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---

Periodic Physical Checklist 

 

Occupational Health Clinic, PO Box 60267, New Orleans La. 70160  Phone (504) 862

-

2206 

 

Fax (504) 862

-

1897

 

FY2003

 

 

Test Needed For Physical

 

 

Labs

 

Complete Blood Count With Dif.  (CBC)

 

Chem

 18

 

Complete Urinalysis 

 

 

Vision Screening

 

Near Vision (Jaeger)

 

Far Vision (Snellen)

 

Basic Color Screening

 

Stereo Vision

 

Depth Perception

 

 

Other Test

 

12 Lead EKG (Pre

-

placement and over age 40)

 

Pulmonary Function

 

Vision Screening

 

Audiogram

 

Physical Exam

 

 

 

*Fast after 12 Midnight the night prior to the exam. Please drink 2 glasses of  

water in the morning 

–

 this will make drawing your labs easier.
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Army Corps of Engineers, New Orleans---Periodic Physical Checklist 


Occupational Health Clinic, PO Box 60267, New Orleans La. 70160  Phone (504) 862-2206 


Fax (504) 862-1897


FY2003

Test Needed For Physical


Labs


Complete Blood Count With Dif.  (CBC)


Chem 18


Complete Urinalysis 


Vision Screening


Near Vision (Jaeger)


Far Vision (Snellen)


Basic Color Screening


Stereo Vision


Depth Perception


Other Test


12 Lead EKG (Pre-placement and over age 40)


Pulmonary Function


Vision Screening


Audiogram


Physical Exam


*Fast after 12 Midnight the night prior to the exam. Please drink 2 glasses of  water in the morning – this will make drawing your labs easier.
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Army Corps of Engineers, New Orleans-Periodic Vision Survey


Occupational Health Clinic, PO Box 60267, New Orleans La. 70160  Phone (504) 862-2206 Fax (504) 862-1897


		Name (Last, First, Middle)




		Date of Exam

		Birthdate





		Yes

		No

		Do you wear glasses?  (    )Bifocal   (   )Trifocal



		Yes

		No

		Do you wear contacts?



		Yes

		No

		Have you seen your eye doctor within the last year?  (   ) Advised to see personal eye doctor.





Far Vision (Snellen)


		Left Eye (OS)

		Corrected 20/

		Uncorrected 20/



		Right Eye (OD)

		Corrected 20/

		Uncorrected 20/



		Both Eyes (OU)

		Corrected 20/

		Uncorrected 20/





Near Vision (Jaeger)


		Left Eye (OS)

		Corrected J-

		Uncorrected J-



		Right Eye (OD)

		Corrected J-

		Uncorrected J-



		Both Eyes (OU)

		Corrected J-

		Uncorrected J-





Primary Color Screening


		Yellow 

		Yes

		No



		Green

		Yes

		No



		Red

		Yes

		No



		Blue

		Yes

		No





Depth Perception


Within Normal Limits_______


Clinically Significant________


Peripheral Vision


Right Temporal          85(    70(    55(      Nasal    45(                Total______


Left Temporal            85(    70(    55(      Nasal    45(                Total______




                                                         Signature of Examiner/Date 


_1104206636.doc
Army Corps of Engineers, New Orleans-Periodic Notes


Occupational Health Clinic, PO Box 60267, New Orleans La. 70160  Phone (504) 862-2206 Fax (504) 862-1897


		Name (Last, First, Middle)




		Date of Exam

		Birthdate



		Weight:

		Height

		Blood Pressure




		Pulse

		Respirations





		Date/Time

		Notes



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		





                                                               


                                                             Signature of Examiner/ Date
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Army Corps of Engineers, New Orleans---Respirator Clearance 


Occupational Health Clinic, PO Box 60267, New Orleans La. 70160  Phone (504) 862-2206 Fax (504) 862-1897


FY2003


Name_________________________________________________DOB__________


Supervvisor____________________________________________Date__________


To Be Completed By Supervisor


1. Type of Respirator Used


( )Half-Face Air Pump   ( )Full-Face Air Pump  ( )Full-Cartridge  ( )Self Contained


2. Level of Work


( )Light  ( )Medium  ( )Heavy


3. Extent of Usage


( )Daily  ( )Weekly  ( )Rare  ( )Emergency


4. Special Work Situations


( )High Places ( )Heat  ( )Hazardous Materials  ( )Heavy Equipment  ( )Confined Spaces  ( )Remote Areas  ( )Confined Spaces  ( )Others___________________________


To Be Completed by Employee


		Question

		Yes

		No

		Comments



		Have you ever worn a respirator?

		

		

		



		Do you have a history of fainting spells?

		

		

		



		Do you have heart trouble or high blood pressure?

		

		

		



		Do you have a fear of confined spaces?

		

		

		



		Do you ever get dizzy?

		

		

		



		Do you smoke?

		

		

		



		Do you wear dentures?

		

		

		



		Do you have a seizure disorder?

		

		

		



		Do you have a fear of high places?

		

		

		



		Is there any condition that would prevent you from wearing a respirator?

