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 Periodic Occupational Medical History Questionnaire

1. Had a change in your health?

2. Been admitted to a hospital?

3. Had any surgical procedures?

4. Started any new medication?

5. Had difficulty performing any work activity?

6. Had any work-related injuries or illnesses?

7. Had any injuries or illnesses that affect your work?

8. Had any work or activity restrictions?

9. Filed a Workers’ Compensation claim?

10. Been out of work for any medical reason?

11. Had any hazardous exposures at work?

12. Had concerns about the safety of your workplace?

Name (Last, First, Middle):   Last 4 of Social Security Number:   Date of Birth:  

Job Location:   Job Title/Position:   Telephone Number:  

 Email: I certify that the following information is true to the best of my knowledge. 

Signature:                                                                                               Date: 

Yes   No 

Please answer the following questions regarding your medical history and health habits.  This information will be used to make a medical 

assessment of whether you can safely and effectively perform the duties of your current job, and will be handled in a confidential manner.  

Providing false or incomplete responses could result in loss of compensation or employment.   

Since your Last Occupational 

Examination, Have You: 

13. Do you have any work or activity restrictions?

14. Do you have any pain that affects your work?

15. Are you concerned about your health as it relates to your work?

16. Are you unable to perform any particular motion or activity?

17. Do you have a permanent impairment or restrictions?

18. Is there any part of your job that you can not perform?

19. Do you have any medical problems that affect your work?

20. Are you taking any medications?

Yes   No 

Explain All YES Answers.  List number  of question and explain 

(example:  7. Low back pain, resolved, no problems.)  

At this time (Currently): 

List any medication used, including prescr iption or  non-prescription  drugs 

that could affect your ability to safely work, concentrate, or stay awake.  




