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OCCUPATIONAL HEALTH MEDICAL HISTORY FORM 
The information you provide on this form is extremely important.  The information provided will be used exclusively by a medical health professional to evaluate your qualifications for the position within the Wisconsin Department of Military Affairs you are applying for or are currently assigned.  Please fill out the form completely and accurately.  Please keep in mind that all statements are subject to verification and deliberate inaccuracies or omissions may bar or remove you from employment.  This form was designed to explore those areas which bear directly upon the physical demands of the position for which you have applied or are currently assigned.  A thorough and accurate evaluation of this information will contribute to sound employment decisions benefiting both you and the Wisconsin Department of Military Affairs.  The information provided will become part of your medical record.
Please Complete All Questions.  If None, Please Indicate "None" (attach separate sheet if necessary)
Mark each item "YES" or "NO".  Every item marked "YES" must be fully explained on next page
1.  Do you currently use tobacco?
2.  Do you drink alcoholic beverages?
3.  How many hours per week do you engage in exercise outside of work (such as brisk walking, jogging, bike riding).
YES
NO
4.  When was your last Tetanus shot?
5.  Are you having trouble keeping up with the physical demands of your current job (such as climbing, lifting, walking, etc.)?
6.  Have you had any health problems or injuries that you have experienced related to your present or past job(s), including worker compensation claims?
7.  Do you currently have any physical work restrictions?
8.  Have you ever been given a disability rating?
9.  Do you take any medications regularly?
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10.  Do you have any allergies (medicines, food, pollen, substances, latex, etc.)?
YES
NO
11.  Have you ever had a problem with alcohol or drug abuse?
12.  Have you ever had a heat or cold weather related injury/illness?
13.  Do you have problems with sleep, excessive stress or feeling tired most of the time?
14.  Have you ever had cancer?
15.  Do you have any skin problems?
16.  Do you have difficulty hearing or with ringing in your ears?
17.  Have you ever had asthma, wheezing, persistent cough, shortness of breath, or emphysema?
18.  Have you had heart problems, pain or tightness in your chest, arms, neck or jaw?
19.  Have you ever had high blood pressure?
20.  Have you had stomach problems or ulcers?
21.  Have you ever had any liver or kidney problems?
22.  Have you ever had a hernia (rupture)?
23a.  Have you ever had, or do you currently have, pain in the neck muscles, back muscles or joints?
23b.  Is your activity limited because of this pain?
24.  Have you ever been diagnosed with Carpal Tunnel, Tendonitis, or Bursitis?
25.  Have you ever had numbness, tingling, or weakness of your arms, hands, legs or feet?
26.  Have you ever had seizures, convulsions, dizziness, blackouts, or fainting spells?
27.  Have you been treated for anxiety, depression or other mood disorders?
TO BE READ AND SIGNED BY PATIENT:  I hereby certify that the information given by me on this form is true and correct.
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