Name:     ___________________________________________________________   Last 4 Digits of Security #: _______________

                          Last                                                             First                                                                   Middle

Address: ___________________________________________________________   Sex:     ___M    ___F

                 ___________________________________________________________   Birthdate: _____________________________

Company or Dept:____________________________________________________

Phone: __________________   Email: ______________________________To be eco-friendly, your results will be emailed to you.  

                                    EMERGENCY NOTIFICATION                               PERSONAL PHYSICIAN                                                   
Name:                                                                                                                 Name:________________________________________                                                                                 

Address:                                                                                                             Address:______________________________________

Phone:                                                                                                                 Phone:_______________________________________

PERSONAL HISTORY RECORD

Known Adverse/Allergic Reactions:                Medications:                       Herbals:                              Vitamins:                           Immunizations:

	Latex:               
	
	
	
	Tetanus: (year)

	Avocados:
	
	
	
	Hepatitis: (year)

	Bananas:
	
	
	
	PPD: (date)

	Kiwi:
	
	
	
	


DO YOU NOW OR HAVE YOU EVER HAD:

                                                        Yes      No                                                                              Yes       No                                                                                      Yes   No

	Amputation
	
	
	Epilepsy
	
	
	Jaundice, Hepatitis or Liver Trouble
	
	

	Anemia
	
	
	Eye Trouble
	
	
	“Locked” Knee or “Trick Joint”
	
	

	Asthma
	
	
	Fainting
	
	
	Loss of Appetite - Chronic
	
	

	Back Pain
	
	
	Fatigue-Chronic or Frequent
	
	
	Mental Disability
	
	

	Bronchitis
	
	
	Foot Trouble
	
	
	Nervous Trouble of Any Sort
	
	

	Cancer, Cyst, Tumor or Growth
	
	
	Fractures, Dislocations
	
	
	Numbness, Weakness
	
	

	Carpal Tunnel Syndrome
	
	
	Frequent Indigestion or Heartburn
	
	
	Palpitation or Pounding Heart
	
	

	Chest Pains or Shortness of Breath
	
	
	Frequent or Painful Urination
	
	
	Recent Gain or Loss of Weight
	
	

	Chills, Fever, Night Sweats
	
	
	Frequent Trouble Sleeping
	
	
	Rheumatism or Arthritis
	
	

	Chronic Cough or Colds
	
	
	Goiter or Thyroid Problem
	
	
	Scarlet Fever or Rheumatic Fever
	
	

	Convulsions, Fits
	
	
	Hay fever or Other Allergies
	
	
	Skin Rash or Hives
	
	

	Coughing up, Spitting, or Vomiting Blood
	
	
	Headaches-Frequent or Severe
	
	
	Stroke
	
	

	Depression
	
	
	Heart Trouble
	
	
	Swelling of Extremities
	
	

	Diabetes or Sugar in Urine
	
	
	Hemorrhoids or Rectal Trouble
	
	
	Tuberculosis or Pleurisy
	
	

	Dizziness or Vertigo
	
	
	Hernia or Rupture
	
	
	Varicose Veins
	
	

	Ear, Nose, or Throat Trouble
	
	
	High Blood Pressure
	
	
	Venereal Disease
	
	

	Emphysema
	
	
	Infectious Disease of Any Type
	
	
	Other
	
	

	
	
	
	
	
	
	
	
	


	Hearing Screening Questions
	Yes
	No

	1. Ever had noises in ears?
	
	

	2. Ever had dizziness?
	
	

	3. Ever had fullness in ears?
	
	

	4. Ever had pain in ears?
	
	

	5. Have you had fluctuating hearing loss?
	
	

	6. Have you had sudden or rapid hearing loss?
	
	

	7. Have you had ear infections?
	
	

	8. Have you been to an ear specialist?
	
	

	9. Ear surgery recommended or performed?
	
	

	10. Have you had head injury or unconsciousness?
	
	

	11. Did you ever hunt or shoot guns?
	
	

	12. Do you presently have a noisy job?
	
	

	13. Do you have any noisy hobbies?
	
	

	14. Have you had mycins, quinine, excessive aspirin?
	
	

	15. Ever had hearing test before?  When?                             Where?
	
	

	16. Family history of hearing loss?
	
	

	17. Do you now have difficulty hearing?
	
	

	18. Ever had Measles, Mumps, Chicken Pox, Scar. Fever or Dipth.?
	
	

	19. Yrs. Military Service
	
	

	20. Ever had a noisy job?
	
	

	21. Are ear Canals obstructed?   
	
	

	22. Are perforations present?
	
	


TO BE COMPLETED AT TIME OF PHYSICAL
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I certify that to the best of my knowledge the foregoing answers are complete and correct.
   Applicant’s Signature                                                                                                                                                                                                         Date                                             
