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DEPARTMENT OF VETERANS AFFAIRS

VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (VA NCHCS)

OCCUPATIONAL HEALTH DEPARTMENT / SAC 05

10535 HOSPITAL WAY

MATHER, CA 95655

HEALTH HISTORY FORM

Last name:  _________________________First name:  ______________________

Last 4 SS#:  _________________________ Date of birth:  ____________________

	ALLERGIC REACTIONS

	Allergen
	Initial Reaction Date
	Reactions

	
	
	

	
	
	

	
	
	


	CHILDHOOD DISEASES / INFECTIOUS DISEASES

	Have you had:
	Yes
	No
	Unk
	Comments

	Mumps
	
	
	
	

	Measles
	
	
	
	

	Rubella (German measles)
	
	
	
	

	Varicella (Chicken pox)
	
	
	
	

	Tuberculosis
	
	
	
	

	Hepatitis A
	
	
	
	

	Hepatitis B
	
	
	
	

	Hepatitis C
	
	
	
	


	VACCINES / IMMUNIZATIONS / SKIN TESTS

	Have you had:
	Yes
	No
	Unk
	Comments

	MMR (Mumps, Measles, Rubella)
	
	
	
	

	Varicella (Chicken pox)
	
	
	
	

	Hepatitis B vaccine
	
	
	
	

	Tetanus-Diptheria
	
	
	
	

	TB skin test – If yes, when?
	
	
	
	

	TB test negative
	
	
	
	

	TB test positive
	
	
	
	


COMPLETE ONLY IF YOU HAVE A HISTORY OF A POSITIVE TB SKIN TEST:

1. Year diagnosed with a positive TB skin test:  __________________

2. Year of last chest x-ray report and results:  ____________________

3. Did you take any medications for a positive TB skin test?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If yes, name of medication and how long?  _____________________

____________________________________________________

___________________

Signature









Date
HEPATITIS B VACCINE DECLINATION (Mandatory)

I understand that due to my occupational exposure to blood, or other potentially infectious materials, I may be at risk of acquiring HBV (Hepatitis B Virus) infections.  I have been given the opportunity to be vaccinated with Hepatitis B Vaccine, at no charge to myself.  However, I decline Hepatitis B Vaccination at this time.  I understand that by declining the vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood or other potentially infectious materials and I want to be vaccinated with Hepatitis B Vaccine, I can receive the vaccination series at no charge to me.

_________________________________
__________________________

Signature of Employee



Date

Employee currently declines Hepatitis B Vaccine pending the results of titer.


REFUSAL TO SIGN DECLINATION

___________________________________ (Name of Employee) has been offered the Hepatitis B Vaccine on ______________________ (Date) and has declined vaccination at this time.  The employee also chooses not to sign the Hepatitis B Vaccine Declination Form.

________________________________

__________________________

Signature and Title




Date

Reference:  Federal Register, Vol 56, No. 235, page 64182, Friday, December 6, 1991.

VA Form 10-5549d







*U.S. GPO:  1993-343-1324/74347

DEPARTMENT OF VETERANS AFFAIRS

VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (VANCHCS)

TB SYMPTOM SCREENING QUESTIONNAIRE
	Name: _________________________
	Date: __________________________

	SSN:  _________-_______-_________             
	Date of Birth: ___________________

	Department: ____________________
	Work Phone: ___________________

	Job Title: _______________________
	Signature: _____________________


In the last year, have you had any of the following symptoms?
YES
 FORMCHECKBOX 

NO    FORMCHECKBOX 
  



YES
NO

 FORMCHECKBOX 
  
 FORMCHECKBOX 

Coughing up blood

 FORMCHECKBOX 

 FORMCHECKBOX 

Hoarseness lasting 3 weeks or more

 FORMCHECKBOX 
  
 FORMCHECKBOX 

Persistent cough lasting 3 weeks or more

 FORMCHECKBOX 

 FORMCHECKBOX 

Unexplained, excessive fatigue

 FORMCHECKBOX 
  
 FORMCHECKBOX 

Unexplained, persistent fever lasting 3 weeks or more

 FORMCHECKBOX 

 FORMCHECKBOX 

Unexplained, excessive sweating at night

 FORMCHECKBOX 

 FORMCHECKBOX 

Unexplained weight loss

IF YOU ANSWERED YES TO ANY ITEM IN 1, PLEASE ANSWER THE FOLLOWING QUESTIONS.

