UNIVERSITY OCCUPATIONAL HEALTH SERVICES

University Family Physicians     1924 Alcoa Highway     Knoxville, TN 37920     (865) 305-8831 

 PREPLACEMENT HEALTH HISTORY

LEGAL NAME: ____________________________________ SS#: __________________ BIRTHDATE: _____________

ADDRESS: ______________________________________________ PHONE: __________________________________


      ______________________________________________

1.   Have you ever had chickenpox?   ______Yes      ______No      ______Unsure



2. Have you had the following immunizations?







Hepatitis A   ______Yes      ______No







Hepatitis B   ______Yes      ______No

Measles, Mumps and Rubella   ______Yes (Must provide written proof)
______No

Tdap
_______Yes
_______No

3. Have you ever had a positive skin test for tuberculosis?

______No  (Skip to Question 5)

______Yes (Answer the following questions)


a.    Did you take tuberculosis medicine?
______Yes      ______No

b. Do you have any of the following:

   Yes

   No



Chronic cough



______

______



Night sweats



______

______



Weight loss



______

______



Chronic fatigue



______

______



Any serious illness


______

______



Frequent colds



______

______

5.   Have you had a Tb skin test within the past 3 months?
______Yes  (Must provide written proof)








______No  (testing required)

6. Have you ever had:

______Measles


______Head injury

______Loss of sensation in hands or feet

______German Measles (3 day)
______Back injury or pain

______Decrease in hearing

______Mumps


______Anemia


______Frequent infections

______Chicken pox

______Asthma


______Sexually transmitted diseases

______Polio


______Hay fever


______Stomach or intestinal disorders

______Tuberculosis

______Bone or joint problems
______AIDS/HIV positive

______Rheumatic fever

______Thyroid problems

______Dizziness or fainting spells

______Hepatitis


______Eye problems

______Depression or anxiety

______Meningitis

______Chest pain/angina

______Shortness of breath

______Diabetes


______Kidney disease

______Palpitations

______High blood pressure
______Gallbladder disease
______Rectal bleeding

______Heart disease

______Seizures


______Hernia

Other (please explain) _________________________________________________________________________________

7. Are you allergic to any medications? (please list) ________________________________________________________

To the best of my knowledge, the answers I have given to the above questions are accurate __________________________











           Volunteer signature











   __________________________




                    






 Date











Occ Med Preplacement Health History

