EUSA Medical Questionnaire

General Information:

Name____________________________       Date:​​​​​​​__________________

Your age (to nearest year)_____________    Sex (circle one): Male/Female

Your height: __________ ft. __________ in.  Your weight: __________ lbs.

Your job title:______________________________________

A phone number where you can be reached by the health care professional who reviews this questionnaire (include the Area Code): __________________

The best time to phone you at this number:____________________

Medical Questions:

1. Do you currently smoke tobacco, or have you smoked tobacco in the last month  Yes/No

2. Have you ever had any of the following conditions?

a.  Seizures (fits): 
Yes/No


b.  Diabetes (sugar disease):
Yes/No


c.  Allergic reactions that interfere with your breathing
Yes/No


d.  Claustrophobia (fear of closed-in places):
Yes/No


e.  Trouble smelling odors:
Yes/No

3.  Have you ever had any of the following pulmonary or lung problems?


a.  Asbestosis:






Yes/No


b.  Asthma:







Yes/No


c.  Chronic bronchitis:





Yes/No


d.  Emphysema:






Yes/No


e.  Pneumonia:






Yes/No


f.  Tuberculosis:






Yes/No


g.  Silicosis:







Yes/No


h.  Pneumothorax (collapsed lung):




Yes/No


i.  Lung cancer:






Yes/No


j.  Broken ribs:






Yes/No


k.  Any chest injuries or surgeries:




Yes/No


l.  Any other lung problem that you've been told about: 

Yes/No

4.  Do you currently have any of the following symptoms of pulmonary or lung illness?


a.  Shortness of breath: 






Yes/No


b.  Shortness of breath when walking fast on level ground or walking up a slight hill or incline:







                          


Yes/No


c.  Shortness of breath when walking with other people at an ordinary pace on level ground:                             






                                       
Yes/No


d.  Have to stop for breath when walking at your own pace on level ground: 
Yes/No


e.  Shortness of breath when washing or dressing yourself:


Yes/No


f.  Shortness of breath that interferes with your job:  


      
Yes/No


g.  Coughing that produces phlegm (thick sputum):       


Yes/No


h.  Coughing that wakes you early in the morning:       


Yes/No


i.  Coughing that occurs mostly when you are lying down:


Yes/No


j.  Coughing up blood in the last month:                



Yes/No


k. Wheezing:                                           




Yes/No


l.  Wheezing that interferes with your job:             



Yes/No


m.  Chest pain when you breathe deeply:                 



Yes/No


n.  Any other symptoms that you think may be related to lung problems: 
Yes/No

5.  Have you ever had any of the following cardiovascular or heart problems?


a.  Heart attack:                                       




Yes/No


b.  Stroke:                                             




Yes/No


c.  Angina:                                             




Yes/No


d.  Heart failure:                                      




Yes/No


e. Swelling in your legs or feet (not caused by walking): 


Yes/No


f.  Heart arrhythmia (heart beating irregularly):       



Yes/No


g.  High blood pressure:                                


             
Yes/No


h.  Any other heart problem that you've been told about:


Yes/No

6.  Have you ever had any of the following cardiovascular or heart symptoms?


a.  Frequent pain or tightness in your chest:           



Yes/No


b.  Pain or tightness in your chest during physical activity:                        
Yes/No


c. Pain or tightness in your chest that interferes with your job:             
Yes/No


d.  In the past two years, have you noticed your heart skipping or missing a beat:   Yes/No                    


e.  Heartburn or indigestion that is not related to eating: 


Yes/No


f.  Any other symptoms that you think may be related to heart or circulation problems:              







                          

Yes/No

7.  Do you currently take medication for any of the following problems?


a.  Breathing or lung problems:                         



Yes/No


b.  Heart trouble:                                      




Yes/No


c.  Blood pressure:                                     




Yes/No


d.  Seizures (fits):                               




Yes/No

8.  Have you ever lost vision in either eye (temporarily or permanently):
   
Yes/No

9.  Do you currently have any of the following vision problems?


a.  Wear contact lenses:                                




Yes/No


b.  Wear glasses:                                       




Yes/No


c.  Color blind:                                        




Yes/No


e.  Any other eye or vision problem:                    



Yes/No

10.  Have you ever had an injury to your ears, including a broken eardrum: 
Yes/No

11.  Do you currently have any of the following hearing problems?


a.  Difficulty hearing:                                 




Yes/No


b.  Wear a hearing aid:                                 




Yes/No


c.  Any other hearing or ear problem:                   



Yes/No

12.  Have you ever had a back injury:                       



Yes/No

13. Do you currently have any of the following musculoskeletal problems?


a.  Weakness in any of your arms, hands, legs, or feet: 


Yes/No


b  Back pain:                                          




Yes/No


c.  Difficulty fully moving your arms and legs:         