In the last year:

2. Have you been told by a health care provider that your immune system is not working right, or that you cannot fight infection?

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Don’t Know

3. Have you worked in a location where patients with active TB receive care or services?

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Don’t Know

4. Have you lived with or had close contact with someone who has TB disease?

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Don’t Know

5. Have you had an abnormal chest x-ray?

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Don’t Know

6. Have you worked, volunteered, or lived in any institution such as another medical facility, jail, group home, or homeless shelter?

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Don’t Know

7. Have you traveled outside the United States?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Don’t Know

DEPARTMENT OF VETERANS AFFAIRS

VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (VANCHCS)

RESPIRATOR MEDICAL EVALUATION
Last Name: ____________________________ First Name: _________________ Sex:   FORMCHECKBOX 
  Male   FORMCHECKBOX 
  Female

Last 4 SSN: ________________ Facility: ____________ Dept: __________ Work #:_______________

Date: ___________ Height: ____________ Weight: _________ Age: _______ Job Title: ___________

MEDICAL HISTORY

Has a doctor ever told you that you have any of the following?

YES
NO




YES
NO

Angina


 FORMCHECKBOX 
  
 FORMCHECKBOX 

Lung Disease


 FORMCHECKBOX 

 FORMCHECKBOX 

Heart Attack

 FORMCHECKBOX 

 FORMCHECKBOX 

Emphysema


 FORMCHECKBOX 

 FORMCHECKBOX 

Heart Disease

 FORMCHECKBOX 
  
 FORMCHECKBOX 

Asthma


 FORMCHECKBOX 

 FORMCHECKBOX 

Epilepsy/Seizers
 FORMCHECKBOX 

 FORMCHECKBOX 

High Blood Pressure

 FORMCHECKBOX 

 FORMCHECKBOX 

Diabetes/Insulin
 FORMCHECKBOX 
  
 FORMCHECKBOX 

Allergic to Latex

 FORMCHECKBOX 

 FORMCHECKBOX 

Please explain any “yes” answers:

List all current medications you are taking: ____________________________________________________

Smoking History:
 FORMCHECKBOX 

Never smoked

 FORMCHECKBOX 

Ex-smoker
 FORMCHECKBOX 

Smoker

____________________________________________________________________________________

REVIEW OF SYSTEMS









Yes
No

Are you short of breath at rest?



 FORMCHECKBOX 

 FORMCHECKBOX 

Do you get short of breath while walking?


 FORMCHECKBOX 

 FORMCHECKBOX 

Do you get short of breath at work?



 FORMCHECKBOX 

 FORMCHECKBOX 

Do you get chest pain with certain activities?


 FORMCHECKBOX 

 FORMCHECKBOX 

Do you get chest pain at work?



 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have any medical problems you feel

may interfere with wearing a respirator?

 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever worn a respirator before?


 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever had any problems wearing a respirator?
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you normally have a beard, goatee, and mustache

or other facial hair?




