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HEALTH HISTORY FOR NEW EMPLOYEES 

            
           DATE_________________________ 
 
NAME ___________________________ DEPARTMENT _______________________ POSITION  ____________________ 
 
Has any of your family members had, or do they have: 
____ Tuberculosis        _____ Epilepsy       _____ Mental Illness    _____ Cancer     _____ Heart Trouble _____ High Blood Pressure 
 
List any allergies you may have to medications, foods or the environment: ____________________________________________________________________ 
 
INITIAL PHYSICAL: Have you ever or are you currently being treated for any of the following?  Check Yes or No.   

If “yes”, use remarks for details including duties and degree. 
 

YES NO YES NO  
1. Asthma 
2. Recurrent Sinus, ear, nose or throat problems 
3. Chronic lung problems 
4. Cardiac problems 
5. Back/neck problems 
6. Fractures or joint dislocations 
7. Dental problems 
8. Deformities 
9. Emotional/Mental problems 
10. Muscle/joint conditions 
11. Severe headaches 
12. Seizure disorders 
13. Foot problems 
14. Hernias 
15. Intestinal/digestive problems including gall bladder 
16. Rectal bleeding or hemorrhoids 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
17. Nerve conduction problems 
18. Cancer 
19. Kidney/urinary problems 
20. Reproductive problems 
21. Blood pressure problems 
22. Varicose veins 
23. Skin disorders 
24. Diabetes 
25. Tuberculosis 
26. Rheumatic Fever 
27. Chicken Pox 
28. Measles 
29. Mumps 
30. Hepatitis 
31. Venereal Diseases (or Sexually transmitted diseases) 
32. Immune disorders 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 

 
Remarks: _____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

 
Temp _______ BP _______ Pulse _______ Resp. _______ Height _______ Weight _______ 
 
Have you ever filed a Worker’s Compensation Claim?  _____ YES  _____ NO 
 
How many sick days within the past six months?  __________ Name and address of your physician: _____________________________________________ 
 
Any impairments to your vision or hearing?  _______ Wear Glasses or Contact Lenses?  _______ Hearing Aides?  _______ 
 
Any condition that may interfere with your work as stated in the job description?  _______   Explain: ____________________________________________ 
 
What operations have you had? (Names and Dates) ____________________________________________________________________________________ 
 
______________________________________________________________________________________________________________________________ 
 
Have you gained or lost weight in the last year?  _______ How much?  __________ 
 
Have you ever been hospitalized?  _______ For what?  ____________________________________________________________________________ 
 
Have you ever worn a: _______ Knee Brace _______ Arm Brace _______ Back Brace _______ Wrist Brace 
 
List all medications that you currently take including any purchased over the counter: ___________________________________________________________  

________________________________________________________________________________________________________________________________ 

 
Last immunized against: __________ Diphtheria  __________ Tetanus __________ Rubella 
          __________ Rubeola  __________ Mumps __________ Polio 
          __________ PPD  __________ Hepatitis B 
 

RETURN TO HUMAN RESOURCES 
ATTACHMENT: PHYSICAL DEMANDS 
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I do hereby certify that the answers to the above questions are true and give permission for this medical examination.  I also give consent to the hospital to 
inform appropriate authorities of any communicable disease discovered. 
 

Signature: _________________________________  Date: _______________________________ 
 
 
 
 
 

TO BE FILLED OUT BY EMPLOYEE’S PHYSICIAN 
 

I have examined  Mr. 
   Mrs. ______________________________________________________________________ 
     Last Name  First  Middle 
   Miss 
 
Who is applying for the position of ______________________________________________________________________. 
 
I have reviewed the physical requirements for this position and I have found no condition that appears to prevent him/her from performing the duties of the 
position applied for with the exception or the possible exception of the following: 
 
 
 
 
 
 
 
 
 
 
 
 
Further, I have found no indication of any condition that might represent a possible hazard to the health of patients or other employees in the institution. 
 
 
Date: ______________________________________ 
 
Signed: ____________________________________ M.D. 
 
___________________________________________ 
  Address 
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HEALTH HISTORY SUPPLEMENT 

  
 

1.  What injuries have you had and when? ________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
2.  Injury, illness or problem, was it disabling? 
 If yes, how so? _______________________________________________________________________________ 
 
3.  Current restrictions or limitations: 
 If yes, what? ________________________________________________________________________________ 
 
4.  Last time seen by doctor for this injury, illness or problem? _______________________________________________ 
 
5.  Any present symptoms from injury, illness or problems?  _________________________________________________ 

A. Pain, aching, numbness, pins & needles, stabbing, other?  (Please use diagram for all affected areas) 
 

6.  At present time, do you have any known health problems?     Y or N 
 
7.  At present time, do you have any known back or neck problems?    Y or N 
 
8.  Have you ever had back or neck surgery?       Y or N 
 
9. Have you ever had pain, aching, numbness, pins & needles, or stabbing extending into 

one or both legs or arms?         Y or N 
 

10. Have you ever had to take more than two weeks off work, school, or household duties  
due to back or neck problems at any period in your life?     Y or N 
 
If yes, please explain and give dates _________________________________________________________________ 

 
11. Have you ever had to take time off work, school, or household duties due to a back or 

neck problem that was more than two days, but less than two weeks?    Y or N 
 
 12.  Have you ever had to consult a health care professional for back or neck pain?  Y or N 
        

 If yes, whom did you see? ________________________________________________________________________ 
 

13.  If you are having back or neck pain, or have a PREVIOUS HISTORY, please complete the following: 
 

When did it start? (Approximate date) ____________________________ 
How did it start? (Circle approximate) 
  Lifting  Pulling  Hit in back 
  Fall  Bending Auto accident 
  Twisting No accident 
 

14.  Location of pain: 
Back Hips Neck              Down the leg(s) 
Head Arms All of these None of these 

 
15. Please add any other information you would like to include or additions to your answers to previous questions. 

 
 

__________________________________________  __________________________________________ 
Employee Signature      Date 
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