2018-2019 SUMMER IN-SERVICE

JULY 17, 2018
8:00 a.m.
AMITE HIGH SCHOOL AUDITORIUM

JULY 18, 2018
8:00 a.m.
PONCHATOULA HIGH SCHOOL AUDITORIUM



INFORMATION UPDATE
2018-2019 SCHOOL YEAR

Please check one

Substitute Bus Driver Bus Attendant

Activity Driver Substitute Bus Attendant

Name:

Mailing Address:

Physical Address:

Home Phone:

Cell Phone:

Emergency Phone:

E-Mail Address:
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====7) OCCUPATIONAL HEALTH SERVICES Amite,
Name (print): Social Security #:
. REVIEW OF SYMPTOMS
1. DO YOU HAVE, OR HAVE YOU EVER HAD: Check “Y* for Yes or “N* for No.
Please check all that apply and use the comment section at the botiom of the page for any explanation.
Y N Y N Y N
[] [ Night Sweats [] [] Heort Problems [0 O Akohol Use (check below):
[] [J Recent Weight Loss/Gain [] [] ChestPain [ Beer
; [ ] Conwulsions or Fits [1 [] Rheumatic Fever [] wine
[] [] Memory Loss [ ] [ trregulor Heort Beat [ tiquor
[ | || Numbness/Tingling’ [ | [ | Heort Murmur [] [ Trouble Sleeping
| | || Fainting/Dizzy Spells | | L] High Blood Pressure [] [ Stress
|| || Headaches | | L] Swollen Ankles [] [ Depression
Ll LI Paralysis L | | | Varicose Veins [ 1 [] Prior brug/Alcohol Treatment
L] || Siroke/Blood Clot | || Shoriness of Breath [] [] Anylung Trouble
1 L WearGlosses(daeckbelow] | L] Uleers [ | [ Hay Fever
[] Reading LI L1 Change in Bowel or [] [] Ashma
Distance .Bladder Habits [ | LI Bronchitis "
I:l Contact Lenses : : Hernia | | LI Pneumonia
[] [0 Color Blindness ] [ Nausea/Vomifing || L1 Tuberculosis
[ ] ; Cotaracts ; [ ] Blood in Urine || L Persistent Cough
; | | Glaucoma a ; Kidney Problems | LJ Cough up Blood
| | || Vision Problems | | || Reprodudtive Problems | L Tobacco Use {check off that apply):
| | || Hearing Problems || LI Bladder Infections ___ #ofyears
| | L] Noisein Ears L | L| BockInjury [] Cigarettes ___ packs/day
| | || Balonce Problems L | LI Joint Injury/Pain [ | Gigars ___ day
|| L] Sinus Problems L | LI Abhritis [ ] Pipe____bowls/day
| L1 Mouth Sores L| L| Broken Bones [] Chew Tobacco/Snuff
Ld LI Change in Voice | L] Blood Disease [ ] still Smoking
|| L1 Hoarseness - | L1 Bleed Easily ; Quit Date
L] L1 Difficlty Swallowing L L1 Anemia || Second Hand Smoke Exposure
L | LI Skin Diseases | LI Diabetes Work Home
1 L1 Concer O [0 Chongein any Wart or Mole
Comments:
Applicant/Employee: | certify that the above information is true and correct fo the best of my knowledge.
Signature: Date: / )
v
|Reviewed by: '
Signature Print Nome & Title Date
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====3] OCCUPATIONAL HEALTH SERVICES

Name [print): Social Security #:
3. Do you use any prosthesis, colostomy appliances, arfifical fimbs, braces, assistive devices (glasses, hearing aids)?

CINo [LYes 1*Yes”, please explain.

4. Do you have any hobbies?
CInNo [ Yes t#Yes, please explain hobbies, substances used (glue, paint, chemicals, etc.) and physical exposure
{noise, temperature extremes, eic.).
5. Please list medications, prescribed or over the counter, and health food supplements.

6. Allergy/Immune Status 7. Emergency Contact Information:
Please check if you have allergies to the following: Name:
NO  YES Relationship:
Medications O [ Number:
Food ] ] Name:
Powder L O Relationship:
Oﬂ)e!’ I:l I:I Number:

List any medication allergies:

List any food allergies:

List any other dllergies:
Do you have g history of:
NO YES UNKNOWN

Hepatitis A Childhood Diseases (Please check if you have had}:

OO0 O
OO [[] Hepatitis B [] RedMeasles
NN [[] Hepaiitis C [] Mumps
RN [] Body Piercing A [] Rubella
L] L] [ Tatioos [] Chickenpox:
1O ] Have you had an accidental needle stick and/or [ polio
blood and body fluid exposure in the past?
IF“Yes”, please give the date: /. / 1B Skin Tesk:
_ Date: /  /
Last Blood Donation Date: / / Result:
: OCCUPATIONAL HISTORY
~ |8 Work History - In chronological order, list each job, including military service, _
: FROM TO POSITION/JOB DUTIES COMPANY
AR / /
A, ; / /
" S I |
S / /
~Applicant/Employee: | certify that the above information is true and correct fo the best of my knowledge.
' Slgnofure Date: / /
. FOR OFFICE USE ONLY
" [Reviewed by:
: ' Signoture Print Nome & Tile - : Date
. Page 4 of 7




