U IVERSITY UVA-WorkMed

IRGINIA 545 Ray C. Hunt Drive
lIIIIII HEAITH SYSTEM Fontaine Resear ch Park
Fax — 434-243-0078
Section 1
Soc Sectt History# Race Sex
Name Birth Date:
Last First Middle/Maiden

In what country were your born?

Date of Employment Job Classification Dept.

Department Address Work Phone

Home Address Home Phone

In case of emergency please contact: Phone
Name/Relationship

Section 2

Check if there is any family history of the following diseases:

O Tuberculosis O High Blood Pressure O Cancer O Heart Disease

O Kidney diseasel’! O Arthritisl] O Epilepsyl’ O Diabetes

1. Do you take any medication regularly? If SO, WNat?............ccoiriiiiiniieeeee e YES
2. Areyou allergicto any medication or f00d? If SO, What?..........ccorrrriririeieirieneeeeeeesese s YES
3. Do you have any type of chronic dermatitis? If SO, What?..........cccoeeurreieennceeeeeeesese s YES
4. Haveyou ever had the tetanus series? Date Date of last booster

5. DO YOU WEBK COIMECHIVE IENSES? ...ttt ettt sn s e bbb n e n e e nseenenne YES
6. Do you have any ChroniC €ye CONITIONS? .......cciiiiieeerrrrrrss s YES
7. Do you have trouble identifying COIOIS?........cuiiiiiiiiereee e YES
8. Do youhave any 10SS Of NEAITNG?........coeeeeee s YES
9. DO You have ah@aring @id?.........ccoouiiiiiiieei e ne YES
10. DO YOUNAVE NAY FEVEI?.......oeeeeese ettt b b s n e e e e e e s nenne YES
11. DO you SUFFEr from @SENMA?.........ccveieieee et n e nre YES
12. Do you wheeze or have to gasp fOr Dreatn?...........oooiiiiieieee e YES
13. Have you ever had achronic chest condition (emphysema, bronchitiS)?...........cccovvrrrrrssecninnns YES
14. Doyou smokecigaretteS?  HOW Many 8 daY? ........ccceieeieeierininiinesiesesee s nnens YES
15. Hasadoctor ever said your blood pressurewastoo high?..........ccccereinnnnnrnrsrssseee e YES
16. Have you ever been bothered by athumping or racing NEArt?..........ccccveieieinnrrerrssrre e YES
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17. Do you have trouble with dizziness or [ightheadeadnNESS? ... YES
18, Do you ever get pains or tightNESS IN YOUr CRESE?...........ooviiiiiiriiirere e YES
19. Do you often have difficulty in Dreathing?...........oooiioiiii e YES
20. Do you often have trouble with swollen feet or anKIES?..........cooiiiiiiiiee e YES
21. Haveyou ever been told that you have a heart murmur, or any other heart condition?............cccccecevennne YES
22. Do you have trouble stopping even asmall cut from bleeding?...........coeiiiiieiiinnneee e YES
23. Haveyou ever had a seizure or conVUISION (EPTTEPSY) 2. YES
24. Have you frequently had episodes of dizziness or faNtiNG?..........ccverireriiereieeeeses e YES
25. Do you have frequent NEAAACNES? ..o s YES
26. Hasyour vision ever been effected by headaChes?.............coo i YES
27. Do cutsinyour skin usually stay 0pen @along tiME?........coceieiirirerrese e YES
28. Areyou often bothered by SeVEre itChing? ..o YES
29. Areyou often troubled With DOIHS? ..o YES
30. Haveyou ever had any sensitivity t0 CREMICAIS?...........cooiiiiiiic e YES
31. Have you ever Nad ECZEIMAT? ..ottt e YES
32. Haveyou ever felt you should cut down on your drinkKing? ..o YES
33. Have people annoyed you by criticizing your drinKing?.........ccooernineneieeeeeeseseses e YES
34. Haveyou ever felt bad or guilty about your drinking?.........c.cceeirininereseseeeeees e YES
35. Haveyou ever had adrink first thing in the morning to steady your nerves or get rid of a

