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HEALTH ASSESSMENT 
Please Print 

 

FULL NAME___________________________________________________________________ DATE_______________ 

STREET ADDRESS_______________________________________ CITY_________________ STATE_____  ZIP ________ 

HOME PHONE________________CELL PHONE________________DOB_______________ SEX:    F        M  

SOCIAL SECURITY NUMBER____________________ POSITION & DEPARTMENT_________________________________ 

EMAIL ADDRESS_________________________ IN CASE OF EMERGENCY NOTIFY________________________________  

RELATIONSHIP__________________________ EMERGENCY CONTACT NUMBER________________________________  

 

PLEASE ANSWER ALL THE QUESTIONS TO THE BEST OF YOUR KNOWLEDGE: 

1. Major illnesses/health conditions and hospitalizations (describe & give year): 

 

2. Operations (describe & give year): 

 

 

3. Major injury (describe & give year): 

 

4. Allergies (including reactions to drugs & latex): 

 

Infectious Diseases and immunizations:   

1. Have you ever had Hep B Titers drawn?  Yes___ No___ 

2. Have you ever had a positive TB test?  Yes___ No___ 

3. Have you ever had a CXR for a positive TB test?    Yes___ No___ 

4. Have you ever taken INH (isoniazid) for a positive TB test or to treat tuberculosis? Yes___ No___ 

CURRENT HEALTH PRACTICES 

1. Please list all Medications/Prescriptions & Non-Prescriptions that you are currently taking: 

 

 

2. Alcohol Use: Yes___ No___ Type: ____________ Amount: __________ How Often: ___________ 

• Has anyone ever been concerned about your alcohol use? Yes___  No___ 

3. Recreational Drugs: Yes___  No______ Type:___________________ Amount:__________ 

4. Tobacco Use: Yes___  No___ 

5. Exercise: Yes___  No___ Type:_______________________________ Amount:__________ 

6. Hobbies/Recreational Activities:____________________________________________________ 

• Do you wear a helmet? Yes___  No___ 

7. Do you wear seatbelts? Yes___  No___ 
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Instructions: Please check “Yes, No, Occasional” depending on whether you have had a SIGNIFICANT or RECENT 

problem with any listed items.  

 YES NO OCCASIONALLY COMMENTS 

GENERAL     

Recent weight change     

Fever/chills/night sweats      

Increased drinking/urinating     

Lumps/Masses/Tumors     

Dizziness, light headedness     

Fainting     

Headaches     

Itching/Hives     

Rashes/Skin problems     

Thyroid disorder      

Cancer     

Easy bruising or bleeding     

Fatigue     

HX of Blood transfusion      

     

EYE, EAR, NOSE & THROAT     

Eye Pain      

Glaucoma     

Blurred or double vision      

Use glasses/ contact lenses      

Loss of hearing      

Ringing in ears      

Drainage from ears     

Sinus issues     

Teeth/Gum problems     

Use dentures     

Hoarseness     

Hx of X-Ray Therapy     

     

MUSCULOSKELETAL     

Neck or back pain     

Joint Problems     

Muscle Weakness     

Night Cramps     

Use of Brace or Splint     

Carpal Tunnel      

     

RESPIRATORY     

Cough     

Sputum/Phlegm Production     

Pneumonia or Pleurisy     

Shortness of Breath      

Wheezing or Asthma      
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 YES NO OCCASIONALLY COMMENTS 

Pulmonary Emboli     

Used tobacco in the past      

     

CARDIOVASCULAR     

Palpitations      

Chest Pain      

Heart Disease     

High Blood Pressure     

Rheumatic Fever     

Ankle swelling      

Shortness of Breath @Night      

Pain in legs w/ activity      

Blood Clots      

Difficulty breathing      

     

GASTROINTESTINAL     

Abdominal Pain      

Nausea/Vomiting      

Bloating or food intolerance     

Peptic Ulcer Disease     

Liver Disease/Hepatitis     

Jaundice     

Gall Bladder Disease     

Diarrhea     

Constipation      

Blood In Stool      

     

GENITOURINARY     

Pain/Burning w/ Urination     

Difficulty starting urination      

Urinary/Bladder infections     

Kidney/Bladder Stones     

Blood in Urine     

Possibly Pregnant     

Pain/lump in testicles     

Unusual vaginal discharge     

     

NEUROPSYCHIATRIC     

Seizures     

Tremor     

Difficulty w/ walking      

Stroke     

Memory Loss     

Black out spells     

Anxiety      

Depression      

Difficulty Sleeping      
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1. Have you ever been hospitalized for psychiatric problems?  Yes___  No___ 

