Divine Care Services Employee Health Questionnaire
Name:______________________________________ 	Age: ________________________
Personal Physician:___________________________    Physician’s #:_____________________     
Allergies:_____________________________________________________________________
Prosthetics Used: _____________________________________________________________
Medical History: If you have or ever had any of the below listed please check all that apply:
______ Nightsweats						______Diabetes
______ Convulsions/Seizures				______Currently Pregnant
______ Memory Loss						______ Joint /Back Injury
______ Fainting or loss of consciousness			______ Lung Problems
______ Chronic headaches					______ Persistent cough
______ Dizziness or balance problems			______ Cough up blood
______ Poor vision						______ Asthma
______ Hearing Loss						______ Shortness of Breath
______ Mouth Sores						______ TB
______ Hoarsness/Voice Change				______ Psychiatric condition
______ Skin Diseases						______ Depression
______ Connective tissue disease				______ Use Tobacco
______ Chest Pains						______ Drink Alcohol
______ Palpitations /irregular heartbeat			______ High Blood Pressure
______ Bleeding Disorders					______ Hepatitis
Current Medications: ____________________________________________________________________________________________________________________________________________________________
Comments:
I certify that the above information is true to the best of my knowledge: Initials_ 
Signature of applicant/staff:_______________________________   Date:_________________
Reviewed by: ___________________________________________   Date: ________________ 