NBNQOVES (BYE-0PENEN) ...ttt e ettt b e bt e e e et h bt s e b e nn e e e e e e e neanenreas YES
36. Have you ever been hospitalized for any ilINeSS, iNjury OF SUMGEIY?........coeieeeeieieneneseseseseeeeesese e YES
37. Do you have any ChroniC ilINESSES? ..o YES
38. Haveyou ever had chickenpox? YES NO Unknown
39. Haveyou ever had arubellatiter (German Measles) drawn? When? ... YES
40. Haveyou ever had ameasles, mumps and/or rubella vaccing? When?...........ccooveennnnnnnenene YES
41. Haveyou ever had areaction (redness and swelling) to a tuberculin skin test?..........c.cccoeennee. YES
42. Haveyou ever coughed UP DIOOO?. ..o e YES
43. Do you sometimes have severe soaking SWeatS anight?..........ccooiiiiiriiincieieee e YES
44. Have you ever had tUDEr CUIOSIS? WHEN? ..ot YES
45. Did you ever live with anyone who had tuberculosis? WhHhen?...........coooiiiiiininnseeeeeeee e YES
46. Haveyou ever received the hepatitis B vaccination? When?...........cccereeeeeenennncnesenesesesesesesenens YES
47. Do you frequently have dIar TEA?..........coiiie s YES
48. Haveyou ever had yellow jaundice/nepatitiS? When? ..o YES
49. Have you ever been told that you have achronic liver diSease?...........cccocovereeeeeienennnessssrsens YES
50. Have you ever been hospitalized for mental illness or nervous breakdown?............c.covverereieienienennens YES
51. Haveyou ever received psychiatric trestment or been advised by a doctor to have it?...........ccccvevvvnnne YES
52. Have you ever been addicted to or constantly used drugsS?..........ccveeiiiiereieieienesese e YES
Section 3
53. Have you been told by a physician that you have an allergy to any latex product?...........c.ccceeeeeerienennens YES
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If yes, to what specifically did the physician say you were allergic?

54. Have you had areaction to any of the following items within one hour of exposure? Reactionsinclude 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 |
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 GolffTennisgrip O O

Other items that you have reacted to that you think contain latex:

55. 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 |

Eczema O O Rhinitis (runny nose) O O
56. Do you carry an epinephrine (EPIPEN/ANGKIT)? .......ooiiiiiiieceeesese e YES

If yes, why?

57. Do you have any fOOd @llEIGIES?........coiiiieee e nne YES

If yes, are you alergic to any of the following? Common symptoms are mouth tingling, lip swelling, itchy throat, rhinorrhea,

wheezing, urticaria,or nausea.

OAvocado OBanana OChestnut OKiwi OPapaya
OPassion fruit OPeach ORaw potato OTomato ONuts
Other food allergies:

58. Have you ever had any adverse reactions or complications to any previous SUrgeries? ........cccovveeeennens YES

59. How many previous sur geries have you had?

60. Have you had any physical problemswhile having dental work completed?

61. Do you have any congenital abnormalities (e.g. SPiNabifida)?.........ccoovveriieieiiinireereeeeees YES

If yes, what type?

62. What is your occupation?

63. Did any of your post or present occupations involve frequent contact with latex products?.................... YES

64. Have you ever had areaction to alateX ProdUCT? ..........ccoceieieieiineniseses e YES
If yes, please explain what happened.

Section 4
65. DO YOU have aherNia (FUPLUIE)? ..ottt ettt sttt e s ae e e stesaeenesteenaeseesreennens YES
66. Have you ever had asurgical repair for ahernia? ..o YES
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67. Areyour joints often painfully SWOHEN? ... YES NO

68. Do your muscles and joints feel Stiff 0N ariSING?.........ooiiiiiiii e YES NO
69. Do you usualy have paininthe arms and [€0S?........cuo e YES NO
70. Do you have adiagnosis of arthritis, osteoarthritis or rheumatoid arthritiS?............ccoovvvereicininiencnnens YES NO
71. DO YOU have PAINFUL FEEL?......eceeeeeee et e e nenne YES NO
72. Areyou ever stiff and Sore after NEAVY WOTK?..........ooi i YES NO
73. Have you ever been told not to lift heavy objectsS? WhHen?...........cooiiiiiiicce e YES NO
74. Haveyou ever had aback/neck injury/strain? When?..........ooreeeeeeeeeeeeeeesese s YES NO
75. Haveyou ever had back or Neck SUrgery? WHEN? ... YES NO
76. Haveyou ever had aback or neck injury that required you to miss work, restrict activity, or

FEOUITE DB FESE?......eeeee ettt b bt b e e e e ae e bt bR e b e nnen e e e e e neenenre s YES NO
77. Doyou have aphySiCal diSADIITY?.......coueeeeecce e YES NO
78. Hasany part of your body ever been paralyzed? When? Whatpart? e, YES NO
79. Have your ever had Knee Surgery? WHREN?.........ooi e YES NO

80. Do you have aphysical condition that limits your activity or prevents you from performing
certain body movements such as bending, [ifting Or SQUALTING? .........ccoeriieieieeieer e YES NO
81. Do you have any conditions effecting the joints such as bursitis, dislocation, or other

diSADIING JOINT AISEASES?.......coueiiiieeiietert et r et e et s bbb e e e e e e e nenreanas YES NO
82. Do you regularly exercise (running, jogging, swimming, walking, bicycling, aerobics, etc.)?................. YES NO
83. Do you play any sport regularly (softball, tennis, baskethall)? ... YES NO
Comments:
Section 5

| hereby certify that information given on this questionnaireistrueand accurateto the best of my knowledge. |
under stand that falsification of infor mation may be reason for dismissal.

Signature Date

Reviewed by: Date:
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