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Fairfield, Connecticut 06824

Public Health Nursing





Phone 203-256-3150

100 Mona Terrace





Fax     203-256-3172
I understand that the physical Exam that I am participating in is a prerequisite for employment/volunteering by the Town Of Fairfield.  I also acknowledge that the exam is a “screening” exam and is not a comprehensive exam.  Such an exam is my responsibility to have performed by my physician.

MEDICAL HISTORY QUESTIONNAIRE

To be completed by Employee:
Name ________________________________________________           Phone#____________________________

D.O.B.__________M/F___ Job Position and Department_______________________________________________
PERSONAL PHYSICIAN (Please Print) ____________________________________________________________
HAVE YOU EVER:






Yes/No




                       Yes/No
Been operated on



___ ___
Been rejected for military service for health reasons            ___ ___
Been advised to have an operation

___ ___
Been discharged from military service for health reasons    ___ ___
Been a patient in a hospital, sanitarium or institution
___ ___
Received a pension for disability                                          ___ ___
Been seriously injured



___ ___
Been refused life insurance                                                   ___ ___
Been refused employment for health reasons

___ ___
Been made ill by your work                                                  ___ ___
Been forced to give up a job because of health reasons
___ ___
Been refused a driver’s license for health reasons                ___ ___
Received Workmen’s Compensation

___ ___

COMMENTS:

Have you ever injured your back?                                    ___ ___  
Have you ever been treated with radiation therapy? 
     ___ ___
Have you ever worn a back brace?

___ ___
Have you ever been treated with radiation?

     ___ ___
Have you ever worn a knee brace?

___ ___
Have you ever had an eye injury?


     ___ ___
Do you need glasses to read/distance?

___ ___
Do you ever use a hearing aid?


     ___ ___

Have you ever had nerve trouble
?

___ ___
Do you take medicine regularly?


     ___ ___
Have you ever had a hernia or rupture?                           ___ ___
 If yes, please list the medications________
__________________
Allergies (seasonal, medication, or  food)?

___ ___
______________________________________________________                 If yes, please list the medications
________________________ 

___________________________________________________



HAVE YOU EVER HAD:


                Yes/No

                Yes/No                                                                              Yes/No                          Yes/No
Diabetes                      
__ __
Nervous Breakdown   __ __

Venereal Disease

__ __
Paralysis
  __ __
High blood pressure
__ __
Blood in urine
__ __

Cough (frequent or chronic)
__ __
Jaundice
  __ __
Stomach Ulcer
__ __
Headaches

__ __

Fainting spells or dizziness
__ __
Asthma
  __ __
Shortness of Breath
__ __
Skin rash or eczema
__ __

Swelling of legs or ankles
__ __
Epilepsy
  __ __
Urination difficulty
__ __
Do you smoke?
__ __

Are you using harmful drugs?
__ __
Arthritis
  __ __

Tuberculosis
__ __
Heart trouble
__ __

Cancer
 

__ __
Joint Pains
  __ __                          
























THE ABOVE STATEMENTS ARE TRUE TO THE BEST OF MY KNOWLEDGE.  I UNDERSTAND THAT ANY MISSTATEMENT OF

FACT IS GROUNDS FOR RELEASE.
I give permission for release of my health information/records for the purpose of suitability for employment between the Fairfield Health Department and the:          _____Town of Fairfield Human Resources    OR    _____ Fairfield Board of Education.                                                    This authorization is valid for 1 calendar year.
Signature of Employee _______________________________________________________________Date____________________________
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Town of Fairfield

Fairfield, Connecticut 06824

PHYSICAL EXAMINATION
Name ____________________________________________________________ Date of Exam_______________
HEIGHT _______________WEIGHT _________________PULSE ______________________BLOOD PRESSURE _____________________

VISION:    WITH / WITHOUT GLASSES (circle one)


FAR   R____________L____________BOTH____________COLOR VISION____________
 

CHECK  ( [image: image4.png]


) IF NORMAL MARK( X) IF DEVIATION FROM NORMAL AND GIVE DETAILS BELOW

	Skin –Scars 
	Thyroid  
	Heart     
	Neurological   
	Spine   

	Head-neck   
	Eyes    
	Abdomen   
	Genito-Urinary  
	Deformities 

	Teeth-Gums    
	Ears     
	Joints   
	Hernia   
	Other    

	Mouth-Throat  
	Lungs   
	Extremities    
	Varicosities     
	


DETAIL OF ABNORMAL FINDING:

PSYCHOLOGICAL STATUS

**PPD MANTOUX MUST BE DONE WITHIN 1 YEAR OF EMPLOYMENT  ** (Required for Board of Ed. Employees only)
PPD date placed __________________ date read_________________ result in mm __________________

NOTE – CHEST X-RAY MUST BE DONE IF PPD IS POSITIVE   CHEST X-Ray DATE DONE___________ RESULTS_____________
URINALYSIS:  Albumin________Hb.________Sugar________Leukocytes________ Specific Gravity _______________
Hepatitis B Dates    #1 _______________ #2 _______________ #3 _______________

***MD MUST COMPLETE BELOW***

Recommended for Employment as physically able to perform the functions of the position________________________

Not Recommended for Employment as not physically able to perform the functions of the position_________________

Suggested Work Limitations__________________________________________________________________________________

THIS INDIVIDUAL HAS BEEN ADVISED OF THE FINDINGS OF THIS EXAMINATION AND
HE HAS______HAS NOT_______ BEEN ADVISED TO CONSULT HIS PERSONAL PHYSICIAN RE:

​​​​​​​​​​​​​​​​​​​​


DATE: ___________________________              ________________________________________________________M.D.

                                                                                                   SIGNATURE OF EXAMINING PHYSICIAN          
PHN/Physical and medical question Rev 5/18
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