UVA-WorkMed Health Medical Questionnaire

Soc Sect# History# Race Sex
Name Birth Date:
Last First Middle/Maiden
Date of Employment Job Title Dept.
Home Address Home Phone
1. Have you ever had chickenpox? Please circle one: YES NO UNKNOWN
If no, have you had the varicella vaccine? If yes, provide medical documentation of month/day/year....... YES NO

2. Have you ever had a rubella titer (German Measles) drawn? If yes, provide documentation of titer result. YES NO

L Fo A Lo U AT T T I 0 11T ] 3 YES NO
4. Have you ever had a measles, mumps and/or rubella vaccine?

If yes, provide documentation of dates (month/day/year). ... YES NO
5. Have you ever had the tetanus series? If yes, provide documentation of month/day/year. .................. YES NO
6. Have you ever had Tdap? If yes, provide documentation of month/day/year. ...............ccoooviiiinnnen, YES NO
7. Have you ever had a reaction (redness and swelling) to a tuberculin skin test?..............ccccoeueene. YES NO
8. Have you ever received treatment for latent tuberculosis (i.e. INH therapy)?. ......ccccvviiiivviiiisinnnnns YES NO

If yes, please give treatment dates
9. Have you received the Hepatitis B vaccination series?

If yes, provide documentation of dates (Month/day/year) .........cccocvveie e YES NO

If yes, did you have a titer drawn approximately one to two months after your 3" injection? Provided documentation

o) U1 C=] =TT LSO PR SUTIORPRR YES NO
10. Have you ever coughed UP BIOOA? .......couv ittt te e s e e st e s neesneesneenrne e YES NO
11. Do you sometimes have severe soaking SWeats at NGhL?..........cccccoviiiiciiiie i YES NO
12. Have you ever had tUDErCUIOSIS? WHEN? ........cciiiiiiiite e YES NO
13. Did you ever live with anyone who had tuberculosis? WheNn?..........ccccovieiiiiii i YES NO
14. Have you ever had yellow jaundice/nepatitis? WheNn?...........cooiirrnniininnneeeessseeessees YES NO
15. Have you ever been told that you have a Chronic lIVer diSEase?...........cccccceevvvvivecieviseeeceseeeeee e, YES NO
16. Have you ever cultured positive for methicillin-resistant Staph aureus (MRSA)?.......c.ccccvvvviiniecieeieens YES NO
17. Have you ever cultured positive for vancomycin-resistant enterococcus (VRE)? .......ccccooeviivivvcvinninnnn, YES NO

18. Have you ever been hospitalized for psychiatric treatment or been advised by a doctor to seek treatment? YES NO
19. Have you ever been addicted to or used drugs illegally? ..., YES NO
20. Are you allergic to any medication or food, or have any sensitivity to chemicals? Please list: ................

21. Do you have any ChroniC ye CONAITIONS?...........couiiiiririeieeieee e YES NO
22. Do you have trouble identifying COIOIS? ........coviiiiiii e nnes YES NO
23. Do you have any 10SS OF NEATING? .......coooviiiiiii e YES NO
24. DO YOU Wear @ NEAIING AIU7 .......ccviiiiiie i s see st te e ste e s e e s e e s e e be e beesteesteesteesneeaneesneesneeaneeannenn YES NO
25. Do you smoke cigarettes? = HOW MaNY @ GAY7?......cueiieeieeieeiiesie ettt see e ee e see e sree s esneesneas YES NO
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26. Do you have emphysema, bronchitis or difficulty breathing?...........c.cocoiv i, YES NO

27. Do you have trouble with dizziness, lightheadedness or fainting?...........cccccooe v, YES NO
28. Have you ever been told that you have a heart murmur, or any other heart condition?..............c.cccccevenee. YES NO
29. Have you ever had a seizure or convulsion (EPIIEPSY)?.....c.cuiiiiirirrieiese s YES NO
30. Have you ever felt you should cut down on your drinKing?...........ccccoeviiiiiiinnissss e YES NO
31. Have people annoyed you by criticizing Your drinking?..........cccocoeiieiiiiiniie e YES NO
32. Have you ever felt bad or guilty about your drinking? ...........cccevieiiiiii e YES NO
33. Have you ever had a drink first thing in the morning to steady your nerves or get rid of a

NANGOVEL (BYE-0PENEI)? ...tieiie ettt sttt sttt e s te e s b e s te et e s beete e beste e e e s besteestesbeesbesbesaeesbesteessesbesteeseesteateentens YES NO
34. Do you have any ChroniC IHINESSES? LS. ......cciiieiiiiie ettt st re e nre s YES NO
35. Have you been told by a physician that you have an allergy to any latex product?............ccccoeevviiieiennne YES NO

If yes, to what specifically did the physician say you were allergic?

36. Have you had a reaction to any of the following items within one hour of exposure? Reactions include itching,
redness, swelling, hives, runny nose, congestion, wheezing, or chest tightness.

Yes No Yes No Yes No

Adhesive tape O O Balloon O O Bandage O O

Dental mask O O Condom O O Dental cofferdam O O

Face mask O O Face pillow O O Garden hose O O

Ostomy bag O O IV tubing O O Rubber ball O O

Rubber band O O Rubber cement O O Rubber gloves O O

Dish gloves O O  Golf/Tennis grip O O

Other items that you have reacted to that you think contain latex:
37. Do you have personal history of any of the following?

Yes No Yes No

Asthma O O Urticaria (itching) O O

Conjunctivitis O O Contact Dermatitis (rash) O O

Eczema O O Rhinitis (runny nose) O O
38. Do you carry an epinephrine (EPiPen/ANGKIL)? ......ccciv oot nnes YES NO

If yes, why?
39. Have you ever been told not to lift heavy objects? WHeN?.........ccoov i YES NO
40. Have you ever had a back/neck injury/strain? WhHen? ... YES NO
41. Have you ever had back or Neck SUrgery? When? .........ccovireieneeeeeeeeeee s YES NO
42. Do you have a physical condition that limits your activity or prevents you from performing
certain body movements such as bending, lifting or squatting, pushing/pulling? .........ccccccovvviviiiininnnn YES NO

Comments:

I hereby certify that information given on this questionnaire is true and accurate to the best of my knowledge. |
understand that falsification of information may be reason for dismissal.

Signature Date
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