Yes/No


d.  Pain or stiffness when you lean forward or backward at the waist: 
             Yes/No


e.  Difficulty fully moving your head up or down:       


             Yes/No


f.  Difficulty fully moving your head side to side:     



Yes/No


g.  Difficulty bending at your knees:                   



Yes/No


h.  Difficulty squatting to the ground:                 



Yes/No


i.  Climbing a flight of stairs or a ladder carrying more than 25 lbs:

Yes/No


j.  Any other muscle or skeletal problem that interferes with using a respirator:  Yes/No

14.  The following immunizations are recommend for Korea:


a.  PPD test for tuberculosis infection before coming to Korea and annually while here


b.  Influenza (flu shot) every year


c.  Oral polio vaccine once as an adult


d.  Tetanus and diphtheria every ten years

15.  Please list all major surgeries you have had with dates and any persistent disability due to the surgery or the condition that required the surgery.

16.  Please list all hospitalizations along with dates and any persistent disability due to the condition that required the hospitalization.

17.  Have you consulted or been treated by clinics, physicians, healers, or other practitioners within the past 5 years for other than minor illnesses?  If so, give complete address of doctor, hospital, clinic, and details.

18.  Have you been refused employment or been unable to hold a job or stay in school because of:

       a.  Sensitivity to chemicals, dust, sunlight, etc.     Yes ​​_____    No​​​______

       b.  Inability to perform certain motions                   Yes ​​_____    No​​​______

       c.  Inability to assume certain positions                 Yes ​​_____    No​​​______

       d.  Other medical reasons                                      Yes ​​_____    No​​​______

19.  Have you been denied life insurance in the past?  If so, for what reason.

20.  Have you been rejected for military service in the past because of physical, mental, or other reasons?  If so, give date and reason for rejection.

21.  Have you been discharged from military service in the past for physical, mental, or other reasons?  If so, give date, reason, and type of discharge (honorable, other than honorable for unfitness or other than honorable for unsuitability).

22.  Have you received, have pending or have applied for pension or compensation for existing disability.  If so, what kind, grated by whom, what amount, when, and why.

23.  Do you take any of the following medicines on a daily or regular basis?


a.  Aspirin


b.  Acetaminophen (e.g., Tylenol)


c.  Ibuprofen (e.g., Motrin, Advil, Aleve) 


d.  Blood pressure medications


e.  Diuretic (water pill)


f.  Nerve or sleeping pills


g.  Allergy or asthma medications


h.  Blood thinner


i.  Insulin for diabetes


j.  Oral medicine for diabetes


k.  Heart medicine


l.  Thyroid medicine


m.  Other non-prescription medications

24.  Do you have any medication allergies?  If yes, specify.

25.  Have you ever: (check all that apply)


a.  Developed an illness you think was job-related


b.  Changed jobs or work assignment due to illness


c.  Worked with a substance which made your nose, chest, or sinuses congested


d.  Worked with a substance that irritated your skin or caused a skin rash


e.  Worked with a substance that caused numbness, tingling, or weakness

26.  Have you ever worked: (check all that apply)


a.  In a noisy environment


b.  With vibration or vibrating tools


c.  With asbestos


d.  n a cotton mill or raw textile manufacturing


e.  In a coal mine


f.  In dusty environments


g.  In a quarry or with hard rock mining


h.  In a sandblasting


i.  In a welding, brazing, or cutting operation


j.  With pressurized air systems (caissons)


k.  With solvents or degreasing agents


l.  In a foundry or smelting operation


m.  In a reclaiming facility of any type


n.  In a glass manufacturing industry


o.  In a rubber or tire manufacturing industry


p.  In a battery manufacturing or a "battery station"


q.  In a radiation industry


r.  In a chemical manufacturing industry


s.  In a woodworking or furniture manufacturing industry


t.  In a sawmill


u.  Extensively with insecticides, herbicides, fungicides, or rodenticides


v.  In a doctor's office, clinic, or hospital where you might have had exposure to



biohazardoud material


w.  Used a respirator


x.  Had difficulty wearing/using a respirator in past 


y.  Worked as firefighter under any circumstances


z.  Had other occupational (work) exposure that you feel is important

27.  Does anyone in your immediate family (your dependents) have any of the following conditions:


a.  Diabetes


b.  Stroke


c.  Cancer


d.  Neurological disorders


e.  Heart attack


f.  Birth defects


g.  Liver disease


h.  Leukemia or lymphoma

I ______________________ selected for the position of _____________certify to my ability to perform light duty work.  I also certify the answers provide above are true to the best of my knowledge.  I understand the above medical questionnaire is appropriate in accordance with Code of Federal Regulations, Title 29, Part 1630, Section 1630.14. 

Signature:__________________________            Date:___________________________

