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COMPANIES





	Post-Offer Confidential Medical Questionnaire 


	Member Name:
	     
	Member # or last 4 SSN:
	     


About this Questionnaire: This Questionnaire is not being used as a basis for deciding whether to employ you. It should be completed only after a conditional offer of employment has been made, but before you begin work.

Instructions: Please check YES or NO for each of the following questions. If your answer is YES, provide complete details in the chart below. Be sure to indicate the question number to which you are providing the details. 

Note: Where permitted by state law, any Member who falsely represents his/her condition in writing at this time may be denied Workers’ Compensation Benefits.

1. Do you have or have you ever had a head injury resulting in a blackout or concussion?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

2. Do you have or have you ever had a back or spinal injury?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

3. Do you have or have you ever had a neck injury?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

4. Do you have or have you ever had a knee or ankle injury?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

5. Do you have or have you ever had a shoulder or elbow injury?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

6. Do you have or have you ever had epilepsy?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

7. Do you have or have you ever had diabetes?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

8. Do you have or have you ever had heart trouble, stroke or cardiovascular disorder?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

9. Do you have or have you ever had a total loss of sight in one or both eyes?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

10. Do you have or have you ever had multiple sclerosis?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

11. Do you have hemophilia (free bleeding)?
 FORMCHECKBOX 
 YES  
 FORMCHECKBOX 
 NO

12. Do you have or have you ever had a lung disorder or difficulty breathing?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

13. Do you have or have you ever had high blood pressure?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

14. Do you have or have you ever had allergies or asthma?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

15. Have you ever had a hernia?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

16. Do you have or have you ever had carpal tunnel (repetitive motion) syndrome?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

17. Have you ever filed a Workers’ Compensation claim? 
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

18. Do you have or have you ever had any condition other than those listed in 1-17 
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
which might affect your ability to perform the job which you have been offered?


Give complete details for each question above to which you answered “Yes.” 

Attach additional sheets if necessary.
	Q#
	Nature of Condition
	Date
	Treatment
	Physician/Hospital

	  
	     
	     
	     
	     

	  
	     
	     
	     
	     

	  
	     
	     
	     
	     

	  
	     
	     
	     
	     


All statements given on this Questionnaire are true and correct to the best of my knowledge and belief.
	Member Signature:
	
	Date:
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