	Safety boots w/wo Metarsal guards

	Division
	 
	
	 
	 
	Dust Mask
	
	
	 

	Job Title
	 
	
	 
	 
	Hearing protection
	
	 

	Duties
	 
	
	 
	 
	Hard hat
	
	
	 

	Duration
	 
	 
	 
	 
	SCBA
	
	
	 

	Safety Equipment used:
	 
	 
	 
	 
	Safety glasses or goggles
	 

	 
	 
	 
	 
	 
	Respirator-type
	
	 

	Adverse health effects from job:
	 
	 
	Have you worn a respirator before
	 

	 
	 
	 
	 
	 
	What kind
	 
	 
	 



Are you limited in your ability to wear any personal protective equipment?________________________

Do you wear prescription glasses?________________ Date of last exam?__________________________

Do you wear contacts?__________________________ If yes what type?__________________________

Are you color blind?___________________________

Other Exposures:
	Does anyone in your family work with hazardous materials?______________________________
	Have you ever lived near:
				Plant	_______
				Waste site _____
				Mine _________
				Other facility that may have released hazardous materials___________

Do you have any questions regarding this occupational health history and your health? _____________________________________________________________________________________[endnoteRef:1]____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ [1: ] 

GINA “prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of employers or their family members. In order to comply with this law, we are asking that you do not provide any  “genetic information” as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individuals’ family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services”


Employee signature: _____________________________________________ Date __________________

Reviewed by: ___________________________________________________Date________
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