Ute Pass Regional Ambulance District

P.O. Box 149 785 Red Feather Lane  Woodland Park, Colorado 80866 Phone: (719) 697-2291 Fax: (719) 687-6410
Customerservicc@UPRAD.org

Ute Pass Regional Ambulance Pre-Hire / Annual Medical Questionnaire

Note: This form is designated to provide the individual in charge of all personnel a complete history of physical status as of the date indicated without the need for
expensive physical examinations. It is recommended that the form be completed on an annual basis by all drivers of emergency vehicles as well as other employees. If
any of the questions are answered “Yes”, by sure the answer is full explained.

Name:

Address:

City & State: Zip:

Full Time Occupation:

Name of Organization:

Position / Title:

Social Security No.
What is your Valid State Operators Plate No.

(Note: If any question is answered “Yes”, give particulars below. For medical histories, underline the item and
identify by referring to question number and letter. Give dates, symptoms, duration, treatment results, names
and addresses of doctors, hospitals, etc.)

1. Birth Date: Month Day: Year:

2. Eyesight:
a. Have you lost use of either eye? R L a. Yes No
b. Is peripheral (side) ViSion restricted?..........cooiiii b.Yes No
C. Are YOU COIOT BIINA? ... c.Yes No
d. Do you have, or ever had, CataraCtS?..........ccccoveiiiieieeie et d. Yes No
e. Are actual deficiencies corrected by glasses or contact 1ensSes?..........cccovvvreninencnininns e.Yes No

f. Date of last eye examination:.............cccoveiie i iii i e eie e e e ee

3. Hearing:
a. Do you have difficulty hearing normal conversation level?............ccocviivvieiviceniennnn, a.Yes No
b. DO you USE @ heAriNG AIA?........ccuiiieiieeice st b.Yes No

4. Diabetes:

a. Have you ever been treated for diabetes?..........cooiiiiiiiiiii a.Yes No
b. Describe current medications and dosage, if any, and method of administration under “remarks’.
c. Date of latest blood sugar test:..........oooiiiiiiiie i e e e el

Remarks:




5. Heart:

a. Have you ever been treated for heart diSease?..........cccevveveiieiieie s a.Yes No
b. Describe condition: ... .......ouuieiie it e e e a2 n D0 YES O NO
c. Describe current medication and dosage, if any, under “remarks”.

d. DO YOU Ve @ PACEMAKEI?.... ..ottt sttt et et anee s d. Yes No
e. Date of last treatment or CheCK-Up:.......cooi i e e.Yes No

6. Epilepsy:
a. Have you ever been treated for pIHEPSY?.......ovi i s a.Yes No
b. 1T “Yes”, When Was YOUr [aSt SEBIZUIE?.........c.cvveie e b.Yes No
c. Describe current medications and dosage, if any, under “remarks”.

7. Blood Pressure:

a. Have you ever been treated for high blood pressure?.........cccoevveiieeie s a. Yes No
D. 1T “Yes”, When Were YOU treated?.........ccuoueiieiiiie et b. Yes No
C. What Was Your 1aSt FEAING?........ccveiiiieiieie e nns ¢, Yes No

d. Describe current medication and dosage, if any, under “remarks”.

8. Limbs:

a. Have You l0St an arm OF 18Q072........ccuv oot sre e enes a.Yes No
b. Have you lost the use of an arm Or 18g7........oooiii e b.Yes No
c. Do you require special controls to operate @ motor VEhICIe?..........cccocvveiiveiciiece e c,Yes No

d. If “Yes” to any of the above, describe under “remarks.”

9. Miscellaneous:

a. Have you ever had, or been treated for CONVUISIONS?.........c.ccovevviieiiiene e a.Yes No
If “Yes”, give date of last treatment and describe current medication and dosage, if any, under
“remarks”.

b. Have you ever had Fainting SPEIIS?........ccociiiiiii it b.Yes No
If “Yes”, give date of last treatment and describe current medication and dosage, if any, under
“remarks”.

c. Have you ever had, or been treated for, Loss of Equilibrium?...........cccoeviniiiniiiiiinnn c.Yes No
If “Yes”, give date of last treatment and describe current medication and dosage, if any, under
“remarks”.

d. Have you ever been treated for Alcohol of Drug ADUSE?...........ccevveiviiiiieiece e d, Yes No
If “Yes”, give date of last treatment and describe current medication and dosage, if any, under
“remarks”.

e. Have you ever been treated for Mental 11INeSS?.........ccooeiiiiiiiiiiee s e.Yes No
If “Yes”, give date of last treatment and describe current medication and dosage, if any, under
“remarks”.

f. Have you ever had, or been treated for Back Pain / Injury / Problems or have any lifting

L= (01 ] PSSR USPPRPR f.Yes No
If “Yes”, give date of last treatment and describe current medication and dosage, if any, under
“remarks”.

Remarks:




10. What is the date of your last physical eXamination?.............cccuieiierenienieie e
11. Are there any restrictions posted on your motor vehicle operators license?..........cccocvvevveviernenne. Yes No

12. Are you under the care of a physician for any condition, not mentioned above, which may affect your ability
for operate @ MOLOr VENICIE?.......c.vi it nne s Yes No

13. When, and for that purpose, did you last consult your doctor?

14. Full name, address, and telephone number of your personal physician.
Name:
Address:
City: State: Zip:

The answers to the above are complete, accurate, and true to the best of my knowledge.

Signature of Person Named Above Date

Authorization for Release

“I hereby authorize any licensed physician, medical practitioner, hospital, or medically related facility,
insurance company, the Medical Information Bureau or other organization, institution, or person that has any
records or knowledge of my or my health, to give Operations Manager
UPRAD any such information.”

A photographic copy, Xerox or similar reproduction or this authorization shall be as valid as the original.

Signature of Person Named Above Date



