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OCCUPATIONAL HEALTH: BASELINE HEALTH QUESTIONNAIRE
Name 








ID# 





Address 








Telephone:___________________
 




_______



DOB 
            /            / 












                 Month          Day          Year
The following questionnaire is designed to obtain specific information about your health history.  Please read each question carefully and answer as accurately as possible.  Many of the sections begin with a general question that allows you to skip through certain parts of the questionnaire if they do not apply to you.  If you are unsure about the intent of any given question, please read the entire section.  This information is confidential and will become a part of your medical file.

GENERAL HEALTH
1.  Do you currently consider your health to be:



  excellent



  good



  fair



  poor

EYES AND VISION
2.  Have you ever had problems with your EYES or VISION:



 YES

  NO  If YES, describe:

EARS AND HEARING
3.  Have you ever had problems with your EARS?



 YES

 NO:  If YES, was it:



 injury to one or both ears



 frequent ear infections or fluid in the ears



 ringing in the ears



 a recent loss of hearing

Other significant problems with your ears or hearing?

List:  














NOSE, THROAT AND SINUSES
4.  Have you ever had problems with your NOSE, THROAT OR SINUSES:

        
 YES
        NO

If YES, was it:

        
 frequent irritation of nasal passages

        
 frequent sinus problems

        
 frequent nose bleeds

        
 loss of your sense of smell

        
 frequent sore throats or hoarseness

LUNGS AND BREATHING
5.  Have you ever been told by a doctor that you have:


Asthma


 YES

 NO


Bronchitis





Emphysema





Pneumonia





Tuberculosis





Pleurisy





6.  Have you ever had problems with your CHEST or BREATHING:



 YES

 NO
If YES, was it:



 prolonged chest illness requiring that you 

 be off work one week in the past year


 wheezing or whistling sound in your chest



 chest tightness or inability to take a deep breath



 colds usually going to your chest.

7.  Do you have problems with COUGHING?



 YES

 NO 
If YES, is it:



 coughing first thing in the morning



 coughing most days or nights



 bringing up phlegm first thing in the morning



 coughing or bringing up phlegm most days for 3 

 consecutive months or more during the year.



 coughing up blood

8.  Do you have problems with SHORTNESS OF BREATH?



 YES

 NO
If YES, are you 




troubled by: (choose only one)



 shortness of breath with washing or dressing



 having to walk slower on level ground than 

people your own age because of shortness of     breath



 shortness of breath when walking up a hill or 

 hurrying on level ground

         Other significant problems with your LUNGS or 

         BREATHING?

         List: 






HEART AND CIRCULATION
9.  Have you ever had problems with your HEART, BLOOD PRESSURE or CIRCULATION?



 YES

 NO
If YES, was it:



 high blood pressure (hypertension)



 chest pain or tightness



 a heart attack



 heart murmurs



 palpitations or irregular heart beat



 fainting spells or blackouts



 abnormal electrocardiogram (EKG) for which 

 medical consultation or treatment was advised



 a stroke


Other significant problems with your HEART or 

CIRCULATION?

List: 












BLOOD AND LYMPH GLANDS
10.  Have you ever had problems with your BLOOD or LYMPH GLANDS?



 YES

 NO
If YES, describe:

DIGESTIVE SYSTEM
11.  Have you ever had problems with your STOMACH, BOWELS or INTESTINES?



 YES

 NO
If YES, describe:

12.  Have you ever had problems with your LIVER, GALL BLADDER or PANCREAS?



 YES

 NO
If YES, was it:



hepatitis or yellow jaundice



 an enlarged liver



 cirrhosis



 gallstones



 pancreatitis

        Other significant problems with your DIGESTIVE SYSTEM?


        List:   






ENDOCRINE SYSTEM
13.  Have you ever had DIABETES OR THYROID problems?



 YES

 NO
If YES, describe:

KIDNEY AND BLADDER
14.  Have you ever had problems with your KIDNEYS OR BLADDER?



 YES

 NO
If YES, was it:



 kidney or bladder infections



 kidney stones



 kidney or bladder tumor



 blood in the urine

        Other significant problems with your KIDNEYS or BLADDER?


        List:   






SKIN
15.  Have you ever had problems with your SKIN or HAIR?



