EMPLOYEE/STUDENT HEALTH
PS I A I E Jacobsen Hall « 750 East Adams Street « Syracuse, NY (3210

MEDICAL UNIVERSITY 315-464-4260 (telephone) « 315-464-547| (fax) « www.upstate.edu

Medical History Form

Last Name First MI Sex Date of Birth Social Security Number
Local Address (No. and Street) City State Zip Telephone Number
Place of Birth Job Title Department or Unit Supervisor Dept/Unit Phone
Emergency Contact Telephone Personal Medical Provider Telephone

Personal Health History
Have you EVER HAD, or do you have, any of the following? Check EACH item. If yes, specify by number and explain:

No Yes No Yes

1. Chicken poxorshingles............... O 0O 25. Brokenbones ....................... O O

2. Measles ..............coiiiiinn, 0 O 26. Bone or joint problems. ............... 0 O

3. MUmps ... ()] UJ 27. Arthritis/gout.......... ... ... ... .. O 0O

4. Skin problems or chronicrash.......... 0 O 28. Back pain/injury............ ... ... .. O 0O
5. Eyeproblems ....................... 0 O 29. Numbness/tingling legs or feet . ... ..... 0 O

6. Hearing loss or ear problems . .......... 0 0O 30. Knee pain/injury .................... 0 0O

7. Chroniccough ................... ... 0 O 31. Footpain/injury ..................... O O

8 Asthma ............................ 0O 0O 32. Neck pain/injury .................... 0 O

9. Shortnessofbreath................... O O 33. Lossoflimb......................... O O

10. Lungproblems ...................... 0 O 34. Severeheadaches .. .................. O O
11. Tuberculosis or positive TB skin test . . . . . 0 O 35. Dizziness or fainting. . ................ O O
12. Chestpain............. ... ... .. 0 0O 36. Epilepsy or seizures .................. HE
13. Heart trouble/attack ................. O O 37. Severe weakness or tiredness .......... i
14. Palpitations/irregular heartbeat. ... . ... O 0O 38. Depression or anxiety. ................ O 0O
15. Heartmurmur. . . .................... O O 39. Emotional or psychiatric problems. . . . .. O O
16. Highblood pressure .................. 0 O 40. Drug or Alcohol dependency . .......... O O
17. Stroke or paralysis ................... 0 O 41. Eatingdisorder...................... O O
18. Stomach or intestinal problem ......... O 0O 42. Bleeding or blood disorder............. 0 0O
19. Liver disease/hepatitis................ O 0O 43. Immune suppression . ................ O O
20. Kidney disease ...................... O 0O 44. Chronic/recurrent infection ........... O O
21. Weightchange ...................... 0O 0O 45. Tumor/cancer. ...................... O O
22. Thyroid problems.................... 0 O 46. Anemia ........... ... ... oo O O
23. Shoulder/elbow/wrist/hand pain. . ... .. i 47. Diabetic........... ... ... oo L Nl
24. Numbness/tingling of arms or hands ....[] [ 48. Any other illness not listed ............ O 4

Continues on next page

F82010 Rev. 12/2014



Habits and Questions Related to Work
Please Check Each Item, If YES, specify by number and explain:

No Yes No Yes
1. Do you take medications (list all below) . .. L] ) 12. Do you have visual, hearing or other
2. Do you have any allergies to medication. . . . . [ physical limitations . ................... O O
3. Do you use other drugs that are not legal. . .[] [ 13. Is there any inability to move or position your
4. Doyouusealcohol..................... [ bodyinanormalway................... [
5. Refusedasablooddonor................ (] [ 14. Isthere any reason you cannot fully
6. Do you smoke cigarettes ................ O O perform all duties that your
7. Have you ever been hospitalized.......... O employment or volunteer work will
8. Haveyouever hadsurgery .............. O O requireonany shift. . ............... .. ... O O
9. Have you ever received treatment or counseli% for 15. Have you ever had a work related
psychiatric or emotionalillness . .......... [ injuryorillness. . ...................... O O
10. Do you have allergies to certain 16. Are you currently working (if so, what job) . .[[] [
chemicals, dust, animals, or animal 17. Have you ever had:
products (animal dander, bedding waste). ... [ ] [ a) needlestick/blood or body
11. Have you ever been refused employment fluidexposure. ............... ... ... ... O O
for healthreasons...................... O O b) rash or symptoms related to glove use. . . . .. O O

List physicians or other health care providers you have seen in the past three years:

T understand that any offer of employment is contingent upon my ability to perform, with reasonable accommodation
if necessary, the duties for the position based on medical examination and any other information necessary to
determine medical clearance for employment. Such examination is consistent with business necessity and requires
that determination be made that you do not pose a risk to patients, co-workers or others individuals in the workplace.

I certify that the information documented on this form is true and complete to the best of my knowledge. I
understand that misrepresentation or omission of facts may prevent my employment or may be cause for termination
after beginning employment.

Name (Print) Name (Signed) Date
Comments by Clinician:
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