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SCOTTSDALE
HEALTHCAREo®

Corporate Health





Glendale Fire Department Health Center

Annual Patient Health Review
Today’s Date: ____/____/____

Personal Information:

Legal Name: ___________________________________________________________________



(Last)



(First)



(M.I.)

AKA or Nickname: _____________________________________________________________ 
SSN: ______-____-______
Date of Birth: ____/____/____
Sex: M / F 
Race: _________________
Marital Status: ________________
Address: ______________________________________________________________________

City: ___________________________________________ State: ____________Zip: _________

Work Phone: _________________________ Home /Cell Phone: _________________________

Best Time To Contact You: ________________ AM/PM
Employer Information: 

Name of Home Fire Department: __________________________________________________
Specify: ________________________________________________ Hire Date: ____/____/____

Employer Phone: _________________________

Department: _____________________________ Rank/Title: ____________________________

District: ____________ Shift: ____________ Station: __________Unit: __________(ie E, L, R)

Retirement Date: ____/____/____

Emergency Notification Information: 

In case of emergency, notify: ______________________________________________________

Relationship: _____________________________ Phone: _______________________________

Address: ______________________________________________________________________

City: ___________________________________________ State: ____________Zip: _________

Personal Family Physician Information: 

Personal Physician: ________________________________ Phone: _______________________

Address: ______________________________________________________________________

City: ___________________________________________ State: ____________Zip: _________

Education Years: (Check highest level)

 FORMCHECKBOX 
 High School        FORMCHECKBOX 
 AA        FORMCHECKBOX 
 BA/BS        FORMCHECKBOX 
 MA/MS        FORMCHECKBOX 
 Other (Specify): ______________
Past Medical Problems/Hospitalizations:

Since your last exam, have you been hospitalized? 


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, please provide details:

Date(s): _____________________ Reason: __________________________________________
______________________________________________________________________________
Since your last exam, have you had surgery(s)? 


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, please provide dates and reasons for surgery:

Date(s): _____________________ Reason: __________________________________________
______________________________________________________________________________

Since your last exam, have you developed any of the following? Check all appropriate 
	Yes
	No
	
	Year
	Yes
	No
	
	Year
	Yes
	No
	
	Year

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Abdominal pain
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Epilepsy or Seizures
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Paralysis
	


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Abnormal bleeding
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Emphysema
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Personality Change
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Allergies
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eye Trouble/Injury (Glasses/Contacts)
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pneumonia
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Anemia
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Fainting Spells/

Unconsciousness
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pneumothorax/

Collapsed Lung
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Arm/Leg Pain/Problems
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Fever
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Prostate Symptoms
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Arthritis
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Fractures (Broken Bones)
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sexual Problems
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Arrhythmia (Irregular Heartbeat)
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gall Bladder/Stones
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shoulder, Painful 
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Asthma
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Glaucoma
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sickle Cell Disease or Trait
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Back Pain or Trouble
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hair Loss
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sinus Trouble
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blood Loss
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Headache, Frequent or Severe
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Skin Disease
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blood Pressure (High/Low)
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heat injury
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stress Problems
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bone or Joint Deformity
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart Condition/Problems
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stroke
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bowel Problems
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hemorrhoids, Piles
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Testicular Pain/Problems
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Breast – Mass/Pain/Problems
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hepatitis or Liver Trouble
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Thyroid Trouble
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bronchitis
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hernia
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tremor of Hands or Head
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cancer
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Indigestion, Frequent
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Trouble Smelling Odors
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chest Pain
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Insomnia
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tuberculosis
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chicken Pox
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Joint Pains/Problems/

Stiffness
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tumors or Cysts


	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic Cough
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney Stones
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ulcers


	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Claustrophobia
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Leg Cramp/Swelling
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Unexpected Weight Gain
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cold or Painful Fingers
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lung or Breathing Problems
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Unexpected Weight Loss
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Dental or Gum Problems
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Memory Loss
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Urinary Difficulty
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Depression or Excessive Worry
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Migraine
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Varicose Veins
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Mumps
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Venereal Diseases
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Dizziness
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Muscle Aches or Pains
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Weakness


	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ear or Hearing Problems (Aids)
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Nervousness
	
	
	
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Edema (Foot/Leg Swelling)
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Nervous Breakdown
	
	
	
	
	

	Please expand on any positive responses from above: _________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


 Do you currently have any of the following symptoms of pulmonary or lung illness? 
	Yes
	No
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shortness of breath

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shortness of breath when walking fast on level ground or walking up a slight hill or incline

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shortness of breath when walking with other people at an ordinary pace on level ground

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have to stop for breath when walking at your own pace on level ground

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shortness of breath when washing or dressing yourself

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Coughing that produces phlegm (thick sputum)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Coughing that wakes you early in the morning

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Coughing that occurs mostly when you are laying down

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Coughing up blood in the last month

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Wheezing

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Wheezing that interferes with your job

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chest pain when you breathe deeply

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Any other symptoms that you think may be related to lung problems


Have you have any of the following cardiovascular or heart symptoms?
	Yes
	No
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent pain or tightness of chest

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pain or tightness in your chest during physical activity

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pain or tightness in your chest that interferes with your job

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	In the past two years, have you noticed your heart skipping or missing a beat

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heartburn or indigestion that is not related to eating

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Any other symptoms you think may be related to heart or circulation problems


If you’ve used a respirator, have you ever had any of the following problems?
	Yes
	No
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eye irritation

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Skin allergies or rashes

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Anxiety

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	General weakness or fatigue

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Any other problem that interferes with your use of a respirator