		

		

		





Employee Signature___________________________________________


To Be Completed By Examiner


Exam Date_____________


I CERTIFY BASED ON THE RESULTS OF THIS EMPLOYEE’S MEDICAL EXAM; THIS EMPLOYEE IS CLASSIFIED IN THE FOLLOWING RESOIRATOR CATEGORY:


( )No Restrictions


( )Specific Restrictions Listed below


( )No respiratory use.  (Except for emergency escape)


Restrictions________________________________________________________________________________________________________________________________________________________________________________________________


( )Ed Michals MD________________________


( )C.J. Urner MD_________________________
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Army Corps of Engineers, New Orleans-Periodic Physical Exam


Occupational Health Clinic, PO Box 60267, New Orleans La. 70160  Phone (504) 862-2206 Fax (504) 862-1897


		Name (Last, First, Middle)




		Date of Exam

		Birthdate



		Weight:

		Height

		Blood Pressure




		Pulse

		Respirations





		Normal


		Abnormal


		Comments




						General Appearance:




						Skin:




						Head/Scalp:




						Eyes:




						Ears:




						Nose




						Mouth/Teeth:




						Neck:




						Lymph Nodes:




						Throat/Pharynx:




						Thorax/Lungs:




						Abdomen:




						Breast:




						Heart:




						Genitalia:




						Digital/Rectum:




						Extremities:




						Arterial Pulses:




						Musculoskeletal:




						Neurological/Reflexes:




						Mental Status:




						Other:






		

		                                                              [image: image2.png]









Lab & Test Results                                                                     


		 Test


		Normal


		Clinically


Significant


		Clinically


Insignificant


		Not


Done




		CBC


								

		Chemistry


								

		UA


								

		PFT


								



		

		Test


Normal


Clinically


Significant


Clinically


Insignificant


Not


Done


Audiogram


Vision


EKG


Stool








Assessment/Referral Plan


		(  )Fit for duty    (  )Not fit for duty

		Not 


Referred

		Referred


Routine

		Referred


Urgent



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		





                                                              _________________________________

                                                                     Signature of Examiner/ Date
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Army Corps of Engineers, New Orleans---Periodic History

Occupational Health Clinic, PO Box 60267, New Orleans La. 70160  Phone (504) 862-2206  Fax (504) 862-1897


		1.  PATIENT INFORMATION



		Name (Last, First, Middle)




		Social Security Number

		Birthdate



		Address




		City, State

		Zip Code



		Occupation 




		Office Symbol

		Supervisor’s Name

		Home Phone:


Work Phone:



		2.  MEDICATION  (Please List All)  Continue on back if needed.





		Medication

		Dose

		Frequency



		

		

		



		

		

		



		

		

		



		

		

		



		3.  MEDICAL HISTORY (Check those that apply)



		

		Anemia

		

		Diabetes

		

		Heart Disease

		

		Lung Disease

		

		Sleep Problems



		

		Asthma

		

		Emphysema

		

		Hearing Loss

		

		Pass Out

		

		T. B.



		

		Arthritis

		

		Eye Problems

		

		High Blood Pressure

		

		Prostrate Problems

		

		Thyroid



		

		Back Problems

		

		Hay Fever

		

		Joint Problems

		

		Ruptured Ear Drum

		

		Other



		

		Broken Bones

		

		Headaches

		

		Kidney Disease

		

		Seizure

		

		



		

		Cancer

		

		Head Injury

		

		Leg Cramps

		

		Shortness of Breath

		

		



		

		Chronic Cough

		

		Hernia

		

		Liver Disease

		

		Skin Problems

		

		





Briefly describe any other medical history. (Continue on back if needed).






		4.  ALLERGIES:



		

		

		

		





Within the past year have you been:         Briefly describe any “yes” answers.        

		Yes

		No

		Hospitalized.



		Yes

		No

		Had a serious illness or injury.



		Yes

		No

		Had any surgery.



		Yes

		No

		Traveled outside the United States.



		Yes

		No

		Changed jobs.





Please list any occupational health concerns you may have.










Signature of Employee/Date                 Signature of Examiner/Date            
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Army Corps of Engineers, New Orleans-Periodic Audio/Pulmonary Survey


Occupational Health Clinic, PO Box 60267, New Orleans La. 70160  Phone (504) 862-2206 Fax (504) 862-1897


		Name (Last, First, Middle)




		Date of Exam

		Birthdate



		1.  Audiogram Questionnaire





When was the last time you were exposed to noise?     Date________Time_______


What type of hearing protection do you use? ( )Plugs  ( )Muffs  ( )Both


		Questions (Check those that apply)

Yes 


No


Do you wear hearing protection?


Have you served in the military?


Have you ever worked in a noisy job?


Have you had a hearing test?


Have you had a childhood illness that causes deafness?


Have you taken any medication that causes deafness?


Have you ever been in a hearing conservation program?




		Hobbies (Check those that apply)


Guns


Power Tools


Aircraft


Motorbikes


Loud Music


Boats


Others:





Please briefly explain any “yes answers”.






		2.  Pulmonary Questionnaire





		Question (Check those that apply)

		Yes 

		No



		Have you ever been exposed to asbestos?

		

		



		Have you ever worked at a shipyard or foundry? 

		

		



		Have you ever worked at a textile mill or mine?

		

		



		Are you a cigarette smoker?

		

		



		Are you an ex-smoker?

		

		



		Do you smoke cigars?

		

		



		Have you ever worn a respirator for work?

		

		



		Do you ever get shortness of breath?

		

		



		Have you ever had a positive TB skin test?

		

		



		Have you ever had an abnormal chest x-ray

		

		



		Do you feel ill today?

		

		





Please briefly explain any “yes answers”.








     Employee Signature/Date
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Army Corps of Engineers, New Orleans-Hearing Data Sheet


Occupational Health Clinic, PO Box 60267, New Orleans La. 70160  Phone (504) 862-2206 Fax (504) 862-1897


		Name (Last, First, Middle)




		Date of Exam

		Birthdate





(Place Test Here)
    


                                                                Audiogram Interpretation


		

		_____Hearing within normal bilaterally.


_____Other:










Recommendations:


______Continue hearing conservation program.


______Other:
















                                                                        Signature of Reviewer/ Date



