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DTCAL HTSTOI

of5
Do yc; n".r" uny

Do you have any ott,u

currentM@

ffi

A Y E S  O N O

trYES D NO

Date Diagnosed
Date of Last Miorainf-

DYES O NO

AYES A NO

Do you wear r gEG D contacts?
uo you have unequal pupils? OYES O NO

BYES D NO
E Y E S  D N O
trYES tr NO
DYES D NO
AYES tr NO
NYES tr NO

Do you have blindness in one or both eyes?
Do you have Glaucoma?
Do you have Cataracts?
Do you have Double Msion?
Do you have other vision problems?

Descnbe:

OYES A NO

BYES tr NO

trYES O NO

trYES O NO
trYES D NO

5. Do you have ear, nose orthroat problemJ
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6. Do you have pulmonary Diseasei

Chronic Obstructive pulmonary Disease (COpD)

Pulmonary Embolism/Blood Clots?

SleepApnea?

Asthma? Date of last attack
Number ot att"ckslnl"st yelf

Emphysema or chronic Bronchitis or Bronciectasis?

Shortness of Breath or Difficult Breathing?
Explain:

Tuberculosis?
History of positive TB skin test
Have you ever received BCG?

Have you ever experienced altitude sickness?
At what altitude
uescnDe treatment:

NYES t rNO

OYES DNO

trYES O NO

DYES O NO

OYES D NO

AYES tr NO

trYES D NO

trYES O NO
AYES O NO
O Y E S  O N O

AYES O NO

7. Do you have Heart problems/Disease?

Previous Heart Attack?

Angina/Chest pains?
Oe.s9riO9 (include frequency, precipitating factors,
and treatments):

Congestive Heart Failure (CHF)?

Supraventricular Tachycardia (SVT)? Date diaqnoseo
Frequency and treatment:

O Angiogram D Angioplasty e Stent
U cardiac Bypass Surgery Date

History of Deep Vain Thrombosis (DW)/Blood Glots?

History of Abdominat or Cerebral Aneurysm?

O Y E S  O N O

OYES D NO

DYES A NO

A Y E S  O N O

A YES If NO

O Y E S  O N O

O Y E S  A N O

OYES A NO

AYES D NO

DYES A NO

trYES tr NO

trYES O NO

A Y E S  t r N O

Date of Last HAIC

8. Doyou have diabetes? Date diagnosed
Conkotled by: e Inlulin O-OEI H,teOication A Oiet
Last Emergency Room visit:

trYES O NO

9. Do you have Cholesterol disorders?
Date diagnosed

AYES tr NO

AYES ANO

Name
SSN
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\-ffifififfiF ADDITIONAL COMMENTS
1 1 . Do you have Thyroid Disease?

Explain, if yes - include medication
trYES tr NO

OYES O NO

1 2. Have you ever used tobacco/tobacco products? OYES tr NO

OYES O NODo you curently use tobacco/tobacco products?
Type of use E cigarettes e cigar O pipe D chew .
Packs per week?_
Number of years of tobacco use in past?_
lf you've quit, last year cf use

13. Have you had an Exercise Stress TesUTreadmi[?

14. Do you have a regular exercise program?
Describe:

15. Have you had Stomach/Bowel problems?
Anemia
Black tarry stools
Blood in stools
Frequent or persistent diarrhea
Gallbladder problems/Stones
Heartbum
Hemorrhoids
Infl ammatory bowel disease (Crohns/Ulcerative Colitis)
UIcers

OYES D NO
trYES O NO
DYES O NO
OYES D NO
AYES A NO
OYES O NO
A Y E S  D N O
O Y E S  D N O
AYES D NO
DYES O NO

Date of last flare uo

16. Have you been diagnosed with
Hepatitis?

Type DA DB

liver problems?

Q C Q Other

A Y E S  O N O
OYES O NO

17. Do you have Kidney problems?
History of Kidney Stones?
Polycystic Kidney Disease?
Frequent Urinary Tract Infections?

DYES O NO
D Y E S  A N O
t r Y E S  N N O
AYES A NO

18. Do you have a history of Hernias?
Date_

OYES O NO

19. Have you had any sexually transmitted diseases?

Type: OHerpes OChlamydia OGononhea

B Syphillis D Other (specify)_

O Y E S  D N O

20. Cancer or leukemia? trYES O NO

N Y E S  N N O
D Y E S  D N O
OYES D NO

Date diagnosed_
surge-

SSN
%
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ANSWER THE FOLLOWINC OUCSIOII

Describe (include duration and treatment)
D Y E S  O N O

Orthopedic Pins/Plates?
Dislocations?
Back injuries?

For any "yES" answers, list date, area affected and
treatment:

trYES tr NO
OYES tr NO
OYES tr NO
NYES N NO

23. Have you ever been or are you currently treated for?

D Schizophrenia tr Depression O Bipolar O panic Attacks
tr Anxiety Attacks O Obsessive/Compulsive Disorder
tr Suicide Aftempts/Thoughts tr Eating Disorders

Have you ever been hospitalized for psychiatric treatment?
Describe with length and dates:
Medications

List:

DYES t rNO

O Y E S  D N O

O Y E S  O N O

A Y E S  O N OHistory of Prostate disease incruding prostatitis or prostate stones? o yEs u NoWhen? Describe treatment;

D Y E S  O N O

Date of last PAP Smear:
Results: n ruormJE-oft,oGescrtoe):

D Y E S  O N O
OYES O NO
OYES D NO
OYES D NO

Are you currenfly taking Oral contraceptives?
History of sever Menstrual Cramps/pMS?
Endometriosis?
Ovarian Cysts?

Describe treatments:

OYES O NO

OYES D NO

AYES D NO

AYES tr NO

26. Do you drink atcohol?
Quantity per day_- Total per week

Have you ever felt you should decrease your drinking?
Explain:

Have you ever received a DUI or court ordered treatment?
Describe circumstances:

Have you ever been diagnosed as an alcoholic?
lf now sober, length of sobriety

|cer t i fy that theinformat ionconta inedherein iscomp|ete;

Hil:'J[::;Ji:"":ll":ff'::?i,:,*::* l"i,:1,lg,I;11d;i that.occur 
"rli ",i,ittins this rorm. I understand thattlung rnts lorm. I  undefailure to provide any or all of the tequ"-GE information r"y r""itt-in a denial of my application for assignment.
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