
[image: image1.jpg]% Affinity

=ss HEALTH SYSTEM
Caring for health. Caring for life.



Date:______________________


Name:_____________________


DOB:  _____________________



Employer:__________________



Job Title:___________________
Health History

Family History

If your parents, brothers, sisters, or children have any of the conditions below, check the item.
 FORMCHECKBOX 
  Allergy (asthma, hay fever)
 FORMCHECKBOX 
  Cancer

 FORMCHECKBOX 
  Heart Disease


 FORMCHECKBOX 
  Mental Illness

 FORMCHECKBOX 
  Arthritis


 FORMCHECKBOX 
  Diabetes

 FORMCHECKBOX 
  Kidney Disease


 FORMCHECKBOX 
  Headaches
 FORMCHECKBOX 
  Back Problem


 FORMCHECKBOX 
  Epilepsy (Seizures)
 FORMCHECKBOX 
  Liver Disease/Hepatitis

 FORMCHECKBOX 
  Tuberculosis

 FORMCHECKBOX 
  Bleeding Disorder

 FORMCHECKBOX 
  Hearing Problem
 FORMCHECKBOX 
  Lung Disease


 FORMCHECKBOX 
  Work-related injury

Social History

Yes
No






Yes
No
____
____
Do you use tobacco products?


____
____
Have you served in the Armed Forces?


If yes, how many years have you used tobacco? _____


If yes, give dates:  From: ________ To: ________



How many packs/cigars/bowls/tins per day? _____



Branch: _________________________________

____
____
Have you ever smoked?



____
____
Do you have a permanent disability or condition 


If yes, how many years did you smoke? ______



that requires or has required, special job 



When did you quit? ______





assignment? (Such as a weak back, lung

How many packs/cigars/bowls per day? ______



condition, heart disease, cold sensitivity, a bad



 






arm, etc.) ________________________________

____
____
Do you exercise? 






________________________________________


Type _________________ How Often ______________


________________________________________
____
____
Do you use caffeine? Kind (coffee, tea, soda) ______ 
____
____
Do you have any allergies?  Are there any

   Amount  Per Day ____



medicines you can’t take(intolerances)?










Describe:
On average, how much do you drink in a week?



Medication ______________________________


Beer
______
Cans/Bottles




Food ______________




Wine
______
Glasses





Latex sensitivity?__________________



Liquor
______
Shots





Environment/Seasonal _____________________
Yes
No








Last Tetanus Booster ______________________
____
____
Have you ever felt you should cut down on your drinking?



____
____
Have people annoyed you by criticizing your drinking?






____
____
Have you ever felt bad or guilty about your drinking?





____
____
Have you ever had a drink first thing in the morning, “an eye opener” to steady your nerves?




____
____
Do you use “recreational” drugs such as cocaine/marijuana?


                               
Occupational Health Hazards
	Physical
	Chemical
	Biological
	Psychological
	Personal Protective Equip. (PPE)

	1.   Noise/Radiation
2.   Vibration

3.   Electrical Shock

4.   Repetitive Motion

5.   Heavy Lifting
	6.   Mercury/Lead
7.   Dust

8.   Gases/Fumes

9.   Acids/Solvents

10. Caustics
	11. Viruses
12. Bacteria

13. Parasites

14. Fungus

15. Animal Bites
	16. Boredom
17. Work Shift Fatigue

18. Risk of Falling

19. Risk of Confined Space

20. Repetition
	1. Safety Glasses
2. Respirator

3. Hard Hat

4. Protective Clothing

5. Hearing Protection


Work History 
Begin with most recent employer.  (See Above for list of Occupational Health Hazards).

	Workplace

Employers Name
	Dates

Worked
	Full Time
	Describe Job Duties
	Known Heath

Hazards
(1-20)
	PPE
(1-5)
	Were you ever off work for 
a health problem or injury?
(Please explain)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


List all of the medications/drugs, including “over the counter”


List all previous surgeries or hospitalizations (including dates):

vitamins, herbs, supplements that you are currently taking:

__________________________________________________

_______________________________________________________

__________________________________________________

_______________________________________________________

__________________________________________________

_______________________________________________________

__________________________________________________

_______________________________________________________

Answer all questions to the best of your knowledge.  If you need help with a question, please ask.  Explain all “yes” answers at the bottom of the pages.

Have you now or ever:



Yes
No





Yes
No

  1.  Been treated for major medical problems –

 
 
31.  Visual problem not corrected by glasses
____
____

       diabetes, cancer, heart attack, seizure disorder
____
____
32.  Dizziness/fainting spells/seizures

____
____

  2.  Been rejected for military services due to physical


33.  Difficulty hearing


____
____

       or mental reasons



____
____
34.  Nose Bleeds



____
____

  3.  Suffered injuries at work resulting in lost time from work
____
____
35.  Difficulty with mouth, teeth, gums

____
____

  4.  Been reassigned to another position or changed jobs


36.  Chest Pain



____
____

       for health reasons



____
____
37.  Heart murmur/heart trouble

____
____

  5.  Suffered any injury at home resulting in lost time
____
____
38.  High/low blood pressure


____
____

  6.  Changed jobs or work assignments because



39.  Swollen ankles, cramps/legs

____
____

       of health problems



____
____
40.  Black or bloody stools


____
____

  7.  Had contact with dust or chemicals at work or during


41.  Hernia/rupture



____
____

       leisure activities



____
____
42.  Ulcers



____
____

  8.  Had allergy to insect sting



____
____
43.  Weight change plus or minus 10 pounds


  9.  Seen a doctor in the past year


____
____
       in past 3 months without trying

____
____

10.  Been treated by a Chiropractor


____
____
44.  Problems after eating certain foods

____
____
11.  Number of days absent from work in the past year


45.  Frequent, burning and/or bleeding


       due to illness/injury



____
____
       with urination



____
____

Respiratory History





46.  Kidney stones



____
____

12.  Sore throat or colds per year (number)_______


47.  Skin rash/skin disorder


____
____

13.  Asthma/wheezing/occupational asthma

____
____
48.  Hepatitis



____
____

14.  Recurring bronchitis



____
____
Neuromuscular
15.  Pneumonia



____
____
49.  Back pain and/or injury


____
____

16.  Pleurisy



____
____
50.  Abnormal back x-ray


____
____

17.  Emphysema



____
____
51.  Arthritis, rheumatism, bursitis, tendonitis
____
____

18.  Lung cancer



____
____
52.  Muscle weakness


____
____

19.  TB or known exposure



____
____
53.  Fracture/broken bones


____
____

20.  Positive TB skin test



____
____
54.  Bone, joint or other deformity

____
____

21.  Chest injury or operation



____
____
55.  Any joints that lock or give out

____
____

22.  Collapsed lung



____
____
56.  Wrist, elbow, shoulder pain

____
____

23.  Coughed up blood



____
____
57.  Numbness/tingling/pain in hands, fingers
____
____

24.  Chronic coughing



____
____
58.  Diagnosed carpal tunnel


____
____

25.  An abnormal chest x-ray



____
____
59.  Ankle, knee, hip pain


____
____

26.  Hay fever



____
____
60.  Numbness, pain, tingling radiating into hips,
27.  Difficulty breathing



____
____
       legs and/or feet



____
____ 

28.  Sleep disorder/apnea



____
____
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Review of Body Systems





61.  Drug or alcohol problems


____
____
29.  Headaches



____
____
62.  Depression or anxiety


____
____
30.  Major head injury or knocked unconscious

____
____
63.  Panic disorder



____
____






64.  Treatment/counseling


____
____
Explanation of positive answers – reference questions by number.

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________
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