 YES

 NO
If YES, was it:



 psoriasis



 eczema



 hand dermatitis



 acne



 impetigo or skin infections



 hives



 change in the size or color of a mole



 change in skin pigmentation or color



 unusual hair loss

        Other significant problems with your SKIN or SCALP?


        List:   






BONES, JOINTS AND BACK
16.  Have you ever had problems with your BACK?



 YES

 NO
If YES, was it:



 cervical spine problems or whip lash



 low back pain



 slipped or ruptured disc



 broken bone in the spine



 back injury requiring bed rest



 arthritis of the spine

17.  Have you ever had problems with your BONES or JOINTS?



 YES

 NO
If YES, was it:



 tendonitis



 bursitis



 arthritis



 gout



 osteoporosis (thinning of the bones)



 Carpal Tunnel Syndrome

        Other significant problems with your BACK, JOINTS or BONES?


        List:   






NERVOUS SYSTEM
18.  Do you have a seizure disorder (e.g., epilepsy) requiring treatment?



 YES

 NO

19.  Are you currently bothered by frequent headaches?



 YES

 NO

20.  Do you currently have problems with your STRENGTH, MOVEMENT, SENSATION or BALANCE?



 YES

 NO
If YES, is it:



 unusual weakness



 tremors (shakiness)



 spasms or cramps



 involuntary movements



 difficulty with speech



 persistent numbness or tingling of the hands or feet



 clumsiness or stumbling



 frequent dizziness or vertigo (sensation that the room 

 is spinning).

21.  Do you currently have frequent or prolonged problems with your CONCENTRATION, MOOD or  SLEEP?



 YES

 NO
If YES, is it:



 difficulty concentrating



 loss of memory



 lightheaded or “high” feeling



 nervousness or anxiety without reason



 severe depression



 insomnia



 excessive sleepiness 

        Other significant problems with your NERVOUS SYSTEM?


        List:   






ALLERGIES
22.  Do you have any ALLERGIES?



 YES

 NO
If YES, describe:

CANCER

23.  Have you ever been diagnosed as having CANCER?

 
 YES

 NO
If YES, describe:





Type of Cancer:

ALCOHOLIC BEVERAGES

24.  I drink beer, wine and/or hard liquor:

 
 Never


 Less than 6 glasses per week


 6-12 glasses per week


 more than 12 glasses per week

SMOKING

25.  Which applies to you?

 
 I currently smoke cigarettes, cigars, pipe (circle all that 

 apply).



 I used to smoke, but quit 
 years ago.



 I have never smoked.


_________ I chew tobacco


_________ I used to chew tobacco, but quit ____years ago.

26.  If you do smoke or have in the past:

How many per day? 


How many per year? 


REPRODUCTIVE HISTORY

27.  How many pregnancies have you (your partner) had? 

How many pregnancies resulted in:



 normal children



 a child with a birth defect



 a stillborn child



 a miscarriage (spontaneous abortion)

RESPIRATORY PROTECTION

28.  Have you ever been required to wear respiratory protection at previous job?

 
 YES

 NO

FAMILY HISTORY
29.  Has any blood relative (parent, grandparent, brother, sister, children) developed:

 
 heart disease or heart attack


 high blood pressure


 a stroke


 asthma


 allergies or hay fever


 chronic bronchitis/emphysema


 digestive or bowel disease


 liver or gall bladder disease


 kidney disease


 diabetes


 sickle cell disease


 skin disease


 migraine headaches


 neurological disorders


 arthritis

GENERAL HISTORY

30.  Have you ever been hospitalized?

 
 YES

 NO
If YES, explain:

31.  Have you ever had a work-related accident?


 YES

 NO
If YES, explain:

32.  Have you ever been off work longer than three weeks for medical reasons (including injury, illness, pregnancy, etc.)


 YES

 NO
If YES, explain:

33.  Please list all the medications you are currently taking:

34.  Please write the name, address and phone number of your personal physician in the space provided below:

NAME:  







SIGNATURE:  






Thank you for your time and patience in completing this questionnaire.

Forms are submitted DIRECTLY to UCHealth Occupational Health: OHSNorth@uchealth.org
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