 FORMCHECKBOX 

 FORMCHECKBOX 

Please explain any “yes” answers:

Occupational Health Use Only

 FORMCHECKBOX 
  Approved
 FORMCHECKBOX 
  Approved with restrictions
 FORMCHECKBOX 
  Denied
 FORMCHECKBOX 
  More information is needed for approval

Restrictions: ________________________________________________________________________

REVIEWED BY: ___________________________________________________ Date: _____________
OH200525 Latex Allergy

DEPARTMENT OF VETERANS AFFAIRS

VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (VANCHCS)

LATEX ALLERGY QUESTIONNAIRE

Mather (05) Phone: (916) 843-9395 FAX: (916) 843-9394

Martinez (05) Phone: (925) 370-4007 FAX: (925) 372-2247

	Name: _________________________ Date: __________________________

	SSN: XXX – XX -_________ Date of Birth: ___________________

	Department: ____________________ Work Phone: ___________________

	Job Title: _______________________ Signature: _____________________


1. Have you ever been told by a physician that you have an allergy to latex


products? Yes No comment: ____________________________

2. Do you have any congenital conditions such as spina bifida, myeloma or


myelodysplasia? Yes No comment: _______________________

3. Have you had any of the following conditions in the past?

	
	YES
	NO 
	UNK
	
	YES 
	NO 
	UNK

	Contact dermatitis
	
	
	
	Asthma
	
	
	

	Rhinitis
	
	
	
	Itching
	
	
	

	Conjunctivitis
	
	
	
	Autoimmune disease
	
	
	

	Eczema
	
	
	
	Hayfever
	
	
	


4. Do you have any drug allergies? Yes No please list: ____________

5. Do you have any food allergies? Yes No Do they include any of the


following:

	
	YES
	NO 
	UNK
	
	YES 
	NO 
	UNK

	Avocado
	
	
	
	Chestnut
	
	
	

	Passion fruit
	
	
	
	Raw Potato
	
	
	

	Banana
	
	
	
	Kiwi
	
	
	

	Peach
	
	
	
	Tomato
	
	
	

	Papaya
	
	
	
	
	
	
	


6. How many surgeries have you had in the past? ____________ 
Please list type of surgery and your age at the time of surgery:

7. Have you had extensive dental work:    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No Please list type of work:

_________________________________________________________________

OH200525 Latex Allergy
8. Have you ever had an allergic reaction during anesthesia:    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

comment: ____________________________

9. If your occupation involves frequent contact with latex products, what products

to you have contact with? ________________________________

10. Have you ever had an anaphylactic reaction to latex devices or products?    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If yes, please describe the circumstances under which the reaction

occurred: _____________________________________________

11. After handling or wearing latex products, have you ever experience?

	
	YES
	NO
	UNK
	
	YES
	NO
	UNK

	Chapping or cracking of skin
	
	
	
	Redness
	
	
	

	Runny nose/congestion
	
	
	
	Swelling
	
	
	

	Itching (hands, eyes, etc.)
	
	
	
	Hives
	
	
	


12.
Have you ever had a reaction to any of the following sources of latex?

	
	YES
	NO
	UNK
	
	YES
	NO
	UNK

	Balloons
	
	
	
	Condoms
	
	
	

	Rubber gloves
	
	
	
	Elastic undergarments
	
	
	

	Hot water bottles
	
	
	
	Dental dams
	
	
	

	Rubber  balls
	
	
	
	Erasers
	
	
	

	Rubber bands
	
	
	
	Face masks
	
	
	

	Adhesive tape
	
	
	
	Foam pillows
	
	
	

	Dental bit blocks
	
	
	
	Garden hoses
	
	
	

	Bandages
	
	
	
	Golf grips
	
	
	

	Belts
	
	
	
	Latex BP cuffs
	
	
	

	Brassieres
	
	
	
	Dental masks
	
	
	

	Carpet backings
	
	
	
	Pacifiers
	
	
	

	Clothing
	
	
	
	Shoe wear
	
	
	

	Rubber cement
	
	
	
	Tennis grip
	
	
	

	Suspenders
	
	
	
	Weather stripping
	
	
	

	Teething rings
	
	
	
	IV tubing
	
	
	



Office Use Only:

Recommendations: _______________________________________________________

Education Provided: _______________________________________________________

Other: __________________________________________________________________
DEPARTMENT OF VETERANS AFFAIRS

VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (VANCHCS)

