	DEPT CONTACT NAME: 

PHONE: 
DEPT NAME: 


MONTGOMERY COUNTY, MARYLAND

REPORT OF PRE-PLACEMENT MEDICAL HISTORY FOR TEMPORARY EMPLOYEES

You have received an offer of employment conditioned on the result of this medical evaluation.  The information submitted is used to determine your ability to perform the essential functions of the job for which you applied and could be used for evaluation in future workers’ compensation claims. If necessary, you may request a reasonable accommodation consistent with provisions of the Americans with Disabilities Act and Montgomery County Personnel Regulations (MCPR), Section 8. See http://www.montgomerycountymd.gov/content/ohr/ResourceLibrary. The aforementioned law and County regulation in part require that an applicant be able to perform the essential job functions, with or without a reasonable accommodation. The County will take appropriate action to comply with any such request. This form is to be completed and sent directly to Occupational Medical Services (OMS). Your employment application will not be further processed until OMS receives and evaluates this completed report. The information provided will be maintained in confidential medical files in accordance with MCPR, Section 4, and will be kept in the medical section of the Office of Human Resources (OHR). The information will be reviewed only by Occupational Medical Services or other authorized persons.  Please print and use ink to complete this form.

LAST NAME_________________________FIRST NAME________________________MI______

SSN: ________________________  
DATE OF BIRTH: ____________________ 




                


 MM/DD/YY
HOME ADDRESS: ____________________________________________________________________



    Street


City


State

Zip Code

HOME PHONE: (______) __________________ OFFICE PHONE: (______) __________________
POSITION APPLIED FOR: (Be specific) ____________________________________________________

                                 

              Form will NOT be processed if this field is left blank


DEPARTMENT APPLIED TO:  Please check: 

 FORMCHECKBOX 
  Recreation
 FORMCHECKBOX 
  DPW&T

 FORMCHECKBOX 
  Library

 FORMCHECKBOX 
  Regional Services Centers

 FORMCHECKBOX 
  Police
 FORMCHECKBOX 
  Fire/Rescue

 FORMCHECKBOX 
  Correction/Rehabilitation
 FORMCHECKBOX 
  HOC
 FORMCHECKBOX 
  Health and Human Services

 FORMCHECKBOX 
  Other ________________________________________

 List Name of Department

Answer ALL of the questions below:



     

1.
Does the position you applied for require driving (commuting excluded), transporting people in a vehicle, or working around pools?





 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If YES please explain:

2. Statement of your present health in your own words:

3. Do you currently have any health condition that may limit your ability to perform any task or restrict 

performance of the job for which you are applying?


 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No   

If YES please explain:

4. Have you any medical condition requiring a special work assignment, work modification or other 

       accommodation?






 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No   

       If YES please explain:

5. Have you been treated by clinics, physicians or other practitioners within the past three years?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No


       If YES, give details:

6. Are you currently under treatment or observation for any physical or mental condition?










 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If YES, explain:

7. Have you ever received, is there pending, or have you filed for Workers’ Compensation Benefits as a 

result of a work injury or disease?




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If YES, explain:

8. Have you any medical or other restriction pertaining to motor vehicle operation?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 If YES, explain:

9. Have you ever been refused employment or been unable to hold a job because of:

a.  sensitivity to chemicals, dust, sunlight, etc.



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

b.  inability to perform certain motions




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

c.  inability to assume certain positions




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

d.  other medical, emotional or physical reason



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

  If YES to a, b, c, or d above, explain:

10. Do you take any prescription medications?



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

       If YES, please list name, dosage and frequency:
11.  Have you had any serious allergic reaction?



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

       If YES, describe cause and symptoms:

12.  Do you need to carry any special allergy medicine?


 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

       If YES, please list name:

13. Have you been told you have a problem with alcohol or drugs?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If YES, explain:

Please indicate if you have now or have had in the past three (3) years:


a) High Blood Pressure




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

b) Heart Trouble





 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

c) Severe Varicosities




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

d) Tuberculosis





 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 If YES, how long did you receive treatment?

e) Asthma attacks requiring medication


 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

f) Epilepsy 





 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 

If YES, what was the date of your last seizure:

_________________
g) Strokes






 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

h) Diabetes






 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If YES, any history or severe episodes (for example, high or low blood sugar, insulin reaction, etc.?)
If YES, please explain:

i) Mental health condition requiring treatment 


 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

j) Cancer






 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

k) Recurrent back pain




 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

    I certify the information provided by me is true and complete to the best of my knowledge.  

    Further, I understand:

1. That a final offer of employment is conditioned on a determination by the Employee Medical Examiner of my ability to medically perform the essential functions of the position.

2. Any deliberately false or misleading statement contained herein may result in discharge from my position.

3. That I may be required to provide additional medical information and/or undergo further medical evaluation for clarification and as a condition of employment.

4. Upon my written request, a copy of this form or any component of my medical record will be made available to me in accordance with MCPR, Section 4.

    Applicant’s Signature:_________________________________________Date:___________________________

    Parent/Guardian Signature if applicant is a minor ___________________________      Date _________________

l) Recurrent joint pain or stiffness



 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

FOR OCCUPATIONAL MEDICAL SERVICES USE ONLY

Physician/Nurse comments, summary, or elaboration of all pertinent data.

Physician/Nurse Signature:__________________________________________________________Date:__________________________

TempMedHistory (Rev. 6/07)

