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Medical Questionnaire



To ensure institutional compliance with AAALAC’s occupational health expectations, all persons listed on any animal protocol approved by the Omaha VA IACUC must complete this medical questionnaire annually.  If you have any health concerns, please make an appointment with the Omaha VA Occupational Health to review the questionnaire and your current health status.  Appointments are required for first time employees and are asked to have Bob Wiegert (x3272) or Lloyd Felstow (x-3542) assist with calling to ensure you are put into system correctly. Annual Appointments will be made based on screening results.   Occupational Health can be reached by calling x -5823.  If calling from an outside number please use (402) 995- XXXX (replace XXXX with extension’s listed above).


[bookmark: Text2][bookmark: Text1]Name      		Date of Birth:	     	
	
[bookmark: Check1][bookmark: Check2][bookmark: Text3]Gender   |_|  Male	|_|  Female	Last four numbers of SSN     	

[bookmark: Text4]VA Room/Lab      		Contact Phone Number      		Office Extension      	

[bookmark: Check3]Work sites (check all that apply): |_| Omaha VA    |_| UNMC    |_| CU    |_| UNO    |_| Other     	

Email Address	     	

Please indicate what animal contact you have had during the previous year and/or anticipate having this year.
Category 1	Small Animals (including Rodents and Rabbits) |_|

Category 2	Large Animals (Check all that apply)
Dogs |_|       Sheep |_|         Goats |_|         Pigs |_|       Calves |_|
Other (specify)	     	

General Health Questions:

1.	Have you had any changes in medical conditions in the past year?  |_| Yes   or   |_| No
	If yes, please explain:	     	

2.	Do you have an immune deficiency?  |_| Yes   or   |_| No

3.	Have you received immunosuppressive therapy that could increase the risk of zoonotic disease (such as prednisone, other steroids, Cytoxan cyclosporine, methotrexate, chemotherapy) ?  |_| Yes   or   |_| No

4.	Have you ever had a positive allergy skin test performed by physician?  |_| Yes   or   |_| No

If Yes, how many positive skin tests to non-animal antigens (such as grasses, pollen, house dust) have you had?

[bookmark: Check4]	(Check the appropriate number)     |_| 0	|_| 1	|_| 2	|_| 3	|_| 4	|_| 5 or more
		
If Yes, how many positive skin tests to animal antigens (such as dog, cat, mice) have you had?

	(Check the appropriate number)     |_| 0	|_| 1	|_| 2	|_| 3	|_| 4	|_| 5 or more

If Yes, have you been prescribed an Epi-Pen?  |_| Yes   or   |_| No

5.	Please list any medications you are currently on and any side effects associated with the medications:

     	

6.	Do you have any house pets?  Please list species      	

7.	Do you or a natural sibling and/or parent have a history of the following:

	
	You
	Family
	

	
	Yes
	No
	Yes
	No
	Comments

	a.	Asthma
	|_|
	|_|
	|_|
	|_|
	     

	b.	Hay fever
	|_|
	|_|
	|_|
	|_|
	     

	c.	Allergic skin problems
	|_|
	|_|
	|_|
	|_|
	     

	d.	Eczema
	|_|
	|_|
	|_|
	|_|
	     

	e.	Sinusitis
	|_|
	|_|
	|_|
	|_|
	     

	f.	Chronic respiratory infection
	|_|
	|_|
	|_|
	|_|
	     

	g.	Allergic Rhinitis (Running nose due to allergy)
	|_|
	|_|
	|_|
	|_|
	     

	h.	Allergic  Conjunctivitis (itchy, watery eye from allergy)
	|_|
	|_|
	|_|
	|_|
	     




8.	Do you smoke cigarettes?  |_| Yes   or   |_| No

9.	Have you ever suffered from the following:  (If yes, describe the severity and any corrective measures taken)
	
	Yes
	No
	Severity and any corrective measures

	a.	An inguinal or similar hernia
	|_|
	|_|
	     

	b.	Back pain or back trouble
	|_|
	|_|
	     

	c.	Joint problems or arthritis
	|_|
	|_|
	     




10.	Do you have any restrictions or limitations regarding lifting or carrying objects?  |_| Yes   or   |_| No
	If yes, please explain:      	