OCCUPATIONAL HEALTH DEPARTMENT / MTZ 05

	150 MUIR RD/MTZ 05     
	10535 HOSPITAL WAY

	MARTINEZ, CA 94553 

	MATHER, CA 95655-1200

	925-372-2247 FAX
	916-843-9394 FAX


RETURN FAX TO OCCUPATIONAL HEALTH
INFLUENZA VACCINE TRACKING & DATA ENTRY FORM 2009 – 2010

PLEASE PRINT

Last name:  __________________________________________ First name:  _________________________________

SS# (last 4):  ___________ Department / Service:________  Date:  ________
Site: Chico_____Fairfield____Mare Island____ Martinez____ Mather___McClellan___Oakland_____Redding_____

Work Status:  VA Employee_____    VA Volunteer ______    WOC ______    Student/Intern: ______    Other: ______

Influenza vaccine is encouraged and offered annually to all VA NCHCS healthcare workers (Current CDC recommendation) and other eligible employees and volunteers who do not have potential contraindications.  If you DECLINE this vaccination, please complete Part B of this form, otherwise, please complete part A (screening) and review the current Vaccination Information Statement, which you receive with your influenza vaccination.

Part A:  SCREENING
	Potential contraindications
	YES
	NO

	Are you currently ill and have a fever greater than 100 F?
	
	

	Have you ever had a bad reaction to the flu vaccine?
	
	

	Have you ever had a paralyzing disease called Guillain-Barre Syndrome (GBS)?
	
	

	Are you severely allergic to eggs (hives, tongue swelling, difficulty breathing)?
	
	

	Are you allergic to the preservative thimerosal?
	
	

	Are you allergic to latex?
	
	


Part B.   DECLINATION

	I understand due to my occupational exposure, I may be at risk of acquiring influenza infection. In addition, I may spread influenza to my patients, other healthcare workers and my family. This can result in serious infection particularly for persons with high risk for influenza complications (see VIS).  I’ve been given the opportunity to be vaccinated with the influenza vaccine, but at this time DECLINE for the below noted reason.

1, Received vaccination elsewhere:  Date  ______ Location:___________________

2. Medically contraindicated ___ 3. Allergic   ___ 4. Side Effects ___ 5. Other_____




Signature:  _______________________________________________________
_________________________________________________________________________________________________

FOR OFFICE USE ONLY

_______Afluria® 
CSL Biotherapies  LN 07649111A Exp Jun 30,2010    0.5 ml IM
 R        L   Deltoid
 

VIS Date 8/11/09

Administered by (Name/Title):  ______________________________________________________________________
VA NCHCS--Mather

OCCUPATIONAL HEALTH DEPARTMENT

Employee Patient Demographics
1. Name: (1) _____________________________________________________

2. SS# (1):  _____________________________ DOB: (1) _________________

3. Street address (1) (include apt. # or space #, etc):

________________________________________________________________

4. City: (1) ______________________________________________________

5. State: (1) _____________________________________________________

6. Zip Code (1) _____________________ Phone: (1)____________________

7. County: (1)__________________________________Sex: (2) ___________

8. Religious Preference: (2) ________________________________________

9. Marital Status: (2) ______________________________________________

10. Employee Status: (2) 

 FORMCHECKBOX 
 New Hire

 FORMCHECKBOX 
  WOC
 FORMCHECKBOX 
 VA Employee
 FORMCHECKBOX 
  Contract Employee

 FORMCHECKBOX 
 Work Study
 FORMCHECKBOX 
 CWEX
 FORMCHECKBOX 
  Volunteer   
 FORMCHECKBOX 
 Summer Hire 

STAFF INSTRUCTIONS:  Eligibility code on screen 7 is Employee.  POS on screen 7 is other non-vet.  Insurance is no, unless they are a vet.  Number in ( ) is the loading screen number which info needs to be entered.

Please fax to:  Edna Van Voltinburg

Mather: Occupational Health - (916) 843-9394    Date:  __________________
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