NORTH BROOK HEIGHTS
PRE-EMPLOYMENT HISTORY AND PHYSICAL FORM

: PERSONAL DATA
Name (Last, First, Ml): SS#:
poB: /1 Age: Ethnicity:
Phone Number:  ( ) Work Number:  ( )

Address:

Job Title: | Department:

CURRENT MEDICAL PROVIDER

Name of Doctor: Phone Number:

Address:
REVIEW OF SYNPTOMS

Do you have any of the Yes | No Do you have any of the following? | Yes | No

following?

Weight loss/Weight gain (circle) Palpitations or skipped beats

Fevers Chest Pain or Tightness

Headaches indigestion/Heartburn

Difficulty with Vision/wear lenses or glasses Abdominal Pain

Dizziness/Vertigo ) Diarrhea/Conslipation

Difficulty Hearing liregular Periods

Seasonal Allergies Freqtient Urinary Tract Infeciions

Sinus Problems Kidney Stonies

Tiredness or Falling Asleep During the Day Back Pain

Unable fo folerate heat or cold Joint Pain or Swelling

Shoriness of Breath with or without Exertion History of Broken Bones

Wheezing Swelling if Legs

Cough. Skin Problems (rash, eczema, psoriasis)

VACCINATION HISTORY/COMMUNICABLE DISEASES

Have you had: Yes No

Unsure

The standard series of childhood vaccinations {to the best of your knowledge)?

The disease of chicken poxvaccine {varicelia}?

A tetanus/diphtheria booster shot within the last 10 years?

Hepatitis B Vaccination (this is a series of 3 injections spaced several months apart)?

The disease Tuberculosis? |

A positive tuberculosis test {also called PPD or Tine test)?

Vaccination against tuberculosis with BCG (this is uncommon in the US)?




PRE-EMPLOYMENT HISTORY AND PHYSICAL FORM

Employee Name:

Have you ever had:
o A car accident o Loss of consciousness o heartattack o loss of vision

o abnormal heart thythm o seizures o panicattacks o headinjury o stioke
o paralysis o back injury o psychiatric disorder

CURRENT MEDICAL CONDITIONS:

Those that you are currently experiencing andfor receiving treatment for (such as diabetes, high blood pressure, migraine, ete.,.)
. Date started Date started
PLEASE LIST (Month/Year) PLEASE LIST {(Month/Year)
1 5
2 b
3 7
4 3
SURGERIES/HOSPITALIZATIONS
List type of surgery (ie Gallbfadder} or condition (je. Heart Attack, Pneumonia) for which you required hospilalization
Date started Date started
PLEASE LIST {Month/Year) PLEASE LIST (Month/Year)
1 3
2 4

[Last visit to the emergency room?
For what symptom/condition?

Do you have allergies to medication(s) or other substance(s)? o Yes o No

(If yes, please specify)

Do you have any (physical, medical or psychological) that would requiré special
accommodations in order for you to perform yourjob? o Yes o No

(If yes, please specify)

Date:

Signature of Employee:




PRE-EMPLOYMENT HISTORY AND PHYSICAL FORM

PHYSICAL EXAMINATION
BMI - | Blood Pulse Respirations Temperature

Pressure

Height Weight

Vision: Uncorrected/Corrected (circle): OD- ¢ 0S-

HEENT: -

Neck:

Chest/Lungs:

Heart:.

Abdomen:

Musculoskeletal:

Neurological:

Skin:

Other: -

has been examined and is free from any health

impairment which is of potential risk to residents/clients or which might interfere with the
performance of his his/her duties, including the habitual addiction to depressants, stimulants,

narcotics, alcohol or other substances that might alter behavior.

Signature of Examiner: Date:
Name of Examiner:
« Address: City: State: Zip:

PPD (Mantoux) Skin Test: Date Piaced & t.ocation
Lot# MFG. Expiration Date
Results / Date Read

PROOF OF VIMR

.~ [NO OTHER PHYSICAL FORM WILL BE
ace ‘ PLOYMENT
' |ACCEPTED BY, FACILITY FOR EMPLO 12024

OR TITER MUST BE ATTACHED



Northbrook Heights

Annual Tuberculosis Questionnaire

6/2024,8/2024
Name:
DOB:"
Date:

Employee Infermation: Answer all questions in the table below accurately, with Yes
or NO.

Have you had close contact fo someone with known Tuberculosis Disease?
Have you lived in a country with High TB Rate?

Have you experience fever chills or drenching night sweats?

Have you experience chest pain?

Have you had a cough which lasted more than 3 weeks?

Or Coughing up blood?

Do you have persistent shortness of breath?

Have you had unexplained weight loss?

Have you had unexplained fatigue for more than 3 weeks?

Have you ever heen treated for Latent TB Infection?

Have you ever had a positive TB (PPD) Test?
Date of Chest x-ray: X-Ray report on file?
Did you take medications? For how long?
Where did you Receive your treatment?

Notes:

| affirm that | have answered the above questions accurately to the best of my ability.

Employee Signature: Date:

Reviewed by RN: : | Date:

**Yes to any of the above questions: may indicate need for TST (Tuberculin Skin Test) or IGRA blood
test**



