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POST-HIRE HEALTH QUESTIONNAIRE
	Name:
	Department:

	Date of Birth:
	Social Security Number:


PERSONAL MEDICAL HISTORY:  Please mark answers to all questions.  Have you ever had or have you ever been evaluated or treated for:

	Item
	   
	Y
	N

	1.
	Amputated foot, leg, arm, or hand
	
	

	2.
	Ankylosis (fixation or fusion1) of a joint
	
	

	3.
	Arteriosclerosis (hardening arteries)
	
	

	4.
	Arthritis
	
	

	5.
	Asbestosis
	
	

	6.
	Asthma/Bronchitis/Chronic Obstructive

Pulmonary Disease
	
	

	7.
	Back or Neck Injury
	
	

	8.
	Cardiac (Heart) Disease/Heart Problems
	
	

	9.
	Carpal Tunnel Syndrome
	
	

	10.
	Cerebral Palsy
	
	

	11.
	Cerebral Vascular Accident (stroke)
	
	

	12.
	Chronic Osteomyelitis (bone infection)
	
	

	13.
	Compressed Air Sequelae
	
	

	14.
	Diabetes
	
	

	15.
	Dizzy Spells or Fainting
	
	

	16.
	Epilepsy
	
	

	17.
	Head Injury or Loss of Consciousness
	
	

	18.
	Hearing Loss (whole or partial)
	
	

	19.
	Heavy Metal Poisoning
	
	

	20.
	Hemophilia
	
	

	21.
	Hernia
	
	

	22.
	Hyperinsulinism (excessive insulin)
	
	

	23.
	Hypertension (high blood pressure)
	
	

	24.
	Ionizing Radiation Injury
	
	

	25.
	Joint Injury/Joint Pain/Joint Stiffness
	
	

	26.
	Kidney Disease
	
	

	27.
	Knee or Ankle Injury
	
	

	28.
	Loss of sight of one or both eyes or a partial loss of uncorrected vision of more than 75% bilaterally
	
	

	29.
	Lung or Breathing Problems or Diseases
	
	


	Item
	
	Y
	N

	30.
	Multiple Sclerosis (‘MS’)
	
	

	31.
	Muscular Dystrophies (muscle wasting)
	
	

	32.
	Osteomyelitis (bone infection)
	
	

	33.
	Osteoporosis (thinning of bones)
	
	

	34.
	Parkinson's Disease
	
	

	35.
	Poliomyelitis
	
	

	36.
	Residual disability from Polio
	
	

	37.
	Ruptured Intervertebral Disc or Herniated

Disc in your Back or Neck
	
	

	38.
	Shoulder Injury
	
	

	39.
	Silicosis (a lung disease)
	
	

	40.
	Spondylolisthesis (slippage of spinal disc)
	
	

	41.
	Thrombophlebitis (a vein with blood clot)
	
	

	42.
	Tuberculosis
	
	

	43.
	Varicose Veins
	
	

	44.
	Have you ever been hospitalized?
	
	

	45.
	Have you ever had or been advised to have surgery?
	
	

	46.
	In the last 30 days, have you taken any medication or drugs, prescription or nonprescription?
	
	

	47.
	Have you ever been advised by a physician or medical provider to limit your physical activities in any way?
	
	

	48.
	Have you treated with a health professional for any condition in the last five years?
	
	

	49.
	Any other permanent injury, disease or condition?
	
	


1 Including a fusion of vertebrae of the spine.

If the answer to ANY of the previous questions is marked "YES", complete the following:

	Item
#
	Further Explanation of Medical Condition or Injury
	 Year Diagnosed
	Treating Physician  Name
& Address
	Description of any physical limitations or restrictions due to any medical condition ever recommended by a physician.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


EMPLOYMENT DISCLOSURE
Alaska state law, AS 23.30.022, provides that an employee who knowingly makes a false statement as to the employee's physical condition on a medical inquiry or exam may not receive benefits under the Alaska Workers' Compensation Act if:
1. The employer relied upon the false representation and this reliance was a substantial factor in hiring, and;
2. There was a causal connection between the false representation and injury to the employee.

This means that if you lie about your physical/mental condition on this questionnaire and you are injured on the job, you may lose your right to collect workers’ compensation benefits if you have a work-related injury.
PLEASE BE ADVISED: The City and Borough of Juneau (CBJ) does not discriminate in hiring, promotion or retention policies or practices against persons who have or have had disabilities, impairment or medical conditions. We do and will consider employee's safety practices and mental and physical ability to carry out the essential duties of the position.
ACKNOWLEDGMENT
I understand the importance of answering this questionnaire completely and accurately. I understand that CBJ will rely on the information I have provided to determine whether or not I am fit to perform the job I have been offered. I understand that any misrepresentation or omission of facts may result in denial of worker’s compensation benefits. I further understand that CBJ will rely on my answers, and that any misrepresentations or omission of facts will be considered by CBJ to be a serious matter justifying termination or other adverse action, consistent with the law. I authorize CBJ to release this information to its workers’ compensation carrier and/or adjuster for the purpose of becoming part of their case file in the event of an on-the-job injury or illness.

	
	

	Employee Signature
	Date


Human Resources & Risk Management Department 


155 S. Seward Street


Juneau, Alaska 99801


(907) 586-5250
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