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                                      Occupational Health Services

                                      Health History             
Name: ___________________________________ D.O.B__________________ Date:____________________

Home Address:_____________________________________________________________________________

Cell Phone: _______________________________
Email Address:___________________________________

Allergies:
 

  □ No
□ Yes/Reaction:

□
Food


________________________________________________________________________

□
Drug


________________________________________________________________________
□
Environmental

________________________________________________________________________
□
Latex


________________________________________________________________________
□
Other


________________________________________________________________________
Medical History:
List any current or past medical conditions:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
List any current or past psychiatric conditions:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
List any prior surgeries:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Have you ever had any inpatient hospitalizations? Yes___ No___

If yes, please explain:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
List all current medications including prescriptions, birth control pills, non prescription, and 
dietary supplements: ____________________________________________________________________________
REVIEW OF SYSTEMS:

GENERAL, CONSTITUTIONAL



MUSCULOSKELETAL

Recent weight loss
 
 [ No ][ Yes ]


Joint pain or swelling 
                [ No ][ Yes ]




Fever


 [ No ][ Yes ]


Restricted motion 


[ No ][ Yes ]
Chills


 [ No ][ Yes ]


Musculoskeletal pain

[ No ][ Yes ]
EYES, VISION





SKIN & INTEGUMENTARY
Visual Changes

 [ No ][ Yes ]


Rashes



[ No ][ Yes ]
EARS, NOSE, THROAT




NEUROLOGICAL 



Hearing loss

[ No ][ Yes ]


Numbness or  tingling sensation 
[ No ][ Yes ]
Hearing Aid

[ No ][ Yes ]


Sensation loss


[ No ][ Yes ]

HEART, CARDIOVASCULAR



Burning 



[ No ][ Yes ]
Chest pain or pressure
[ No ][ Yes ]


Headaches


[ No ][ Yes ]
Arrythmia or palpitations
[ No ][ Yes ]


Psychiatric



Shortness of breath

[ No ][ Yes ]


Nervousness anxiety 

[ No ][ Yes ]
Peripheral edema

[ No ][ Yes ]


Depression 


[ No ][ Yes ]
High Blood Pressure
[ No ][ Yes ]


Thoughts of harming self or others
[ No ][ Yes ]
RESPIRATORY





ENDOCRINE
Cough


[ No ][ Yes ]


Heat or cold intolerance

[ No ][ Yes ]
Shortness of breath

[ No ][ Yes ]


Excessive thirst 


[ No ][ Yes ]
Wheezing


[ No ][ Yes ]


ALL/IMMUN
Asthma


[ No ][ Yes ]


Allergic reaction 


[ No ][ Yes ]
GASTROINTESTINAL




Recurrent Infection


[ No ][ Yes ]
Abdominal pain

[ No ][ Yes ]


Chicken Pox


[ No ][ Yes ]



Heartburn


[ No ][ Yes ]


GENITOURINARY
Bloody stool

[ No ][ Yes ]


Frequent urination 


[ No ][ Yes ]


Hepatitis


[ No ][ Yes ]


Infection

 

[ No ][ Yes ]
Social History: 
Are you a current cigarette smoker? YES___ NO___

If yes, how much/day?  _______________     How many years? ____________________________
Were you a former smoker? YES___ NO___  When did you quit? __________________________
How much alcohol do you consume per week? _______________

Do you use illicit/illegal drugs?   YES ___ NO ___


If yes, what kind:  ______________________________________________________________________________ 
Were you ever treated for drug/alcohol addiction? If yes, describe:

_____________________________________________________________________________________________
Do you have any body piercing? YES ___ NO ___ Do you use seat belts?
YES ___ NO ___

Do you have any tattoos? YES ___ NO ___             Do you use sun block?
YES ___ NO ___

Occupational History:
Have you ever had a splash or Blood Borne Pathogen Exposure? Yes __ No __
If yes, what date: _____________ did you have BBPE follow up? Yes __ No __
Have you ever tested positive for a Tuberculosis Test? 
Yes___ No ___

If yes, was this the Quantiferon or Tuberculin Skin Test?_________________

If yes, what year?______ Were you treated? Yes ___ No ___
If yes, what medication were you treated with? ________________How long? ________

Chest x-ray Date______    Results_______

In completing this questionnaire on my health history, I certify that the above information is true and 

correct to the best of my knowledge.  I agree to all tests including labs, chest x-ray, and/or 

immunizations which are required /recommended by the N.Y State Department of Health.

Employee/Volunteer Signature: _______________________________________ Date: _________________

Healthcare Provider Comments: _____________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Healthcare Provider Signature: _____________________________________ Date:  __________________

□   OHS NP

        □   OHS MD

□    OHS RN

PLEASE SUBMIT IMMUNIZATION RECORDS AND BLOOD TITER RESULTS FOR MEASLES, MUMPS, RUBELLA, VARICELLA, HEPATITIS B ANTIBODY AND HEPATITS B ANTIGEN   
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