.\\ PERIMETER
%' ANESTHESIA

PERSONNEL HEALTH HISTORY FORM- FIT FOR DUTY

Name: Date:

List any drugs to which you are allergic:

List any drugs or medications that you are currently taking:

List names and years of major surgeries:

List any serious illnesses or accidents:

Do you have any bleeding or clotting abnormalities: OYes No O
Is there a history of any of the following in your immediate family?

O Heart Disease @) Hypertension O cancer O Diabetes O 1
Do you have any of the following, if so please check which ones: O Yes NO

@) Cough @) Fatigue O Weight Loss O Night Sweats

O Hoarseness COChest Pain OCoughing up Blood

Have you ever had a positive TB skin Test, received preventive drug therapy for TB, or had
active TB? O VYes No O

Have you ever had Hepatitis B? O ves No O

Dates of HBV Vaccination: 15t 2nd: 3rd

| declare that the above information is accurate to the best of my knowledge.

Print Name Signature
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