2. Have you ever sought professional help about a nervous disorder, mental health problem, emotional difficulty, 

or drug/alcohol problem? Yes___  No___  

3. Any other concerns you wish to discuss? Yes___ No___ 

 
WORK HISTORY 

1. Please list your last three employers and what duties you had. (most recent first) 

1. ___________________________________________________________________________________ 

2. ___________________________________________________________________________________ 

3. ___________________________________________________________________________________ 

 

2. Have you ever had a job-related injury or illness?  Yes___  No___ 
1. If yes, briefly describe__________________________________________________________________ 

 

____________________________________________________________________________________ 
 

3. Have you ever received compensation for any job-related injury or illness? Yes___  No___ 

1. If yes, briefly describe__________________________________________________________________ 
 

____________________________________________________________________________________ 
 

Answer each question in the category of the job for which you are applying as well as “All Job Classification” 

section.  

Do you have, or have you ever had the following? Please check Yes or No.  

FOR ALL JOB CLASSIFICATIONS 

1. Difficulty sitting for long periods. Yes___ No___ 

2. Difficulty moving or lifting patients? Yes___ No___ 

3. Problems working with chemicals, soaps or detergents? Yes___ No___ 

4. Problems working in areas with dust or fumes? Yes___ No___ 

5. Difficulty tolerating heat, cold or dampness? Yes___ No___ 

6. Difficulty with stairs, ladders or heights? Yes___ No___ 

7. Difficulty with repetitive lifting/bending (Objects maybe > 40lbs) Yes___ No___ 

8. Do you have a disability? Yes___ No___ 

9. Do you require an accommodation because of the disability? Yes___ No___ 

a. If yes, please describe: 

____________________________________________________________________________ 

10. Do you currently have any work restrictions? Yes___ No___ 

• If yes, please describe: 

____________________________________________________________________________ 
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PRE-EMPLOYMENT DRUG TESTING POLICY 
 

All post-offer, pre-hire candidates at Cape Fear Valley Health (CFVH) will undergo screening for the presence of 

illegal drugs as a condition for employment. Candidates will be required to voluntarily submit to urinalysis test 

on-site or at a location chosen by CFVH, and by signing a consent agreement, will release CFVH from liability.  

 

PRE-EMPLOYEMENT AGREEMENT 
I freely and voluntarily agree to submit to a urinalysis (Drug Screen) as a part of my post-offer, pre-hire 

assessment. I understand that either refusal to submit to the urinalysis screen or failure to qualify according to 

the minimum standards established by CFVH for this screen might disqualify me from further consideration for 

employment.  

I further understand that upon commencement of employment with CFVH, I may again be required to submit 

to a urinalysis screen. I understand that refusal to take a requested urinalysis screen may result in immediate 

discharge.  

I have read in full and understand the above statements and conditions of employment.  

 

 

 

Employee Name: ___________________________________________    Date: _____________________                                             
(Please Print)  

 

Employee Signature: _________________________________________________ 



FIT TEST EVALUATION 

 
 

Revised 1/25/22 

 

NAME ___________________________________________ DATE__________________ DOB___________________ 

MANAGER________________________________ EMPLOYEE #____________ DEPT: _________________________ 

When respiratory protection is required and respirators are issued to employees, OSHA requires Fit Testing be conducted as part of 

that annual respiratory protection program. To ensure your N95 Particulate Filter Respirator provides the intended level of 

protection, it is important that the respirator is applied properly and that a FIT CHECK is performed each and every time you wear it. 

In addition to annual fit testing, re-evaluation will be necessary, whenever the wearer undergoes changes that could alter facial 

structure, such as facial surgery or a significant change in body weight. 

1. Have you ever experienced any medical conditions i.e., 
Cardiopulmonary conditions, claustrophobia or allergies to mask 
materials that would make it difficult for you to perform your duties 
while wearing a mask?  

YES NO 

2. Are you allergic to saccharin?   

3. Are you short of breath?   

4. Do you get short of breath when walking or at work?    
5. Do you get chest pain with certain activities?    

6. Do you have medical issues that might interfere with N95 mask use?    
7. Have you ever had a problem wearing an N95 mask?    

8. Do you currently smoke?    

9. Are you an ex-smoker?    
Comments:    

 

EMPLOYEE SIGNATURE: _________________________________________________________ 

 

DO NOT WRITE BELOW THIS LINE: CLINIC USE ONLY  

Limitations:                    ___ Beard    ___Glasses   ___None 
Fitting:                            ___ Satisfactory Qualitative Saccharin Fit Test  
Instruction for use:      ___ Reviewed    ___ Donning/Removal    ___ Storage/Replacement 
Saccharin Fit Test:         ___ Pass   ___Fail  
Respirator Size:              ___ Small ___ Regular                 Style# _________ 
 

 

TESTER PRINTED NAME: ___________________________________ SIGNATURE:_______________________________ 
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