: %—:—_—_?-—Eg OCCUPATIONAL HEALTH SERVICES
Name [print}: Social Security #:
OCCUPATIONAL HISTORY
9. Please check all thatapply: ~ Check “Y” for Yes or “N” for No
A. Have you ever worked in or around the following:
Y N Y Y N
E | Chemical Plant Foundry (1 [ Other job sites with hazardous
|_| Construction Site Mine exposures {list below.)
|:= Cotion, Flax or Hemp Mill L] Outdoor Areas
] Electronics Plant [ ] Poper/tumber Mill
I Farm [] Refinery
[ Fiber Mill [] Shipyord
[B. Have you ever used or been exposed to the following chemicals or condifions:
Y N Y N
[] []  Arsenic ] [ Llead E Repetitive Motion/Vibration -
] [[] Asbestos ] Loud Noises Srems/l)egreasers
| [| Benzene = - Mercury/Other Heavy Metal L] Painting
=1 ] Beryllium = Lasers ] L] w ene
= = Cadmivm - Pesticides [] [ Welding/Soldering
= = Carbon Telrachloride - Phenols [] O Other {list below)
= L= Changes in Temperaiure - Phosgene
Ll Chromates [ Plastics
L1 L1 Dust || PVC’s
| | L] Fluoride (1 [ Radioadive Materiols
C. Do you have {or have you ever had) any hobbies/recreational activities that include:
Y N Other: (list below)
] [[] Loud Noises {shooting, cycling}
] [ Weight Lifting (1o pounds)
| [ Peints/Solvents/Glues -
D. Have you recently used personal proledive equipment on your prior jobs?
Y N Other: {list below)
g ][] Respirator
|0 O Hearing Proteciors
[ ] Gloves
-~ | O Protedtive Clothing
{CJ O Safety Glasses/Goggles A
. E. Have you ever received medical surveillance (periodic check-ups or tests) as part of a prior job?
- [No []Yes I*Yes”, please explain.
E Do you have any environmental ollergies?
CINo [ Yes if*Yes”, please explain.
" G. Do you have ony history of insect or tick bites?
O No [ Yes 1F*Yes™, please explain.
" Applicant/Employee: | certify that the above information is true and correct fo the best of my knowledge.
~ Signature: : Date:____/ /
e FOR OFFICE USE ONLY
* . [Reviewed by: . :
; Signature Print Nome & Tifle Date
" Page5of7 N
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_.-_-__T'_—i OCCUPATIONAL HEALTH SERVICES

P—

I

Nome {print}: - Social Security #:
| EMPLOYEE PHYSICAL

1. Has a physicion ever restricled your adlivities? [CINo [Yes
If “Yes”, please list the medical condition, what type of resiricions were placed, whether these restriciions
were lemporary or permanent, and whether you are presently under these restrictions.

2. Are you currently under any medical ireaiment by a physician, psychialrist, psychologist or ofher physicianz [_INo [ ] Yes
" 1F*Yes", please list the medical condition being treated and your Ireating physician’s name.

3. Date of last Physical Exam / i

4. Have you ever had surgery on any part of your body? [ No [] Yes
If “Yes”, please list the type of operation and your physician’s name.

3. Have you ever received treciment for your back, neck, knee or other body port from a physician, chiropracior or therapist?

[N [Yes
If “Yes®, please list the name of the physicians, chiropraciors or therapists who performed the treatment.

6. Have you ever had an injury which required you to miss work? [ INe []Yes
If “Yes”, please list the type of injury, the amount of time missed from work, whether the condition fully
healed or if it left you with any impairment, ond whether you refurned to work.

WARNING:  Failure fo truthfully answer inquiries about previous medical conditions may result in my forfeiture of
o Workers’ Compensation benefits under R.S. 23:1208.1.

¥ have il o Sl unchersiond e chovs.
Signature: Dale: / /
| FOR OFFICE USE ONLY
el by ,
) Signature S Print Name & Title Date
Page 6 of 7
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=== OCCUPATIONAL HEALTH SERVICES

po——
—_——

Name (print}: Socicl Security #:
FOR OFFICE USE ONLY
PHYSICAL EXAMINATION
Complainis: v
[P PSH: OB/GYN:
hP_hygicol Examination Check if Normal/Circle if Abnormal
Blood Pressure: / Pulse: 1. Head/Neck
Resp.: Temp: [ 1Heod/Neck []Heari
Height: Weight: Ibs. " CEor g_ye [INose n_lg_:l__'lhroot Lol Cavity
Ancillary Tests (select according to exam) 2. Hearl/lungs
. : [JPeripheral pulse
[ Heart sounds [liungs
3. Gastrointestinal
' = en
Vision  [JUncorrected []Corrected [ Benitourinary
Right Left Both LGenitals [IPelvis{female)/N.I. [] Prosiaie/N.I.
Near 20/ 20/ 20/ 5. Skin & Soft Tissve
IFor 20/ 20/ 20/ [tymph nodes [ Breasts {male/female)/N.1.
Ishihara’s Test /14 correct [C1skin {atiach drawing of burns, scars, elc)
Visual Fields Right Left 6. Musculoskeletal
Does palient wear eyeglasses? [dYes [No [Ctimbs/joints [Spine/Back
+ [Does pofient wear conlact lenses?  [“JYes [<]No 7. Neurological
Hls palient wearing glasses/contacts? [lYes [INo L Mental Status
b, [IBolance [1Goit [1 Coordination
" |Other Tests: [CIReflexes
Commenis: _
Fmployee/Applkml medically qualified to weor:
Respirator: OYes ONo QONA '
“|Based on information obtained from the hislory of this patient, this individual IS / IS NOT free of communicable disease at this fime.
. |Based on findings of this physical examination: Employee/Applicant IS / IS NOT physically qualified (pending resvlts of any
outstanding onxillary tests) for employment at: .
Impression:
Recommendations:
Signature of Examiner: ’ Date: / /
Iprint Name: - . Title:
Page 7 of 7‘
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