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I
Please carefully fill out the following health history questionnaire.

LAST NAME: 




FIRST NAME 








Birth date:
 Birth place:
 State:

Nationality:
 Fiscal Code: 


Address
 ZIP
 City
 Prov.:

Profession:
 Tel.
    Mobile
 Email

Gender: 
M 

F 

Personal status:

Any children: NO



YES ___
How many:____

Name and address of your general practitioner.

When did you last see him or her? For what reasons? What was the result?

Habits




Smoking



yes
no
How many cigarettes a day?








Wine/beer


yes
no
Occasionally









Coffee



yes
no





Sports/exercise



None
If YES, what kind? 



How many hours per week?


Work activity



Have you worked before?

yes
no
If YES what kind of work?

Previous lab research experience





yes
no
For how long?




If YES, what kind of lab?

HEALTH HISTORY

1) INFECTIOUS DISEASES


measles

rubella

pertussis

chickenpox
mumps 



hepatitis A
hepatitis B
hepatitis C
mononucleosis 



Have you ever had TBC lymphadenitis or TBC?







yes
no 

Have you ever been in contact with people affected by tuberculosis?





yes
no 

Have you ever had a TBC test done?








yes
no 


If YES



Tine test

Mantoux

Other (Quantiferon) 





If YES, with what results?


Vaccinations



Tetanus (next in

)


Hepatitis B (next in

)

Rubella





Tuberculosis (BCG)


2) SURGERY – TRAUMA
Have you ever had any Surgery – Trauma?





yes
no 


If YES



Surgery







yes
no 


If YES, what kind? 

Cranial trauma






yes
no 


If YES,
Minor head injury 

Major head injury


Fractures






yes
no 


If YES, where: spine
neck

back 

lumbar-sacral 



Upper limb
wrists/hands
forearms/elbows
shoulders



Lower limb
feet/ankles
knees

thighbones/hips



If YES, have they resulted in any limitation of regular functions?


3) DISEASES OF BONES AND JOINTS
Have you been diagnosed in childhood/adolescence with deviation of the spine (scoliosis) or some congenital malformation?









yes
no 


If YES,  have you ever had therapy (body cast, therapeutic exercise etc.)? 




yes
no 


Have you ever suffered from cervical spine distortion?







yes
no 


If YES



- have you ever had MRI or X-rays done on your cervical spine?

yes
no 


- have you ever been diagnosed with disc pathology or hernia?

yes
no 


- have you ever had drug therapy or physiotherapy?


yes
no 


Have you ever suffered from back pain?








yes
no 


If YES



- sharp lumbar pain (lumbago)?




yes
no 


- sharp lumbar pain radiating to lower limbs (low back pain)?

yes
no 

Have you ever had X-rays/MRI tests done on your spine?






yes
no 


If YES



- have you ever been diagnosed with disc pathology or herniated discs?
yes
no 


- have you ever had drug therapy or physiotherapy?


yes
no 

Have you ever suffered from musculoskeletal disorders in your limbs?





yes
no 


If YES



to elbows (ex.: epicondylitis)





yes
no 


to shoulders (ex.: tendinitis)





yes
no 


to lower limbs (ex.: chondropathy)




yes
no 


Have you ever been diagnosed with any other diseases to the bones and/or joints?



yes
no 


If YES, please state which 


4) DISEASES (METABOLIC – HAEMATOLOGICAL - VASCULAR)
In your family (parents/grandparents/siblings): has anyone suffered or is suffering from
Diabetes


Hypertension





Myocardial infarction

Dyslipidemia

Tumors


Other




Have you ever suffered form


- Diabetes






yes
no 


If YES, are you in therapy and with what medications?


- High cholesterol?





yes
no 


If YES, are you in therapy and with what medications?


- Arterial hypertension





yes
no 


If YES, are you in therapy and with what medications?


- Kidney diseases






yes
no 


If YES, pleased state which 


- Blood diseases


 



yes
no 


If YES



- anemia







past
current 


- alterations in white blood cells




past
current 


- alterations in platelets





past
current 

Do you give blood?










yes
no 


Have you had blood tests done in the past year?







yes
no 


If YES, did any value change? 








yes
no 


If YES, please state which  


5) RESPIRATORY AND ALLERGIC DISEASES 
Have you ever suffered from bronchitis (coughing and phlegm)?






yes
no 


Are you currently suffering from bronchitis?








yes
no 

In your family (parents/siblings): is anyone suffering from respiratory allergies?




yes
no 


Have you ever had allergic disorders?








yes
no 


If YES, which and when?

- rhinitis and/or conjunctivitis


• only in childhood/adolescence


• also as an adult



• also in the past year



- asthma





• only in childhood/adolescence


• also as an adult



• also in the past year



- hives      




• only in childhood/adolescence


• also as an adult



• also in the past year



Have you ever had allergy tests (prick test) done? 







yes 
no 


If YES, the tests were









Positive
Negative
If positive, do you know to what allergens?


