ROCC

REGIONAL OCCUPATIONAL
CARE CENTER

A FRANCISCAN ST. ELIZABETH HEALTH AND UNITY HEALTHCARE PARTNER

Date:

Name (last) (first)

1321 Unity Place, Suite
Lafayette, IN 47905
PH: 765.446.2450

FX: 765.446.1083

Sex: Female Male

Address (street)

City State

Zip code

(middle initial)

Home Phone - -

(Area Code)

Date of Birth - -
(month) (day) (year)

Social Security # - -

In Case of Emergency Notify:

Name

Relationship

Address

Phone




Name

INDUSTRIAL HISTORY

Have you ever worked:

If yes, how many years?

1. as a miner (ie. coal, iron, etc) Yes No
2. in a foundry Yes No
3. as a sandblaster Yes No
4. as a chipper Yes No
5. as a grinder Yes No
6. as a welder Yes No
7. with asbestos/silicone Yes No
8. with poisonous materials Yes No
9. with radioactive substances Yes No
10. at a job requiring repetitive motion Yes No

Have you ever been sensitive to sunlight,

chemicals, dusts, or other materials? Yes ~ No_

Have you ever required special job assignment for health reasons? Yes  No

If “yes”, please explain

List any hobbies/activities you are involved in (ie. models, carpentry, piano, etc)

MILITARY HISTORY

Have you ever been in the Uniformed Services?

Years of Service?

Yes

Military job?

Assignment Locations?

No If “yes”, which branch?

FAMILY HISTORY

Living or Dead

Living/Quality of Health

Age at Death

Father

Mother

Brothers

Sisters

Is there any family history of:

Asthma _ Yes
Bleeding disorders _ Yes
Cancer ___ Yes
Diabetes ___ Yes
Heart disease ___ Yes
High blood pressure _ Yes
Stroke _ Yes
Mental disorders Yes

Relationship
Relationship
Relationship
Relationship
Relationship
Relationship
Relationship
Relationship

Cause of Death




Name

PAST MEDICAL HISTORY How would you describe you present health?

Yes No Yes No
Allergies . Jaundice -
Anemia . Kidney disease .
Asthma . Lung disease -
Arthritis . Memory loss .
Back Pain __ Migraines __
Back Injury __ Neck pain/injury __
Balance Problems . Nervous breakdown .
Blood in urine/stool . Night sweats -
Broken bones . Nose bleeds -
Cancer . Numbness/tingling .
Cataracts . Persistent cough .
Change in bladder habits Pneumonia .
Change in bowel habits Recurrent ear infections
Chest pain . Recent weight loss/gain
Chronic diarrhea . Rheumatic fever .
Chronic headaches . Scarlet fever .
Concussion . Sciatica -
Convulsions . Shortness of breath .
Depression . Shoulder pain/problems
Deafness . Sinus problems .
Diabetes . Skin problems .
Difficulty swallowing . Stomach ulcers .
Dizziness . Stress/anxiety o o
Emphysema . Stroke .
Fainting . Swollen ankles .
Glaucoma . Thyroid problems .
Head injury . Trouble sleeping .
Hearing loss . Tuberculosis .
Heart attack . Varicose veins .
Heart murmur . Vision loss .
Hemophilia (bleeder) o Vomiting blood .
Hepatitis . Wrist pain/problems .
Hernia -
High blood pressure __
Irregular heart beat o
Any other chronic or significant illness or injury? Yes No Please explain any “yes” answers.
Have you ever had any operations? __ Yes No If “yes”, give details including dates.
Have you ever been hospitalized? = Yes = No If“yes”, give details including dates.
Do you wear glasses? Yes No
Do you wear contact lenses? Ysa No If “yes”, how long have you worn them?
Do you wear a hearing aid? Yes No
Have you ever been a smoker? Yes No If “yes”, what age were you when you started?
If you are no longer a smoker, what age were you when you stopped?
If you were a smoker, what did you smoke? Cigarettes Yes No How many packs/day?

Pipe Yes No How many bowls/day?
Cigars Yes No How many per day?

Do you chew tobacco or use snuff? Yes No




Name

Have you ever collected Workers Compensation? Yes No If “yes”, please give details
Do you have any physical limitations or disabilities? Yes No If “yes”, please give details
Are you presently taking any medications? Yes No If “yes”, please give details

Are you able to lift at least 50 pounds? Yes No

Are you able to bend, stop, twist, kneel repetitively? Yes No

Are you able to lift objects and extend in front of
the body at waist and shoulder height? Yes No

Are you able to stand continuously from

7 % to 12 hours on concrete? Yes No
Are you able to climb ladders, platforms, etc. Yes No
Are you able to reach overhead repetitively? Yes No

I CERTIFY THAT I HAVE ANSWERED THE PRECEDING QUESTIONS TRUTHFULLY TO THE BEST OF MY ABILITY.

DATE SIGNATURE

DATE EXAMINER/PHYSICIAN SIGNATURE
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