
Business and Employee 
Health Services 

COMPREHENSIVE MEDICAL 

AND OCCUPATIONAL 

HEALTH HISTORY QUESTIONNAIRE A T M E R C Y 

SITE:. _____________ _ 

Please answer all questions accurately and completely. 

IDENTIFICATION DATA: Fill in the following information. PLEASE PRINT. Today's Date __ ! __ ! __ 

Social Security Number 

Home Address 

City State Zip Code 

. Home Telephone (area code) 

___ !___ ___ Age: __ Sex: 0Male D Female 
Date of Birth (Month / Day / Year) 

D Married D Separated □ Divorced 0 Widowed O Single 

Education:. ____ years in Elementary ____ years in High School 

____ years in College, Technical, Business, etc. 

Employer / Department Previously Employed Dyes D no 

Occupation / Position Applied For 

Family History: Mark an X in those boxes which indicate the present state of health (Good, Poor), or the death (indicate the cause) of your 
mother and father and any illnesses they or your blood relatives (grandparents, brothers, sisters, children) have had. 

HEALTH Illnesses Illnesses 
Blood 

Father Mother Father Mother Relatives Father Mother Relatives 

Kidney Trouble ............... D D D 
Lung Disease ................ D D D 
Mental Health Problems D D D 
Rheumatism or Arthritis D D D 
Stomach/Duodenal Ulcer D D D 
Substance Abuse.......... D D D 
Tuberculosis .................. D D D 

Good ..................... □ □ Allergies or Asthma ....... □ □ □ 
Poor ....................... □ □ Anemia ........................... □ □ □ 
Deceased ............. □ □ Bleeding Tendencies ..... □ □ □ 
Age at Death ......... □-□- Cancer or Tumor ........... □ □ □ 
Cause of Death Diabetes ........................ □ □ □ 
Cancer .................. □ □ Chronic Infections ......... □ □ □ 
Heart Trouble ........ □ □ Domestic Violence ......... □ □ □ 

Lung Disease ....... □ □ Heart Trouble ................. □ □ □ 
Other Causes ....... □ □ High Blood Pressure ..... □ □ □ 

Your Health History: Mark an X in the box next to any of the following illnesses you now have or have ever had. 

□ Anemia □ Headaches (recurrent) □ Pneumonia
□ Asthma □ Hearing Trouble □ Rheumatic Fever
□ Back/Musculoskeletal Problems □ Heart Attack □ Rheumatism / Arthritis 
□ Bleeding Tendencies □ Heart Trouble (other) □ Seizures
□ Bronchitis □ Hemorroids □ Stroke I Mini-Stroke
□ Cholesterol / Other Blood Fat Problems □ Hernias □ Substance Abuse 
□ Diabetes □ High Blood Pressure □ Surgery
□ Diverticulosis □ Hives or Rashes □ Trauma (fall, mva, assault)

□ Emphysema □ Hospitalizations □ Tuberculosis / TB Skin Test

□ Eye Problems □ Kidney / Bladder trouble □ Venereal Disease

□ Glaucoma □ Liver disease / Hepatitis □ Work Related Injury / Illness

□ Hay Fever or Allergies □ Mental Health Problems □ Other Chronic Disorders

□ Neuralgia / Neuritis (unexplained pain) 

Are you now or have you ever been handicapped? ....................................................................................................................................... □ Yes □ No 

Do you have any phobias? .......................................................................................................... .'.................................................................... □Yes □ No 

Have you ever been turned down for life insurance, military service or employment because of health problems?................................... □Yes □ No 

Have you ever received a blood transfusion? .................................................................................................................................................. □Yes D No 

If ever incarcerated, do you have any reason to believe that you may have acquired an infectious/communicable disease 
that needs to be evaluated or possibly treated? ............................................................................................................................................. □Yes D No D NIA 

Name and Phone# of Personal Physician: 

barbara.gwynn
Placed Image







MEDICINES: 

Do you have a history of sensitivity to medicine? D Yes D No 

Are you currently taking any medication? D Yes D No 

Mark an X in the box next to any medications that you are now taking and/or are now sensitive to. 
Now Sensitive Now 

Taking lb Taking 
Sensitive 

lb 

B �:�\��i�·:::::::::::::::::::::::::::::::::::::::::::::::::: B B 
□ sulfa ....................................................... □ □ 
D codeine ................................................... D □ 
□ antibiotics ..... .... .... ... ....... .......... ...... ........ □ □ 
D sedatives ................................................ D D 
□ sinus medications ...... .... .. ........ ...... ........ □ □ 
□ laxatives ...... ..... ............. .......... ...... ......... □ 
□ cold tablets ...... ..... ..... .... .. ......... ...... ...... .. □ 
□ diet pills .................................................. □ 
□ heart medicines ............... .......... ..... ....... □ 
□ high blood pressure .... .... .. ......... ..... ....... □ 

PROVIDER COMMENTS: 

□ 
□ 
□ 
□ 

Dilantin / anticonvulsants ..................... . 
birth control pills ................................... .. 
diuretics / water pills ............................. . 
blood thinners / anticoagulants ........... .. 
steroids (e.g.: Cortisone) ....................... . 
insulin / diabetic pills ........................... .. 
anti-inflammatories .............................. . 

(e.g.: Motrin, Advil, Ibuprofen) 
pain medication (narcotics) ................ .. 
tranquilizers ........................................... . 
anti-depressants ................................... . 
Other ___________ _ 

PLEASE READ THE FOLLOWING CAREFULLY:

□ 
□ 
□ 
□ 
□ 
□ 
□ 

□ 
□ 
□ 
□ 

1. I hereby certify that the answers and explanations to all preceding questions are true and complete to the best of my knowledge.
I realize that any falsification or concealment of facts may result in termination of my employment.

2. I agree to have a pre-placement or initial examination, tuberculin skin test, blood and urine test, chest x-ray and other tests
deemed necessary prior to employment and at subsequent intervals to be determined by the BEHS/COBOMS/PSI staff.

3. I hereby consent to allow the performance of breath and/or body fluid testing for alcohol and/or drugs.

Your blood and/or urine will not be used for AIDS testing.

I understand that all information given in this questionnaire is retained in my confidential medical record. I understand that only 
information related to my ability to perform the essential functions of my position will be released to my employer. 

Signature Date Provider Signature Date 

28-1608-5158 1400-49-73 
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