JPS HEALTH NETWORK 

OCCUPATIONAL HEALTH SERVICES

REPORT OF MEDICAL HISTORY

Name:      
Describe your present physical condition:      
Has any immediate family member such as parent, brother, sister, husband or wife: 

Y   N                                                           Relation                        Y    N                                                                    Relation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had Tuberculosis
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had Cancer
	                                                 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had Syphilis
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had Rheumatism (Arthritis)
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had Diabetes
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had Asthma, Hay Fever, Hives
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had Heart Trouble
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had Epilepsy (Fits)
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had High Blood Pressure
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Been Mentally III
	     


Do you now have or have you ever had:  (please explain)

Y   N                                                                                             Y    N
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rheumatic Fever
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Recent sudden Gain or Loss of Weight

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tuberculosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Goiter or other Thyroid Disease

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eye Problem- wear glasses/ contacts, etc.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent or Severe Headache

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Color Blindness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Dizziness or Fainting Spells

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ear, Nose or Throat Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Periods of Unconsciousness/ Loss of Memory or Amnesia

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hearing Loss
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Head Injury

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sinusitis / Hay Fever
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Problems with Latex Products- itching, redness, respiratory

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Drug, Food or other Allergies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Paralysis

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Skin Disease (Eczema, Psoriasis, etc.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Epilepsy / Seizures / Convulsions

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	VD-Syphilis, Gonorrhea, etc.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Depression or Excessive Worry

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent or Painful Urination
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Mental Disorder

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney Stone or other Kidney Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Alcohol intake:  Kind       How many      How often       

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sugar or Albumin in Urine / Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Drug or Narcotic Habit

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Piles or other Rectal Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blood Disorders

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stomach, Liver or Intestinal Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Asthma

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Jaundice or Hepatitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shortness of Breath / Emphysema

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Swollen/ Painful Joints i.e. wrist, arms, legs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pain or Pressure in Chest / Heart Disease

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Arthritis or Rheumatism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Palpitations or Heart Murmur

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bone, Joint or other Deformity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic Cough  lasting over 2 weeks

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Broken Bones
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High or Low Blood Pressure

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Recurrent or Severe Back Pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tumor, Growth, Cyst, Cancer; Where?      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Foot Trouble or Varicose Veins
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rupture / Hernia

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Mononucleosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chicken Pox 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pneumonia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Menstrual / Gynecological ( Female ) Problems


Y   N                                                      
Explain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Has your work ever been limited or restricted because of health problems? Ex. Latex allergies or wrist/ arm/ shoulder pains


	                                                                

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are you pregnant?                           


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever been a patient in a Mental Hospital or Sanitarium? ( If yes, please give details, including address of  Doctor, Hospital, or Clinic)


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever had any illness, or operation other than those already noted?

( If yes, give address of Doctor, when, where )


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you consulted or been treated by clinics, physicians, healers or other practitioners, within the past 5 years? (If yes, give address of Doctor, Hospital, Clinic, and details )


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you have any physical condition that may require special work assignments or conditions? Ex. Carpal Tunnel Syndrome, Latex Allergy, Back problems


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you treated yourself for any illness other than minor colds, for example? (If yes, give details )


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever been denied Life Insurance at standard rates? (If yes, state reason )


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever been rejected for employment on physical examination?


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever been rejected for Military Service or involuntarily discharged from the armed forces because of a physical/ mental reason? ( If yes, give date, and reason )


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever received, is there pending, or have you applied for pension or compensation for disability? (If yes, specify what kind, granted by whom, when, and why.) Ex. On the job injury: falls, needlesticks, splashes, etc.


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever had, or been treated for a back injury? ( If yes, when, where, and by whom)


	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you now or have you ever regularly taken medication? (Including tranquilizers, sleeping pills, oral contraceptives, etc?)


	     


I certify that I have reviewed the foregoing information supplied by me and that it is true and complete to the best of my knowledge.

I authorize Occupational Health Services to conduct laboratory examinations as required by the JPS Health Network.

         


      
Date                                                Signature of Applicant
Revised 9/8/06OHS
