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
00/60/0000

Medication Description

ALODEPINE
AMOXICLAV
SYMBOCORT
PREDNISONE
SINGULAR



Report Date: 11/20/2017 Occupational Medical Program Page: 1 of 1

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: Yy Contact Lens Worn: Depth Perception:
Color Vision: Visual Field:
Tanometry (Average of 3 Tests)
Far Vision 20/ XXX Near Vision 14/XXX
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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3;,913,?2 ot0 COMPREHENSIVE MEDICAL QUESTIONNAIRE
Rev. 00 (WHEN COMPLETED THIS FORM GONTAINS PAIOUO) Page 1ol 4
OFFICIAL USE ONLY

May be exempt from public releasc vinder the Frecdom of Information Act(5 U.S.C. 552), exemplion sumber and calegary: 6 Personnl Privacy,
Depantuent of Energy reviow roquired befare public reloace Nmmrsﬂ Detg:_02/23/2009 Guidance (if applicable) NA.

This Is to be used in the Poat-Offer, Pre-Placament time period.

Quastionnalre Gompletion Datakzﬁ;_} Ay 2t
NOTE: Allemployees are asked (o complete the Occupalional Medicine Progtam Terminallon Interviewr when they end thelr employmenl al the INL,
NOTE: This informalion is for Medical Dapariment usa only and when complaled conlains Privacy Act Information, 1t will nolwle‘?lﬁ

unauthorizad psrsons,

Name of Patiant: (Last First, middla) Data of Birh: ' S Number; ’ ™~
WilKinsen Jon  Lec 05/231¢/ 51882 264 ¢ |
List previous and present medical conditions (hospitalizations, high blood pressure, cancer, heart diseass, etc.) and dates:
AT Asthma 22
: Rrstiog e 2ot -
Current Medicafion Dosage Condilon treated by this medicalion. Duralion
OVAQ 1) iy I ovatn Pslm g CMED N ¢
bl cord ILO_wes S AxYma O M9 %
Amok /K olay yg h2,1" Mg Respidory Lufe 3o L 3
H » Le WA § i 3 /?:u..ﬂ - =
AmlsDiPine S mé, Hepg Oa ?";’:’f ]
ke
GENERAL NO | YES CARDIOVASCULAR NO | YES
Recen! weight change ] IChast paln or angina peclorls 0
Have you been in good gensral health most of your lifs7 | [ Shorlness of breath while lalking or lying.down | |
Difflculty walking two blocks 0
[SKIN NO | YES |  [Hear trouble or heart aflacks @10
lﬂmdwe Bl g High bload pressure 0
Hives,_eczema of rash B | [ | [Swsling of hands, feef or ankles 0
Abnormal Pigmenlation 8]0 Fak&ning in the night smothering ]
HEAD-EYES-EARS-NQSE-THROAT NO | YES GASTROINTESTINAL NO | YES
Eye dlsease orinjury ix Peptic vicer B | O
Do you waar glasses or conlacis? ] Vomiling blood or food g ]
Double vision |1 | |Galibladder disease ]
IHeadaches ] [H] (]
Glaucoma | O |
liching eyas or nose @10 &0
$naezng of runny nose W | 0 @ | O
Nosebleads @ | 0 (1] ]
Chronle sinus troubla 0 - Recent change in bowe! habils B0
Ear disaagp [N Fraquent dlerthea
Impeited hearing £ Hear{bum of indigestion
Dizzlness or lrangient aplsodes of unconsciousness B0 Cremping or pain in the abdomen @
NECK NO | YES GENITOURINARY NO | YES
Sliffness O Frequent urination O
Enfarged glands @0 Recurrent bladder Infections ]
Burning or painful urinatlon ]
RESPIRATORY NO | YES | ‘Bhod in urine 0
|[Emphysema B | 0 Kidney disease &0
Spilling up blood B0 Kidney stones @ | 0]
Chronic / frequant cough B0 .
Asthma or Wheezin Ol m ALLERGY No | Yes
Diffloully breathing @ |0 Any hay fever/environmental allergies @l 0
Pleurisy or pneumonia 0
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LOCOMOTOR-MUSCULOSKELETAL NO | YES HEMATOLOGIC NO | YES
Varicose velns O | 8 | [are you slow {0 heal after cule 0
Diffleully walking O Blood digease
Pain in caives caused by walking relleved by rest B |0 Anemia g 10
Phigbliis O
Have you had difficully with bleeding B0
NEURO-PSYCHIATRIC YES axcosslvely after tooth exiraction or surgery
Have you ever had psychialric care 0 Have you had abnormal bruising or blegting 0
Have you baan advised lo ses a psychlatrist O CNSoeRRE o Tves
Do you evar havs or have you aver had: O
- Fainting spelis O Thyrold disease 0
- Convulgions [} Hormone iherapy 0
- Paralysls [Any change In hair growth 7] ]
M

¥

Past (ar currant) exposura infomn
beryllium ragardless of lime).

ation Including any of the

CHEGKEACHITEM. * . . . ."

