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Motorola Assist-Personal Medical History Profile

Personal and Confidential

A. Personal Identification Information [Date [mo] [day] [year]
[Mr/Mrs/Ms/Dr] First Name: MI: Last Name:
Address;
City: State: Zip: Home Phone #: ( )
SSN/Commerce ID: Sex[mMl:____ Passport#:
Date of Birth: [mo] [day] [year] Height ft in/ ! cm  Weight: Ibs/ kq
B. Business Information H. Immunization History
Sector: Group; Have you received immunization for the following:
Dept. #: Location Code:
Business Phone: ( ) Fax:_( ) Yes Date (molyr)
‘%pation: _ Measles O /
C. Personal Emergency Contact Mumps Ol /
Name; Rubella (German Measles) O /
Address: Tetanus (Lock Jaw) O /
City: State: Zip; Diphtheria ] /
Country: Relation; Polio O /
Home phone: () Japanese Encephalitis O /
Business phone: () Fax: ( ) Meningitis O /
D. Family Physician Rabies U /
Physician’s Name: Typhoid ] /
Address; Hepatitis A | /
City: State; Zip; Hepatitis B ] /
Country: Specialty: Plague ] /
Home phone:_( ) Fax:_( ) Cholera ] /
Business phone: ( ) Fax: ( ) Varicella (Chicken Pox) ] /
E. Insurance Information Yellow Fever U /
Primary health insurance company: H Influenza | /
Address; Malaria Prophylaxis ] /
Policy number; Expiration date: / / Pneumoccal O /
Phone number: ( ) Fax: ( ) BC6 (Th) | /
F. CorrectiveAids Flu (Influenza) O /
Do you use any of the following:
Artificial eyes: [ Glasses: ] Contact Lensesf ]
Intraocular Lens: []  Hearing Aid: [ Artificial Limb: (1] I. Communicable Disease History
Cane: [J Brace: O Other: (1| Have you ever had any of the following diseases:
Please provide additional detail if necessary: Yes (molyr) Yes (molyr)
Chicken Pox o7 Scarlet Fever O/
G. Allergies Measles o/ Rheumatic Fever [] /
I have the following allagies: Rubella O / Malaria o/
Medication/Drugs Food Products Other Mumps O / Typhoid Fever J /
Pertusis O / Cholera o/
Diphtheria O / Plague 0/
Polio O / Yellow Fever O/
Influenza O / Hepatitis A o |/
Meningitis o7 Hepatitis B O |/
Provide details if necessary: Encephalitis J /

Please complete and favard this form to: Motor ola Assist, 8 Neshaminy Interplex, Suite 207revose, PA 19053

FAX: (215) 244-9617

For questions, contact Motola Assist at 1-800-767-1590 or 215-619-6740



J._ Current Medications
Please note all prescription or oxhe-counter medications you take regularly:

K. Blood Type
A [ B [ AB [ o [ RH Factor: + [ -
Have you ever been turned down for a blood donation? Yes [] No []
Why?

L. Past Medical History - Part |
Do you now or have you ever had any of the following?

Yes Date (molyr) Yes Date (molyr) Yes Date (mo/yr)
Diabetes O / Cancer O / Heart Attack O /
High Blood Pressure  [] / Stroke O / Epilepsy (Seizures) 0 /
Severe Headaches O / Mental Disorder O / Tuberculosis O /
Asthma O / Hayfever O / Bronchitis O /
Stomach Ulcers 0 / Liver Disease O / Colitis/Bowel Problems 0 /
Hernia O / Kidney Disease O / Gout O /
Arthritis O / Varicose Veins/Phlebitis [ / Anemia O /
Bleeding Disorder 0 / Thyroid Disease O / Deafness 0 /
Blindness O / Obesity O / Alcohol/Drug Dependency [] /
Suicidal Tendencies O / Pancreatitis O / Gall Bladder Disease O /
Glaucoma O / Syncope/Faintness O / Coronary Artery Disease [ /
Irregular Heart Beats [ / Cataract O /
M. Past Medical History - Part Il
Date of last dental visit: / / Reason for visit;
Date of last physician visit: / / Reason for visit;

If tests wee performed and abnormagsults were recaled, please ask your physician to send a medical suyrimafotorola Assist

Do you have religious/moral objections to:

Yes No Yes No Yes No Yes No

Blood Transfusions O O Organ transplant [] [ Medications [] [ Surgery [ O
N. Hospitalizations and/or Surgeries
Date of Admission Hospital Location Length of Stay Diagnosis

/ /

/ /

/ /

/ /

I confirm the above information, to the best of my knowledge, is correct. | hereby authorize InternatioAaki8@8ce, Inc., acting as agenfjfor
Motorola Assist, to deliverdisclose, and receive all information concerning the past medical history and current medical care rendered o myself,
including diagnosis, treatment, and medical records.

Print Name

Signature of Employee Date

Please complete and favard this form to: Motor ola Assist, 8 Neshaminy Interplex, Suite 207revose, PA 19053
FAX: (215) 244-9617



