 
FACILITY 
 
ANNUAL HEALTH ASSESSMENT 
 
PLEASE PRINT ALL INFORMATION IN BLACK INK (NO PENCIL) CLEARLY AND LEGIBLY
 
Date:  _________________     Department_____________________    Title____________________________

Employee Name:  Last_________________________________First____________________Initial_____________
 
 
Date of Birth:   	  	                  Male ___ Female_____
 
Home Address/Street:    	 	 	 	  	 	 	 	 	 	  	  
City:   	 	 	 	 	 	  	 	STATE:   	  ZIP:   	  

TELEPHONE/ Home: (      )          	       Other: (      )   	 	      Email Address:   	 	  	   
      
NOTIFY IN CASE OF EMERGENCY                   	 	PERSONAL PHYSICIAN 
NAME:                                                                  	 	NAME:                                                       
ADDRESS:                                                                                     ADDRESS:                                                                                                           TELEPHONE:  _____________________                                    Telephone#
 
	 
	



 A. ANNUAL HEALTH ASSESSMENT STATEMENT OF PURPOSE  	 
This Annual Health Assessment is required by the New York State Department of Health, which requires assessment of the health status of all personnel, to assure that personnel are free from health impairments which pose potential risk to patients or personnel or which may interfere with the performance of duties 

PART I. ANNUAL HEALTH ASSESSMENT QUESTIONNAIRE  

Weight___________________Height__________________

1. Since your last Annual Health Assessment, have you been vaccinated for Hepatitis B, Varicella, Tdap (Tetanus, Diphtheria, Pertussis)    Yes_____       No_______      
       If yes, please provide vaccination dates and documentation   	
2. Since your last Annual Health Assessment have you been vaccinated for Flu? Yes_____  No___
(If yes, please submit documentation of flu vaccine (if vaccine was administered outside facility) 
3. Since your last Annual Health Assessment have you received vaccination for Covid 19?__Yes ___No
(If yes, please submit documentation of Covid Vaccination, if vaccine was administered outside of facility)
4. Since your last Annual Health Assessment have you been diagnosed with Covid  ____    Yes ____No
 
1. Since your last exam, have you had or do you currently have any: 
	 
	yes 
	no 
	unsure 
	new 
	have now 
	under medical care 

	Contagious infectious disease 
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	Rash/Skin  Conditions 
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	Diarrhea  
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	Open sores or dermatitis 
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	Enlarged lymph nodes 
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	Heart Condition
	
	
	
	
	
	

	Epilepsy Seizures 
	
	
	
	
	
	

	Fainting spells, dizziness, unexplained loss of consciousness  
	[image: ] 
	[image: ] 
	[image: ] 
	[image: ] 
	[image: ] 
	[image: ] 


 
2. Since your last Annual Health Assessment, have you developed an addiction or habituation to alcohol, drugs or any other behavior altering substance that may interfere with the performance of your job duties or that poses a potential risk to patients or co-workers?   	Yes ______       No______
 If you have answered “yes” please explain below:
	__________________________________________________________________________________________________________________________________________________________________________________________________
 
History of Family Illness______________________________________________________________________

PART II. TUBERCULOSIS SCREENING IF POSITIVE, since your last physical assessment
Positive PPD     ____ Yes   _____No  
Positive Quantiferon   ___	 YES    ____ NO _____ (Attach positive lab results) 
Completed course of TB Prophylaxis or Treatment ____YES 	 ______NO   (Attach Medical Documentation)  
Date of last Chest X-Ray____________________ Results___________ (Attach Chest X-ray)                            
 
TB SYMPTOM REVIEW QUESTIONARE: (All staff to complete) 
Please check off any of the following you have experienced in the past twelve months. If there are several choices, check the one(s) which applies to you:
 	 
	 
	yes 
	no 
	unsure 
	new 
	have now 
	under medical care 

	Persistent fevers 
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	Frequent coughing with or w/o phlegm (circle which) 
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	Coughed up blood 
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	Night Sweats 
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	Unplanned weight loss 
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	Enlarged nodes  
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FOR EMPLOYEE HEALTH USE ONLY – DO NOT WRITE IN THIS AREA 

VITAL SIGNS:  	BP________/_________    P_______ 	R___________  

Annual Health Recommendations (Referrals/Consultations/Follow Ups) ____Yes   ____No
_____________________________________________________________________________________

_____________________________________________________________________________________


Signature of Employee_________________________________________________________Date________
                                         Print Name                                  Signature

Signature of Health Care Provider________________________________________________Date_______
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