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The University of Iowa Employee Health Clinic (UEHC) requests this information for the purpose of assuring patient care.  This is confidential medical information and the UEHC does not routinely provide this information without your written consent.
	DATE

ID #

NAME

BIRTHDATE

IF NOT IMPRINTED, PLEASE PRINT DATE, ID #, NAME


INSTRUCTION:  Please answer each question below and circle either yes or no.  You will have an opportunity to discuss your answers with staff.

HEALTH HISTORY

Place of birth:_________________________________________________  Age:________________  Circle gender: Female  Male

Are you now being treated by a physician for any condition(s)?


YES/NO List:________________________________________________________________________________________

Do you consider yourself to be in good health?  YES/NO  If NO, reason:_________________________________________________

What was the date of your last visit to a physician?   _______/_______/_______  Reason: ___________________________________

Have you ever had surgery?


YES/NO List:_________________________________________________________________________________________

Do you currently have any physical restrictions or disabilities?


YES/NO Explain:______________________________________________________________________________________

Please check all of the following health conditions that you have had or do have:

	__Chicken pox or shingles
	__Headaches more than once a week

	__Recurring oral herpes (blisters on the outside of the lips)
	__Hearing changes

	__Skin rashes
	__Allergies to food, pollen, dust, horses, cats, dogs, monkeys, etc.

	__Shoulder, wrist or hand problem
	__Heart condition, murmur or chest pain on exertion

	__Hip, knee or ankle problems
	__Bronchitis, chronic bronchitis or frequent cough

	__Arthritis, joint pain, or swelling longer than a week
	__Lung diseases, e.g. asthma, emphysema, pneumonia or cold

	__Back pain that limits your activities
	__High blood pressure

	__Epilepsy or seizures
	__Hepatitis or liver disease, jaundice; list type __________________

	__Eye diseases, e.g. color blindness

	__Cancer (specify)_________________________________________

	__Do you wear glasses or contact lenses?
	__Other concern __________________________________________


Medication

List all medications you are currently taking, including birth control pills, inhalers, and over-the-counter medications (including vitamins and herbal supplements).

____________________________________________________________________________________________________________

Are there any medications/food you had a reaction to? ________________________________________________________________

Tuberculosis History

Have you ever had a Tuberculosis skin test?


YES/NO Date of last test_______________

Have you ever had a positive Tuberculin skin test?

YES/NO Date________________________

Did you ever have a BCG vaccination?


YES/NO Year________________________

When did you last have a chest x-ray (if any)?  Date_________________      Abnormal  ___

                                                                                                                            Normal     ___

OCCUPATIONAL HISTORY

Current University Work Information

The following questions apply only to your current job at the University of Iowa

What is your current job title?___________________________________________________________________________________

What department employs you?_______________________________________  Start date?__________________________________

What are your most important job duties?__________________________________________________________________________

PREVIOUS EMPLOYMENT HISTORY

Please list jobs you have held prior to your current position, beginning with the most recent job.  Include University and non-University jobs, temporary work lasting 3 months or more, and military employment.  For each job, briefly describe your most important duties.  If you currently work a second job, please list that here as well.

	Type of Industry


	Describe your job duties
	Known health hazards in workplace (asbestos, dust, solvents, etc.)
	Protective equipment used?

	
	
	
	

	
	
	
	

	
	
	
	


OCCUPATIONAL AND ENVIRONMENTAL EXPOSURES

We are trying to better understand the kinds of agents or exposures that you may have experienced in your work or outside activities. 

Please list the agents you were exposed to in the spaces provided.

	YES/NO
	Will you be working with blood and body fluids?  

	YES/NO
	Have you had regular contact with any fumes or dust in your current job, past work experience, or outside activities? (Examples: asbestos, plastic, welding fumes, glass, silica, wood, etc.) 

	YES/NO
	Have you had regular contact with any element or metal exposures in your current job, past work experience, or outside activities?  (Examples:  arsenic, cadmium, lead, mercury, nickel, tungsten/cobalt, beryllium, aluminum, iron, coal, tin, etc.)

	YES/NO
	Have you had regular contact with any solvents in your current job, past work experience, or outside activities?  (Examples: alcohols, gasoline, benzene, toluene, xylene, carbon tetrachloride, paint, varnish, degreasers, etc.)

	YES/NO
	Have you had regular contact with any other chemicals in your current job, past work experience, or outside activities?  (Examples:  acids, ammonia, alkali, detergents and soaps, dyes, formaldehyde, pesticides, herbicides, plastic resins, etc.)

	YES/NO
	Have you had regular contact with any other types of exposures found in your current job, past work experience, or outside activities?  (Examples:  heavy lifting, improper lighting, noise, vibration, excessive heat or cold, etc.)

	YES/NO
	Have you ever worked with asbestos or silica in a mine, quarry, foundry, pottery, cotton, flax or hemp mill?

	
	

	
	

	
	


WORK RELATED HEALTH PROBLEMS AND DISABILITY

The following questions are to be answered for all your jobs, including your current job with the University of Iowa.  Please explain any YES responses in the space provided.

	YES/NO
	Have you ever been diagnosed as having a work-related illness or disease?

	YES/NO
	Have you ever had an occupational injury/illness which resulted in a permanent change of job or a termination of a job?

	YES/NO
	Have you ever had an occupational injury/illness which resulted in a lost workday and/or required medical treatment (one in which you could not work or were assigned to a different job)?

	YES/NO
	Are you having any medical problems which you think might be related to your work environment (Examples:  respiratory problems, allergies, reproductive or fertility problems)?

	
	

	
	

	
	


PREVENTIVE CARE

Immunizations
Which of the following immunizations have you received?  Complete month/year received.



     Mo./Year  

       Mo./Year  

               Mo./Year           

  Mo./Year

Chickenpox
____________
     Tetanus____________
     Pneumonia____________ Smallpox
____________

Exercise

Do you engage in regular exercise two or more times per week?
YES/NO

Tobacco

Do you use tobacco?
YES/NO (No = <1 per day.) (If no, skip to next question.) 



Cigarettes _______/day

______age began

______date quit



Cigars _______/day

______age began

______date quit



Pipe _______/day

______age began

______date quit



Other _______/day

______age began

______date quit

Alcohol

Do you drink alcoholic beverages on occasion?
YES/NO (If never, skip to next section.)



On average, how many drinks do you have in a weeks time?_____________

Mood

During the past month, have you often been bothered by:



Little interest or pleasure in doing things?


YES/NO



Feeling down, depressed, or hopeless?


YES/NO

Safety

Do you usually use a safety belt when driving or riding in a car?  
YES/NO

Do you ride a motorcycle or bike?  




YES/NO



If YES, do you wear a helmet when riding?  


YES/NO

Do you have smoke detectors (with fresh batteries) in your home?  
YES/NO

Screenings

Has your cholesterol been checked in the last 5 years? 

YES/NO

If you are over age 50, have you been screened for colon cancer?  
YES/NO

FOR WOMEN ONLY

Do you do annual PAP smear and mammogram (age specific)? 
YES/NO

Do you do monthly self-breast exams?  



YES/NO

FOR MEN ONLY

Do you do routine testicular examinations?  



YES/NO

Signature: ___________________________________________________________________________________________________

Date: _______________________________________________________________________________________________________

Examiner Signature: ___________________________________________________________________________________________
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