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HEALTH HISTORY 
QUESTIONNAIRE 

 

Name:   Phone #:   Gender:  Male  Female 

DOB:  Clinician (PCP):     Status:  FT   PT   Casual   Per Diem  

Job Title:     Department: 

PART I – MEDICAL HISTORY 
Please answer the questions below regarding your medical history. 

1. Have you ever been hospitalized or had an operation?  If yes, date and reason for hospitalization:

2. Do you see a clinician (licensed healthcare professional) on a regular basis for an ongoing medical condition?  If yes,

clinician’s name and condition being treated:

3. Are you allergic to natural rubber latex?

4. Are you allergic to any foods or medications?  If yes, list:

5. Other allergies:

6. Are you currently taking any medications or herbal supplements?  If yes, list:

7. Have you ever had a serious injury, chronic condition or any other pertinent past medical history that would affect you in the

performance of your job?  (Examples: Mental health issues, eczema, dermatitis, herpes, frequent/severe headaches,

numbness/tingling in limbs, muscle weakness/paralysis, pain/stiffness of neck, back, shoulders, arms, hands, knees, hips,

feet, etc.) If yes, explain:

8. Have you ever had Hepatitis?

9. Have you had the Hepatitis B immunization series?  If yes, list completed date and facility:

PART II – SOCIAL HISTORY / HABITS 
Please answer the questions below regarding your social history/habits. 

1. Are you pregnant?  If yes, expected due date:

2. Do you use tobacco?  If yes, what type?   Amount per day? 

How long?

YES     NO 

 

 

 

 

 

 

 

 

 

YES     NO 
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PART III – OCCUPATIONAL HISTORY 
Please answer the questions below regarding your past occupational history. 

1. Have you ever worked in a hazardous environment with substances such as asbestos, lead, dust or chemicals?  If yes,

explain:

2. Have you ever filed a workers’ compensation claim?  If yes, explain:

3. Please list your past three jobs and duration of employment:

Date Range (Years) Company Name Type of Work 

Employee Signature: Date: 

PART IV – EMPLOYEE HEALTH & SAFETY REVIEW

Comments:  

Employee Health Nurse’s Signature: Date: 

YES     NO 
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