
Report Date: 11/20/2017 

Name: JON L WILKINSON 

Occupational Medical Program 

PATIENT MEDICATION LIST 

S-Num: 44472 SSN: 518-88-2666 

Page: 1 of 1 

Birth Date: 05/23/1961 

  

Close Date 

00/00/0000 

00/00/0000 

00/00/0000 

00/00/0000 

00/00/0000 

Medication Description 

ALODEPINE 

AMOXICLAV 

SYMBOCORT 

PREDNISONE 

SINGULAR
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PATIENT VISION REPORT 

Name: JON L WILKINSON S-Num: 44472 SSN: 518-88-2666 Birth Date: 05/23/1961 

Test Date: 01/31/2011 

Glasses Worn: Y Contact Lens Worn: Depth Perception: 

Color Vision: Visual Field: 

coneenennnremanwenenanmanneven Tanometry (Average of 3 Tests) ---------~-----—-—----------- 

Far Vision 20/XXX Near Vision 14/KXX 

Uncorrected Corrected Uncorrected Corrected 

Both Left Right Both Left Right Both Left Right Both Left Right 

16 20 16 XX XX XX 47 35 35 14 18 14 
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OFFICIAL USE ONLY May be exempl from public release under the Freedom of Information Act(S U.S.C. $52), exemption number and calegory:_6 Personal Privacy, Depanmentof Energy review roquired before publicreleace Nine Date:_02/23/2009 Guidance (if applicable) NA. 

This Is to be used in the Post-Offer, Pre-Placament time period, Qusstionnalre Complotion Dat SRSA Doel NOTE, se movees ate asked fa complete the Occupational Medicine Program Termialion interview when they end thet employment he INL. NOTE: This information is tor Medical Department use only and when comploted conlains Ptvacy Act informatie’ woh Try 2 

    
  

unauthorized persons, 

    Name of Patiant: (Last First, middle) ‘Data of Birth: 'S Number: 
WilKinsen Jon Lee OS /A3/16/ SIR" 88 Bobb 

List previous and open medical conditions (hospitalizations, high blood pressure, cancer, heart disease, elo) and datow: AduldT Asti Zee 

    
  
  

    Hiatt Bhuir Faron o. Zed 
Current Condition 

(GENERAL IOVASCULAR Recent 
been in of 

lwo blocks 
or hei 

of hands or 
inthe 

TINAL 

or contacts? 

8 OF NOSE 
or nose. 

Hemorrhoids 
sinus 

Recent 2 in disaaso 

insient eplsodes of unconsciousness 

ITC 

trent bladder 
or 

in urine 

   

  

OFFICIAL USE ONLY/PRIVACY ACT INFORMATION
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‘AL NO | Yes 

Have you had difficulty with bleeding 

   

  

   Past (or current) exposure inform 
berylllum ragardlogs of lime). 

ation Including any of the following IH sampling, and past Certificaltone/eurveillances (Ilst any exposura to asbestos or 
  

  

a 

tick" 

trouble 

Narva 

disease 

or othar 

fo 
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    Descriptio: rk performadAvork 

conditlons/exposura information 

Former Surveillances/Cerllfications 
Datos 
  Arsenic Medical Survelllance 

  Asbestos Worker Madical Surveillance   
  Beryillum Medical Survelilance 

  Cadmium Medical Survelilance 

  Formaldehyde Medical Surveillance 

  [Hazardous Waste Operalions Medical 
Surveillance 

  Heating Conservation Program Medical 
Survelilance 

  Hexavalant Chromium Medical 
Surveillance 

  Laser Personnel Medical Surveillance 

  Lead Medical Surveillance 

  DOT Driver Certification 

  Holsting and Rigging Certification 

    Respirator User Cartification 

  

Vises ey omer Aise. PERSAGT 
Other 

            
    

  

   
AMEE teary Here Ree eg 

    
At the time of separation from employment a general health evaluation to establish a record of physical condillon Is available upon request by the employes. If an employee elects to receive an evaluation, the avaluation must be completed within 3 weeks of enmination or as schadulad by OM ifOM cannot schedule the evaluation within the initial 3 week window. 

  

By Virtue of your manage below, you signify that you understand that failure to contact OM to schedule an evaluation automatically defaults to a “declined” status for.()>-health evaluation inmediately following the 3 waek window from the time of separation. 
& 

_ Date: SO PAG ee 
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    QUESTION 
EXPLANATION 

  1. Have you basn refused employment or been unable to hold a Job 
of stay in school because of: 

a. Sensillvily to chemicals, dust, sunlight, etc. 
b. [nabllity to partorm certain motions 
&._ Inability te assume certain positions 
d._ Other medical raasons (if yes, give raasans) 

2. Have you ever been denied life insurance? (lf yes, stale reason 
and give delails) _ 

3. Have you had, or have you been advisad Io have, any operation? 
(ifyes, describe and give age at which this accurted.) 

4. Have you ever beena patient in any type of hospital? (if yes, 
specify when, where, why, and nama of doctor and complete 
address of haspital.) 

      

    

    
  
    

  

    
  

  

ferwth- Atoe YF 

ernit — Oc Zose LERWMK 

5. Have you consutted or besn traated by cllnics, physicians, 
“~ AckSo AI = el Neu ene healers, or other practitioners within the last 5 years for olher GA T J aa of Ww than minor ilinesses? (If yes, giva complate address of doctor, 777 Aboot Hel ub wy oc, =D hospital, clinic, and datalis.) 

2539 - 2G ¥O 6. Have you evar been rejected for military service because of 
physical, mental, or other reasons? (If yas, glve details and 
feason for rejection.) : 

7. Have you ever been discharged from milllary service because of 
physteal, mental, or othar reasons? (If yes, give date, teason, 
and type of discharge; whether honorable, othar than honorable, 
for unfitness or unsuitability.) 

8. Have you ever receivad, is there pending, or have you ever Oo [al 
applled for pension or compensation for existing disability? (If 
yes, specify what kind, granted by whom, and what amount, 
when, why.) 

9. Have you ever bean diagnosed with a laarning disability? (Fyes,} 0 & 
give type, whero, and how diagnosed.) 

10. List travel to underdevelopad foralgn countries including year of 
lrava! and duralion of slay. 

14. Do you require any work restrictions or accommodations? (ifyes,| 0 By 
axplaln). 

LIST ALL IMMUNIZATIONS RECEIVED: 

Ati chidlled Kegaeed 
- | certify that | have reviawad the foregoing information supplied by me, and that It Is true and complete to the best of my knowledge. { understand that falsification of Informalipg on thjs form could resuil in termination of my employmant, 

Dale:y KE Ms Zotl 
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A. May proceed to work assignment, medical requirements are fulfilled C] 

B. Neasds to be evaluated by a madical provider C] 

  TYPED OR PRINTED NAME OF PHYSICIAN OR EXAMINER: SIGNATURE: DATE:           If filing Ihis form out by hand, contact/submit completed forms to: 
WCB Medical Dispensary P.O. Sox 1625 Idaho Falls, [D 83415-3125 or fax to 208-526-8631 
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