The Parent’s information & Resource Center, Inc.
Medical Questionnaire 


This questionnaire is solely for the purpose of providing your employer with information for the Special Disability Trust Fund (Second Injury for in appropriate cases. The questionnaire is not being used as the basis for any employment decisions such as recruitment, testing, hiring, assignments, evaluation, promotion, discipline, discharge, compensation, benefits, training, and or any other terms, conditions or privileges or employments. 

THIS FORM IS TO BE COMPLETED ONLY AFTER AN OFFER OF EMPLOTMENT HAS BEEN MADE TO YOU.

	Last Name


	First Name 
	Middle Name
	Social Security  #

	Date of Birth


	Age
	Height
	Weight


Instructions: Answer the following questions by checking either yes(Y) or no (N). If your answer is yes, list the approximate date of injury or treatment and give details (doctor/hospital and location, etc.) in the space provided below for details. Be sure to specify which numbered questions you are providing the details for. Use additional paper if necessary.

	Do you have or have you ever had:
	Y
	N
	Details

	A back injury 
	
	
	

	A herniated intervertebral disc in your back?
	
	
	

	A neck injury? 
	
	
	

	A herniated disk in your neck?
	
	
	

	A surgery for removal of disk in your neck?
	
	
	

	A knee injury?  (Right or left)?
	
	
	

	Meniscectomy     (knee surgery)?
	
	
	

	Knee Patellectomy (knee Surgery)?
	
	
	

	Ruptured cruciate ligament?
	
	
	

	A shoulder injury? 
	
	
	

	Shoulder surgery?
	
	
	

	An elbow injury?
	
	
	

	Amputation of foot/leg/toe/arm/hand/finger?
	
	
	

	Epilepsy? 
	
	
	

	Diabetes? 
	
	
	

	Cardiac disease ( heart trouble)
	
	
	

	Total loss of sight in one or both eyes or partial loss of corrected vision of more than 75% bilaterally (right or left )
	
	
	

	Residual disability from poliomyelitis?
	
	
	

	Cerebral palsy? 
	
	
	

	Multiple sclerosis? 
	
	
	

	Parkinson’s Disease?
	
	
	

	Hemophilia? 
	
	
	

	Chronic osteomyelitis? 
	
	
	

	Surgical or spontaneous fusion of major weight-bearing joint?
	
	
	

	Hyperinsulinism?
	
	
	

	Do you have or have you ever had:
	Y
	N
	Details

	Muscular dystrophy? 
	
	
	

	Thrombophlebitis? 
	
	
	

	Total deafness? 
	
	
	

	Have you ever been classified as mentally retarded?
	
	
	

	Any permanent physical condition which constitutes 20% impairment of a member or of the body as a whole?
	
	
	

	Are you now or have you ever been obese (30% or more over normal body weight)?
	
	
	

	Head injury? 
	
	
	

	Injury, operation or any disability over a total if 120 days?
	
	
	

	Any permanent physical impairment which is a result of prior industrial accident? (If so, state below.)
	
	
	


Details: _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
I understand I will be required to submit to a drug-screen test in the event I an injured in a work related accident. All statements and information stated on this questionnaire are true to the bet of my knowledge and belief.

_________________________        __________________________            _______________
Print Name                                        Signature                                                Date


***TO BE COMPLETED BY CLIENT ONLY***
Reviewed by: _________________________________________________                      Date: _______________
Title: ________________________________________________________

