
OCCUPATIONAL MEDICINE
MEDICAL EXAMINATION HEALTH STATEMENT

r Initial r Periodic r Other______________________
LAST NAME: FIRST NAME: JOB DESCRIPTION:

COMPANY NAME: AGE: DOB:

PLEASE GIVE DETAILS TO ANY “YES” ANSWERS BELOW

Have you ever been treated for any of the following conditions?
YES NO YES NO YES NO

1. Diabetes 4. Arthritis 7. Hypertension
2. Tuberculosis 5. Asthma 8. Heart Disease
3 Cancer 6. Epilepsy 9. Allergies

Have you ever been treated for any of the following illnesses? YES NO
10. Blackouts/loss of consciousness………………………………………………………………………………………………..
11. Disease of the ear, nose or throat………………………………………………………………………………………………
12. Eye disease……………………………………………………………………………………………………………………….
13. Liver, stomach or bowel disease………………………………………………………………………………………………..
14. Heart or blood vessel disease…………………………………………………………………………………………………..
15. Lung disease……………………………………………………………………………………………………………………...
16. Kidney or bladder disease……………………………………………………………………………………………………….
17. Disease of the reproductive system…………………………………………………………………………………………….
18. Nervous system disease…………………………………………………………………………………………………………
19. Muscle, joint or bone disease…………………………………………………………………………………………………...
20. Skin disorders or allergies……………………………………………………………………………………………………….

Have you ever been treated for any of the following: YES NO
21. Back injury…………………………………………………………………………………………………………………………
22. Back or neck pain………………………………………………………………………………………………………………...
23. Hernia……………………………………………………………………………………………………………………………...

Have you ever had a significant injury? YES NO YES NO
24. To the head 27. To the abdomen
25. To the neck 28. To a limb (i.e. wrist, ankle, knee, shoulder, arm or elbow)
26. To the chest 29. To the spine
30. Are you restricted or limited from performing any work duties? …………………………………………………………….
31. Have you ever been treated for a job-related disease or injury? …………………………………………………………...
32. Have you ever been refused employment for health reasons? …………………………………………………………….
33. Have you ever been refused insurance for health reasons? ………………………………………………………………..
34. Have you ever been hospitalized or had surgery? …………………………………………………………………………...
35. Are you now receiving medical treatment? ……………………………………………………………………………………
36. What medicines are you taking? ……………………………………………………………………………………………….
37. Do you use alcohol/drugs? ……………………………………………………………………………………………………..
38. Do you smoke? …………………………………………………………………………………………………………………..
39. Do you suffer from claustrophobia? ……………………………………………………………………………………………
40. Are you possibly pregnant or pregnant? ………………………………………………………………………………………

EXPLANATION TO ANY “YES” ANSWER(S) ABOVE

Question # Explanation



The undersigned understands that the Personnel Department will be informed of his/her medical fitness for employment.  In addition, a
copy of these records will be released to the employer for their records.  The signature below acknowledges that the applicant has read
and understands the foregoing statement and has answered the questions truthfully.  Incorrect, false or omitted information may result in
employment status re-evaluation and/or dismissal.
Signature:________________________________________________________________ Date: Mo:______/Day:______/Year:______

Memorial Prompt Care Medical Group, Inc.
15464 Goldenwest St., Westminster, CA  92683 (714) 891-9008 ü 18561 Beach Blvd., Huntington Beach, CA  92648 (714) 848-0080


