CITY OF ANAHEIM
 INMATE WORKER MEDICAL SCREENING APPLICATION

Last Name


First



Middle


D.O.B. ___/___/___

Driver License Number _______________     State____

SSN# ____/____/____
________________________________________________





Address





________________________________________________





City 



State


Zip

Do you have Medical Insurance?
Yes
No


Insurance carrier _____________________________ Policy Number _____________

QUESTIONS FOR MEDICAL STAFF

(This section must be filled out by medical personnel only)
1. Is the subject able to perform routine cleaning, to include mopping, washing vehicles, able to stoop, bend, and stand without injury?

Yes
No

2. Is the subject free from any disease, open abscesses, or any other reason that would restrict his ability to handle food preparations


Yes
No

3. Does the subject require daily medication for any reason
Yes
No

If yes, describe ________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Does the subject have any of the following;

(
Tuberculosis

( Diabetes

( Seizures

( Epilepsy                (   Hepatitis

( Heart Problems
( Hypertension
( Allergies

(
HIV Positive

( Venereal Disease
( Psych. Problems

Any additional information________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature







Date

Title_____________________________
Address____________________________








_____________________________

Telephone (____)______-______________

_____________________________

____________
Approved   Yes  No 
________________________________________

Received date

circle one

Signature



Badge #

