
Category A - Medical and Occupational History 
University of Notre Dame - Freimann Life Science Center 

CONFIDENTIAL MEDICAL INFORMATION 
Name___________________________________________ DOB___________________________________ 
Physician________________________________________________________________________________  
Department ______________________________________Supervisor/PI_____________________________ 
Job Title ________________________________________ Today’s Date_____________________________ 
□ Professor/Faculty   □ Post-Doc  □ Graduate Student □ Undergraduate Student  
□ Technician/Staff      □ Co-op Student        □ Summer Employee □ Visiting Faculty □ Other__________ 
 

PART A:  OCCUPATIONAL/ENVIRONMENTAL RISK FACTORS 
I will be working with OR around animals    Yes_____ No_____ 
I am involved with veterinary care or animal husbandry Yes_____ No_____ 
I will perform surgical manipulations of animals  Yes_____ No_____ 
I will be working in Bio-Safety Level – 3 containment Yes_____ No_____ 

Check all that apply Frequency of Exposure 
Animal Species Daily 1-4 times/wk. 1-3 times/mo. < 1 time/mo. 
Mice     
Mice, Rodents (wild)     
Rats     
Rabbits     
Guinea Pigs     
Amphibians, Reptiles     
Fish     
Chickens, Poultry (domestic)     
Birds (wild-caught)     
Non-Human Primates     
Wild Mammals (carnivores)     
Wild Mammals (other than rodents)     
Tissue Type                                                   List Species     
Fresh Tissues/Fluids (non-biohazardous)      
Fresh Tissues/Fluids (biohazardous)      
Fixed Tissues/Fluids (non-biohazardous)      
Fixed Tissues/Fluids (biohazardous)      
Human Specimens     
Please use the back or additional sheets if needed when listing or explaining the exposure 
Exposures in the Lab Environment Yes No List/Explain 
Parasites    
Infectious agents/ r-DNA technologies    
Other biological agents (adjuvants, vaccine)    
Chemical carcinogens    
Radiation    
Known reproductive hazards/ teratogens    
Hazardous chemical exposures    
    
    

Part B:  PERSONAL HEALTH HISTORY 
Have you ever had the following diseases? 
Tetanus:        No____ Yes____  If yes, explain__________________________________________________ 
Hepatitis B:  No____  Yes____  If yes, explain__________________________________________________ 
Naturally-acquired measles (rubeola)? No____ Yes____ 
Have you ever had the following immunizations? 



Tetanus:                  No_____ Yes_____ Date__________ 
Hepatitis B series:  No_____ Yes_____ Date__________   
If yes, were you tested for antibody to Hepatitis B? No_____ Yes_____ Date__________   
Rabies series:        No_____ Yes_____ Date __________   
If yes, were you tested for antibody to Rabies? No_____ Yes_____  Titer_____________ Date__________  
Measles/Mumps/Rubella: No_____ Yes_____ Dates ___________________________________________ 

Tuberculosis Surveillance 
Have you ever lived outside the United States? No_____ Yes_____   
If yes, list countries______________________________________________________________________ 
Have you received the tuberculosis vaccine Bacillus Calmette-Guerin (BCG) vaccination? No____ Yes____ 
If yes, have you had a Tb skin test after vaccination? No_____ Yes_____  
If yes, list month/year and results of Tb skin test: positive_____ negative_____ Date ___________________   
Have you ever had active tuberculosis? No_____ Yes_____   
If yes, list date and describe treatment ________________________________________________________ 
If no, list month/year and results of Tb skin test: positive_____ negative_____ Date ____________________ 
Do you have sensitivity or reaction to the Tb purified protein derivative used in the skin test? No____ Yes____ 
Have you had radiographs taken related to Tb screening? No____ Yes____ 
If yes, list the reason radiograph was taken :_____________________________________ 

Allergy/Asthma 
Do you have asthma? No_____ Yes_____ 
What are the causes of your asthma? ___________________________________________________________________ 
Are you allergic to any animal? No_____ Yes _____ 
If yes, list animals: ______________________________________________________________________ 
Do you have allergy symptoms/asthma related to animals that you currently work with? No____ Yes ____ 
If yes, list animals:  ______________________________________________________________________ 
Do you have any other known allergies? No_____ Yes_____ 
If yes, please list: ________________________________________________________________________ 
List the symptoms that occur related to these allergies: ___________________________________________ 
List treatments that you receive for allergy/asthma: _______________________________________________ 
Do you have skin problems related to work? (reactions to gloves, dry/cracked skin, rashes) No____ Yes ____ 
If yes, describe: ___________________________________________________________________________ 
Do you have a condition, or take medications, which could suppress your immune system? No____ Yes ____ 
If yes, explain_____________________________________________________________________________ 
Do you have any ongoing medical conditions? No____ Yes ____ 
If yes, explain: ____________________________________________________________________________ 
Do you have any health or workplace concerns not covered by this questionnaire that you feel may affect your 
occupational health, and would like to confidentially discuss with the Occupational Health Consultant or your 
Personal care physician? ____________________________________________________________ 

For Women Only 
Are you currently pregnant? No____ Yes____ 
Are you planning on becoming pregnant in the next year? No____ Yes____ 
 
I have answered the questions on this form truthfully and to the best of my ability and recollection. 
Name (Print):___________________________________________ 
Signature: _____________________________________________ 
Date: _________________________________________________ 
 
Return this medical history to:  OR    Place in a sealed envelope  
Wipperman Occupational Health    Label the envelope- Confidential Medical History 
19567 Cleveland Road     Return to the FLSC office room 400 
South Bend, IN   46637 
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