Are you in therapy for allergies?









yes
no 


If YES, what kind of medications are you taking? 


Have you ever had dermatitis (skin diseases)?








yes
no 


If YES









• only in childhood/adolescence


• also as an adult













• also in the past year



Have you ever had  dermatitis tests (patch test) done?







yes
no 


If YES, the tests were









Positive 
Negative


If positive, do you know what substance(s) you are allergic to? 


Are you in therapy for dermatitis?









yes
no 


If YES, what kind of medications are you taking?


Are you suffering from any other forms of dermatitis?







yes
no 


If YES, which? 


Have you ever noticed disorders arising from contact from latex gloves or other objects?



yes
no 


If YES, please specify disorders 


Have you ever been allergic or intolerant to any food?







yes
no 


If YES, please state what food(s) 


Have you ever been intolerant to any medication or vaccine?






yes
no 


If YES, please state which 


6) OTHER DISEASES

Have you ever had DIGESTIVE TRACT DISEASES?







yes
no 


If YES, please state which (Gastritis/gastroenteritis/acid reflux/irritable Colon/colitis; ileitis, rectal colitis, etc.) 



Are you in therapy and with what medications? 

Have you ever had LIVER DISEASES (lithiasis, viral hepatitis, other liver diseases, etc.)?



yes
no 


If YES, please state which

Have you ever had NERVOUS SYSTEM DISEASES?







yes
no 

Have you have suffered from EPILEPSY or convulsions due to other causes?




yes
no 


If YES, are you in therapy and with what medications? 

Have you have suffered from ANXIETY or DEPRESSION?






yes
no 


If YES, have you seen:






your general practitioner
a specialist

Were you prescribed anti depressants?








yes
no 


Are you currently taking anti depressants?








yes
no 


If YES










Often
Occasionally 


Do you often feel worried about your state of health?







yes
no 


Do you have sleep disorders?









yes
no 


Do you take sleep medications?









yes
no 


How would you rate your overall psychological well-being?




good

ok

so so

Have you ever had EYE DISEASES?









yes
no 


If YES


cross-eyed

conjunctivitis

keratitis

glaucoma 


retinopathy

retinal detachment

cataract 



Other 

Do you wear glasses or contact lenses?








yes
no 


If YES, since what age?


For what kind of eye condition?

Myopia

Far-sightedness

Astigmatism

Presbyopia 


Do you see well with your current prescription?








yes
no 


If NOT, is your vision  out of focus








from up close
from afar 


If you use a computer: are you eyes often fatigued after working on a VDU?





yes
no 


7) IF YOU HAVE A PATHOLOGY OTHER THAN THE ONES PREVIOUSLY ASKED ABOUT, PLEASE DESCRIBE IT IN THE SPACE BELOW

8) DO YOU CURRENTLY suffer from any habitual or recurring disorder (headache, backache, palpitations, asthma, etc.)?

If YES, please state which 

Are you currently taking any medication on a regular basis?
 





yes
no 


If YES, please state which 


HEALTH DOCUMENTATION
Have you had any medical diagnosis performed in the past year?






yes
no 


If YES, please state which 

ln the event you have health documentation for already established diseases or have had medical diagnosis performed in the course of the last year, you are requested to attach a copy or original thereof to the questionnaire, (in the case of original documentation, the Health Surveillance Service will make a copy and return the originals to you).
CONSENT TO THE PROCESSING OF PERSONAL DATA

I declare under penalty of Law:
- that I have answered truthfully to all the questions in the questionnaire, and that I have not concealed, omitted or altered any circumstance related to the questionnaire: failure to disclose (disease, surgery, test results, disabilities, etc.) exposes the Employee to the risk of challenge (Articles 1892, 1893 and 1894 of the Civil Code) and might cause the automatic total or partial loss of lab entry rights,
- that I am aware that the information I provided regarding my health and lifestyle conditions are fundamental for my safety and necessary for the Company  risk evaluation,
- that I relieve from professional secrecy doctors and medical facilities with whom the School Physician may consult for health-related information,
- that I am also committed to providing, upon request by School Physician, further information and/or medical documentation that may be necessary for the correct evaluation of my health conditions,
- that I will immediately communicate to the facility any alterations in my health conditions arisen right after access to the labs.

I also authorize the Health Surveillance personnel to:
- process my personal and health-related data, whether sensitive or otherwise, with the greatest privacy and care in accordance with Legislative Decree 196/03 (law on privacy).
Date 

Employee First and Last Name




Employee Signature
(Please print legibly)





(Please sign all copies)
This questionnaire is valid for 30 days after signing.
SUITABILITY JUDGMENT FOR PHYSICIAN USE
Suitable

Temporarily/definitively suspended for 

Date

Physician's Signature 

HEALTH QUESTIONNAIRE








	Prepared by
	Checked by
	Approved by

	
	SCHOOL PHYSICIAN
	RPPS & SP

	
	Page 1 of 4



