Bradley Healthcare and Rehabilitation Center

ASSOCIATE HEALTH RECORD

Name: __________________________________
Department: _______________________

Family Physician: _____________________________________________________________

Person to Notify in Case of Emergency: ___________________________________________

	


Diabetes

___Yes

___No

Fainting Spells

___Yes

___No

Operations

___Yes

___No

Epilepsy

___Yes

___No

Fractures

___Yes

___No

Mental Disease

___Yes

___No

Head Injury

___Yes

___No

Jaundice

___Yes

___No

Back Injury

___Yes

___No

Arthritis

___Yes

___No

Other Injuries

___Yes

___No

Asthma


___Yes

___No

Chronic Back Pain
___Yes

___No

Sinus Trouble

___Yes

___No

Tuberculosis

___Yes

___No

Skin Disease

___Yes

___No

Heart Trouble

___Yes

___No

Hernia


___Yes

___No

Stomach Trouble
___Yes

___No
Have you ever tested positive for a TB skin test?



___Yes

___No

If you are female, and required to get a chest x-ray, are you pregnant?
___Yes

___No

“I, _____________________________________ certify the above answers are true.”  
Signature:________________________________________
Date:__________________________

	


ALL INFORMATION BELOW THIS LINE IS TO BE FILLED OUT BY FACILITY PERSONNEL ONLY.

“I have examined this health record on the person listed above and have found no condition that appears to prevent him/her from performing their duties.  Further, I have found no indication or any condition which might represent a possible hazard to the health of residents or other employees in the facility and they are free from infectious disease.”

TUBERCULIN PURIFIED 0.1CC GIVEN INTRACUTANEOUSLY 

(If x-ray required, see back) 
Date Given: _____________________________

Site – Arm:
Right
Left
Lot#_______________________Exp:_______________________

Nurse Administering: _________________________________________________
Date read: ______________________ 
Results: __________mm     Neg          Pos
Nurses Signature: ________________________________________Date:_________________________

Blood Pressure______________Pulse__________Respiration___________Temperature___________
Physician’s Signature: _________________________________
Date: _______________________
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ASSOCIATE HEALTH RECORD

Employees who have a documented history of a positive TB test should complete the questionnaire below.

Date of last chest x-ray: _______________

(Circle)

Positive

Negative

History of active TB __________________

Date: _______________________________

Location of positive TB skin test: _______________

Date of positive TB skin test: __________________

Treated with Tuberculosis medication? 
Yes
No
If yes, duration of treatment _____________________

Name(s) of medication ____________________________________________________________

Have you ever received a TB Vaccine?
Yes
No

Have you been exposed to a case of TB this year?
Yes
No

Do you have any of the following:


Chronic cough

Yes
No


     With sputum

Yes
No
If yes, color: _________________________


Persistent night sweats
Yes
No


Involuntary weight loss
Yes
No


Chronic fatigue

Yes
No


Any serious illness
Yes
No

Signature: ________________________________________
Date: __________________________

