For Individuals in the RFUMS Animal Research Program

The occupational health provider for medical evaluations for individuals in the animal research program at RFUMS is:  Vista Health System/Corporate Health Services, 1324 N. Sheridan Road, 
Waukegan, IL 60085.

After completing the form you may send it to Corporate Health by either fax or email.

No pre-registration is necessary.

FAX:  847-625-6057    or   Email : Anu Cyriac: Anu.cyriac@amhealthsystems.com 
                                                                                                      

Please note that this form is part of your confidential medical record that will maintained securely and in compliance with all federal, state and local regulations that protect the privacy of your medical information. There is no charge to you for the assessment of this medical evaluation form.  
Do NOT send this form to the IACUC.

	Participant Name (Last, First):
	

	Department:
	

	Email:
	

	Preferred Phone:
	



Check the category you best fit:
	
	Direct contact with research animals (Faculty, Student/Postdoctoral/BRF animal care staff)

	
	Indirect contact (Only occasional entry to the vivarium for other job-related duties)



A.	TETANUS IMMUNIZATION
	
1.	What is the year of your last tetanus immunization?  (recommended every 10 years.)

	



B. 	ALLERGIES/ASTHMA/SKIN PROBLEMS
	
1. 	Are you allergic to any animal(s)? 
	
	Yes
	No

	
	


	
		If yes, please list the animal(s) and your associated allergy symptoms: 
	


	
2.	Have you had animal allergy symptoms within the past 12 months? 
	
	Yes
	No

	
	


	
		If yes, please list the animal(s) and your associated allergy symptoms: 
	


	
	If yes, what is the severity of your animal allergy symptoms and what allergy treatment are you currently using?
	




3.	Are you allergic to any environmental allergens (grass, pollen, etc)?  
	
	Yes
	No

	
	


	
		If yes, please list environmental allergens and your associated allergy symptoms: 
	


	
4.  Have you had these environmental allergy symptoms in the past 12 months?

	Yes
	No

	
	


	
	If yes, what is the severity of your environmental allergy symptoms and what environmental allergy treatment are you currently using? 
	


	
5. 	Do you have asthma? 
	
	Yes
	No

	
	



	If yes, please describe your asthma triggers (if known):
	



6.	Have you had asthma symptoms within the past 12 months? 
	
	Yes
	No

	
	


	
	If yes, what is the severity of your symptoms and what asthma treatment are you currently using? 
	



7. 	Do you have allergy or asthma symptoms related to your work? 
   
	Yes
	No

	
	


	
	If yes, please describe / provide examples of your allergy or asthma symptoms at work
	



8.  	Have you had these symptoms within the past 12 months? 
	
	Yes
	No

	
	



	If yes, what is the current severity of these symptoms and what treatment are you currently using for your work-related allergy or asthma symptoms? 
	



9. 	Have you had skin problems caused or exacerbated by your work activities? 

	Yes
	No

	
	


	
	If yes, please describe the skin problem and what treatment you are currently using for the problem.
	



C.  	CONDITIONS WITH INCREASED RISKS

1.  	PREGNANCY:   Are you pregnant or planning to become pregnant in the next year? 
   
	Yes
	No

	
	



2. 	RISK FROM LOWERED IMMUNITY:  Are you immuno-compromised due to certain diseases (such as cancer, lupus, rheumatoid arthritis, HIV) or due to medical treatment?  (e.g.  receiving steroids, radiation therapy, chemotherapy)? 
         	
	Yes
	No

	
	



D.	INJURY/ILLNESS DURING PAST 12 MONTHS   Please check any of the following problems you have had in the past 12 months: 

	
	Chronic cough
	
	Other muscle/joint injury
	
	Animal bite/scratch

	
	Abdominal cramping
	
	Fatigue
	
	Needle/puncture wound

	
	Diarrhea
	
	Weight loss
	
	Chemical exposure

	
	Hand/wrist pain
	
	Fever
	
	Other:

	
	Back pain/injury
	
	Infection
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E. 	WORK-RELATED HEALTH CONCERNS

Do you have any work-related health concerns that you would like to confidentially discuss and/or further evaluate with an occupational health care professional?  
   
	Yes
	No

	
	




To the best of my knowledge, the information included herein is true:


_______________________________________________		_____________
Signature of Individual Completing This Form 			Date

After you submit this form, an occupational health professional from Vista Corporate Health will review your form and contact you if additional information or follow-up is needed to complete your medical evaluation/ surveillance requirements for the Occupational Health Program for Animal Workers. Otherwise, they will send only your name to IACUC as “medical evaluation is complete”.




___________________________________________________		_________________
Signature of Medical Professional Evaluating Form 			Date