Work Related Questions:

1.	How often do you do the following as part of your assigned duties and/or after handling animals:

	
	Never
	Rarely
	Sometimes
	Always

	a.	Wear disposable gloves
	|_|
	|_|
	|_|
	|_|

	b.	Wear a mask
	|_|
	|_|
	|_|
	|_|

	c.	Wear protective eyewear
	|_|
	|_|
	|_|
	|_|

	d.	Wear disposable gown
	|_|
	|_|
	|_|
	|_|

	e.	Wear disposable cap
	|_|
	|_|
	|_|
	|_|

	f.	Wash hands
	|_|
	|_|
	|_|
	|_|

	g.	Change clothing
	|_|
	|_|
	|_|
	|_|

	h.	Shower
	|_|
	|_|
	|_|
	|_|




2.	Do you have any of the following symptoms occur during, or after, contact with laboratory animals?

	
	Yes
	No
	Species

	a.	Watery, burning or itchy eyes
	|_|
	|_|
	     

	b.	Runny nose
	|_|
	|_|
	     

	c.	Sneezing
	|_|
	|_|
	     

	d.	Wheezing
	|_|
	|_|
	     

	e.	Cough
	|_|
	|_|
	     

	f.	Shortness of breath
	|_|
	|_|
	     

	g.	Chest tightness
	|_|
	|_|
	     

	h.	Hives
	|_|
	|_|
	     

	i.	Rash
	|_|
	|_|
	     




3.	If you do experience symptoms, are your symptoms controlled by wearing Personal Protective Equipment (PPE)?  |_| Yes   or   |_| No

4.	Have you ever injured yourself or become ill while working with or around laboratory animals or animal care facilities?
	
	Yes
	No
	

	a.	Animal Bite
	|_|
	|_|
	If yes, number of times:      

	b.	Animal Scratch
	|_|
	|_|
	

	c.	Muscle Sprain or Strain
	|_|
	|_|
	

	d.	Needle stick or scalpel injury
	|_|
	|_|
	

	e.	Laceration or cut on animal cage or equipment
	|_|
	|_|
	

	f.	Infection acquired from animal
	|_|
	|_|
	

	g.	Allergy to Animal
	|_|
	|_|
	

	h.	Reaction to chemicals
	|_|
	|_|
	




5.	Does your job in Research require you to lift or carry heavy objects)?  |_| Yes   or   |_| No

6.	Does your job in Research require you to come in contact with or use chemicals in the workplace?  
|_| Yes   or   |_| No	If yes, describe      	

7.	Are you exposed to human or animal pathogens (ex. bacteria, virus, microbial organisms, etc.)?
|_| Yes   or   |_| No	If yes, what pathogens?      	

8.	Will you be involved with animal surgery using isoflurane anesthetic gas?  |_| Yes   or   |_| No

9.	If YES to #8, have you been monitored for isoflurane exposure within the past year?  |_| Yes   or   |_| No

History of Laboratory Animal Contact

	
	Frequency of Current Exposure
	

	Laboratory Animal Type
	A

Never
	B
<1 time/wk
	C
1-2 times/wk
	D
3-4 times/wk
	E

Daily
	Total Time Worked with Animals in Your Entire Career

	Mice
	|_|
	|_|
	|_|
	|_|
	|_|
	Years:	  	Months:    

	Rats
	|_|
	|_|
	|_|
	|_|
	|_|
	Years:	  	Months:    

	Rabbits
	|_|
	|_|
	|_|
	|_|
	|_|
	Years:	  	Months:    

	Pigs
	|_|
	|_|
	|_|
	|_|
	|_|
	Years:	  	Months:    

	Other:      
	|_|
	|_|
	|_|
	|_|
	|_|
	Years:	  	Months:    

	[bookmark: Text5]Other:      
	|_|
	|_|
	|_|
	|_|
	|_|
	Years:	  	Months:    










			
Employee Signature		Date


			
Occupational Health Signature		Date


**  This form and all information will be treated as confidential and kept in your records with the Occupational Health Office.  General information extracted from this form and the annual health exam with an Occupational Health professional will be used to complete the Employee Health Medical Clearance Form which is necessary for continued participation in animal studies approved by the Omaha VA IACUC.
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