TRADEMARK EMPI.OYMENT SERVICES, INC.
MEDICAL QUESTIONNAIRE

The information you provide is necessary to assess proper job assignment to avoid injury to yourself or to others. If the information you provide warrants, you may be
required to be examined and/or evaluated by a physician. Consider both your present and past physical condition when answering all questions. ALL QUESTIONS
MUST BE FULLY ANSWERED BEFORE JOB ASSIGNMENT CAN BE MADE.

Please print the following:
LAST NAME FIRST NAME MIDDLE INITIAL
ADDRESS CITY, STATE ZIP CODE
SOCIAL SECURITY NUMBER DATE OF BIRTH

SEX: M F
PHONE NUMBER

DATE OF HIRE LAST DATE WORKED



PLEASE FILL OUT COMPLETELY

Heart Trouble Y N I Height QUESTION IF YES, EXPLAIN
Kidney Trouble Y N olg
High Blood Pressure Y N Weight 1. Have you ever had an operation? Y N 1
Low Blood Pressure Y N | Biood Type 2. Have you ever been seriously il? Y N 2
Mm._oog Veins « u Headaches Frequently 3. Were you ever treated at a hospital? Y N 3
labetes SS——— . ¥
Tiberoidons Y N Ocx y_ 4. Were you ever treated at a sanitorium? N 4
Asthma or Wheezing Y N T §. Have you had a non-occupational therapy injury? Y N §
Bronchitis Y N Seldom___ 6. Have you ever had epilepsy, fits or convulsions? Y N 6
Emphysema Y N | Whenandwhy did you last see adoctor? | 7.Have you had dizziness or fainting spells? Y N 7
Shortness of Breath in Walking ¥ N
n“shmoeﬂ.m:ooa“aﬁ, / Cough v N OCCUPATIONAL INJURY AND DISEASE
¥ I Al N Add
Neurological Disease Y N Are you currently a doctor's care? Date of Duration ot Nature of Injury / lliness ame and ress
Numbness of Hands or Feet Y N 1.
Mental Disturbances Y N
Neuritis Y N if yes, why and the doctor's name and | o
Arthritis or Rheumatism Y N
! P Y N telephone number a.
Paralysis Y N
Dislocated Shoulder Y N 4.
Back Injuries or Weak Back Y N
Bladder Trouble Y N
Frequent Diarthea Y N | PHYSICAL LMITS
Frequent Nausee % N | Have you ever bean advised by a medical professional to avoid or limit any physical activity? Y N If yes, fully describe:
Intestinal Disturbances Y N '
Reactions to Medicine: Y N Eﬁssg:gﬂ.&o:éaac_BBv@ge&_oz&aqizgén&axz_a
Reactions to Ol Y N
Reactions to Chemicals Y N Imi_icgcoo_..mnsa&gn:598_2&8&9&830&3:55950888szvoﬂio:r,gggsﬁagntoqgc Y N
Skin Disease Y N if yes, fully describe:
Allergies Y N
List
Describe any condition that you believe may timit your physical qualification to perform any work assignment
Swollen Ankles or Joints Y N Are you currently taking any medications (prescribed or over the counter)? ¥ N If yes, what medications?
If Yes, Explain Check the work load you can handle. ) Up 1025 pounds (12610 50 pounds  When did you last handle this load?
Eye Trouble Y N How frequently can you lift this load? 03 Every 2 minutes O Every 5 minutes (3 Every 10 minutes  (J Every 30 minutes
Wear Glasses Y N How long can you continue lifting this load? (12hours OJ4hours O 6hours (I8 hours
Wear Contacts Y N
Ear Trouble Y N By signing the Job Assignment Record (below), | understand and agree thal the preceding information will be used to determine my physical qualifica-
Wear Hearing Aid Y N tions for proper job assignment.
Curmently Pregnant Y N
~§ Willing to have physicalexam? Y N Employee's Signature




