EMPLOYEE HEALTH QUESTIONNAIRE

EMPLOYEE NAME  _________________________________ AGE  _________ SEX  __________

ADDRESS  ____________________________________________ PHONE  ___________________

POSITION  _________________________________ DATE OF HIRE  _______________________

PERSONAL PHYSICIAN  ___________________________________________________________

Please complete the information requested below.  This information is voluntary, but will assist the facility in providing care in the event of an emergency.  If you have questions, discuss them with the Executive Director.

Is there a family history of Nervous Disorders or Mental Illness?  ______________________________

Diabetes?  _______________________________ Tuberculosis?  ______________________________

Have you had or do you now have a disease of any of the following:

  Y
  N





  Y
  N

(    )
(    )
Brain




(    )
(    )
Chronic constipation or diarrhea

(    )
(    )
Eyes, ears, nose, or throat

(    )
(    )
Black, tarry, or bloody stools

(    )
(    )
Allergies, hay fever


(    )
(    )
Frequent or painful urination

(    )
(    )
Heart




(    )
(    )
Blood in urine

(    )
(    )
Lungs




(    )
(    )
Swollen ankles

(    )
(    )
Stomach or intestines


(    )
(    )
High blood pressure

(    )
(    )
Gallbladder or liver


(    )
(    )
Jaundice

(    )
(    )
Kidneys, bladder


(    )
(    )
Hernia (rupture)

(    )
(    )
Back, bones, joints


(    )
(    )
Pneumonia or pleurisy

(    )
(    )
Skin




(    )
(    )
Fits, seizures, or convulsions

(    )
(    )
Lymph nodes



(    )
(    )
Malaria

(    )
(    )
Genitals



(    )
(    )
Rheumatic Fever

(    )
(    )
Dizziness



(    )
(    )
Paralysis

(    )
(    )
Frequent headaches


(    )
(    )
Cancer or tumors

(    )
(    )
Frequent sore throats


(    )
(    )
Hay fever or asthma

(    )
(    )
Frequent colds



(    )
(    )
Diabetes

(    )
(    )
Fainting spells



(    )
(    )
Arthritis or rheumatism

(    )
(    )
Chest pains



(    )
(    )
Nervous breakdown

(    )
(    )
Shortness of Breath


(    )
(    )
Tuberculosis

(    )
(    )
Chronic cough



(    )
(    )
Painful flat feet

(    )
(    )
Coughing up blood


(    )
(    )
Backaches

(    )
(    )
Chronic sinus infections

(    )
(    )
Operations

(    )
(    )
Palpitations



(    )
(    )
Chronic stomach complaints

(    )
(    )
Poor appetite



(    )
(    )
Other serious illness

Do you hear well?  _______________________ Height  _____________ Weight  ________________

Have you ever been rejected or discharged from military service because of illness or injury? If yes, please explain:  _____________________________________________________________________
__________________________________________________________________________________

Have you ever received any pension, insurance payments, or compensation for an injury or illness? If yes, please explain:  __________________________________________________________________ 
__________________________________________________________________________________

Do you have any detected deformity or disease that may interfere with the work for which you were hired? If yes, please explain:  __________________________________________________________


__________________________________________________________________________________
__________________________________________________________________________________

Describe below details of illnesses, injuries, operations, or defects marked on previous page:

__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

Blood Pressure:  ________________ Temperature:  ________________   

Pulse:  _________________ Respiration:  ________________

______________________________________________

____________________________

Employee Signature






Date
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