Since your last exam, have you developed any new medical problems (not listed above)?
 FORMCHECKBOX 
 Yes FORMCHECKBOX 
 No  If yes, provide details: Date(s): _________ Description: ____________________
______________________________________________________________________________
Family History: 

Is there any new family history of:

 FORMCHECKBOX 
 Cancer     FORMCHECKBOX 
 Diabetes     FORMCHECKBOX 
 Heart Disease     FORMCHECKBOX 
 High Blood Pressure     FORMCHECKBOX 
 Stroke
If so, who? ____________________________________________________________________
If either of your parents has died, since your last exam, list age and cause of death:

Mother died age ___________ of __________________________________________________

Father died age  ___________ of ___________________________________________________
Alcohol/Tobacco Use:

1. Do you drink alcoholic beverages? 




 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, answer the following:

How many beers do you drink each week? _____________________________________
How many bottles of wine per week?__________________________________________
How many drinks of liquor per week? _________________________________________
2. Do you smoke or chew tobacco? 




 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
a) If no, are you a former smoker or chewer? 



 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


How long since you quit? __________________________________________________
How much were you using when you quit? (i.e. # of pipes, cigarettes, or cigars smoked per day, or cans of chewing tobacco per week? __________________________________
b) If yes, how long have you smoked or chewed? _____________________________________


How many of the following do you smoke or chew per day? 



Cigarettes
__________
Pipes of tobacco

__________



Cigars

__________
Cans of chewing tobacco/week
__________
Fitness Review: 

Please list your exercise activities and number of times per week you perform each.

Aerobic


___________ X per week in the past month

Walking

___________ X per week in the past month

Weight Training
___________ X per week in the past month

Other: 
__________________________________________________________________

________________________________________________________________________

Since your last exam, compare your activity level:

 FORMCHECKBOX 
 More     FORMCHECKBOX 
 Less     FORMCHECKBOX 
 Same

Cumulative EMS/Fire Experience: 

Indicate the # of years in each position(s):

Firefighter _____
Engineer _____
Captain _____
BC _____
Admin _____

Select the type of respirator(s) you used: 


 FORMCHECKBOX 
 SCBA     FORMCHECKBOX 
 MP5     FORMCHECKBOX 
 Other _____
Occupational Exposures: 

Have you had any work related exposures to fires of HAZMAT situations where you have developed health changes or have concerns about your health?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, provide details: ___________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Since last exam, list any other work related health problems 

Occupational Injuries/Illnesses: ____________________________________________________

Diagnosis: ______________________________________________ Time Lost: _____________

Since your last exam, have you developed any allergies,


 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Pollen    FORMCHECKBOX 
 House Dust     FORMCHECKBOX 
 Drugs     FORMCHECKBOX 
 Vaccines     FORMCHECKBOX 
 Serum      FORMCHECKBOX 
 Food    
 FORMCHECKBOX 
 Animal dander, feathers, or fur      FORMCHECKBOX 
Metal, jewelry      FORMCHECKBOX 
 Sunlight or cold

 FORMCHECKBOX 
 Other allergies _______________________________________________________________
List any second jobs or side businesses you are involved in: _____________________________
______________________________________________________________________________
List your previous occupations: ____________________________________________________

______________________________________________________________________________

Have you been in the military services: 




 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, were you exposed to biologic or chemical agents (in either training or combat):

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Have you ever worked on a HAZMAT Team?



 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Recreational/Hobbies Review:

Are you finding your hobbies and recreation less enjoyable?

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Do you feel fatigued even if you have not been physically active?

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Are you worrying more that usual?





 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Are you more irritable than usual around family or co-workers?

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
List your hobbies (e.g. ammo reloading, woodworking, strained glass, etc) and number of times per week you perform them _______________________________________________________

______________________________________________________________________________
Do you use any chemicals or other materials in your hobbies such as solvents, solder, pesticides, lead or other metals, etc.? 






 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, provide details: ___________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Medication Review:

Are you currently taking or have you taken any of the following within the past month?

	Yes
	
	Yes
	
	Yes
	

	 FORMCHECKBOX 

	Antacids
	 FORMCHECKBOX 

	Aspirin
	 FORMCHECKBOX 

	Insulin/Oral Diabetic Drug

	 FORMCHECKBOX 

	Antibiotics
	 FORMCHECKBOX 

	Blood Pressure Pills
	 FORMCHECKBOX 

	Laxatives

	 FORMCHECKBOX 

	Anticoagulants (Blood Thinners)
	 FORMCHECKBOX 

	Codeine
	 FORMCHECKBOX 

	Sleeping Pills

	 FORMCHECKBOX 

	Antidepressants
	 FORMCHECKBOX 

	Cortisone or Steroids
	 FORMCHECKBOX 

	Thyroid

	 FORMCHECKBOX 

	Antihistamines
	 FORMCHECKBOX 

	Digitalis
	 FORMCHECKBOX 

	Tranquilizers

	 FORMCHECKBOX 

	Anti-inflammatories
	 FORMCHECKBOX 

	Diuretic (Water Pills) 
	 FORMCHECKBOX 

	Tylenol

	 FORMCHECKBOX 

	Appetite Suppressants
	 FORMCHECKBOX 

	Hormones
	 FORMCHECKBOX 

	Vitamins/Supplements


List any drugs (by name) you have taken regularly and the dosage used:
____________________________________________________________________________________________________________________________________________________________

Have you had any difficulties having children (e.g. Infertility, Miscarriage, Spontaneous Abortion)?








 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, provide details below: ______________________________________________________

____________________________________________________________________________________________________________________________________________________________
PAGE  
1
Reviewed with patient by: ________________________________________ Date: _____________