4
7]

CHECK'EACHATEM - 7v o . wo-

=
(<]
-
m
w

Househald contact with anyone with luberculosls

Luoss of fingsr or loe

Palnful or Arick” shoulder or elbow

Arthrilis, rheumatism or bursilis

0 Recumrent back pain or any back Injury ]

Tuberculosls or positiva T3 last @1 Qg Wesr a brace or back support 0
Eye surdery ta correct vislen O *Trick™ or locked knea J
Blindness in either sye m|g Foot troubla ! g
Hearing loss fl] 0O Plate, pin or rod in any bone 3]
Recurrent ear infactions 0 Narva Injury @m0
Waar a hearing aid 7 Cramps in your logs ] |
Frequent or severe headachss Birth defacts, inherited disease BlO
Savere migraines B0 Frequent roubls slesping O
Dizzlness or fainling spells Sleepwalking g 0
Head injury L Daprasslon or excessive worry Hal
'Epllapsy or seizura Suiclde atternpt or plans 7] [l
Chronic or fraquent colds Anxioly 1300 .|
Sinusilis ' ol o Loss of memory or amnesia B0
Asthma 0 Nervous lcouble of any sor B0
Blood in spulum or when coughing N ;| Periods of unconsciousness 0
Chrenle cough [ Easy fatigabilily @1 0O
Palpitalion or pounding heart @ O Dlabetes or insulin resistance ¢ 0
Frequent indigastion WO | X-ray or ather radiation therapy [
Adverss reaction lo medication B 0 Chemotherapy i}
Skin diseasa, rash or changing mole Bl O Been loid {o cul down or criticized for aicohol use |
Tumor, growlh, cyst @ | 0O Used illegal subslances 0
Cancer r: ] Used fobacco @0
Hernia Ol m Hair problams HrEn
Kidney stone or bload in urine b0 Ansmia, bleeding disorder, slckle cell @
Sugar or albumin in urine @0 Breast disense
Eatlng disordar (anorexla, bulimia, etc) ] Clois, embolism, stroke Al ]
Broken bones @ Varlcose vsins, phishills ()
Bone, joint or other defosmily 0 Rheumaic faver @) 0
Swollen or painful jeints 0] Scarlet fever 1810

@0 @ | 0O

O | 0O
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R COMPREHENSIVE MEDICAL QUESTIONNAIRE
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Approximate Fomer Surveiliances/Cerllfications Dascriptio rk performadivork
Dates conditions/exposura Information

Arconle Medical Survelllance

Asbestos Worker Medical Surveilianca

Beryillum Medical Survelilance

Cadmlum Medica! Survelilance

Formaldehyde Medical Survsittance

1Hazardoua Wasle Operalions Medical
Surveillange

Heatlng Conservation Program Medical
Survelllance

Hexavalant Chromium Medical
Surveillanca

Laser Personns! Madleal Surveiliance

Load Medlcal Survetilance

poT Driver Cerificalion

Halsling and Rigging Certification

Resplrator User Cartificalion

- | Giher Aire pERsOn&@T!
Other

s
'H .

il
R

Al the time of separalion from employment a general health evaluation to eslablish a racord of physical condillon Is available upon request by the
employee. If an employes elects to receive an evaluafion, the avaluation must be campleted within 3 weeks of {srmination or as schadulad by OM if oM
cannot schedule the evalualion within the Inltfal 3 week window.

By virtue of your slgnalqze below, you signily that you understand that failure lo contact OM to schedule an evalualion automalioally defaulls to a
"declined" stalus for{hg-health evaluation immediately following the 3 wask window from the time of saparation.
(4

....... Date; 522 ‘r[% 0//
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Srvivu COMPREHENSIVE MEDICAL QUESTIONNAIRE
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QUESTION

EXPLANATION

1. Have you basn refused employmaent or been unable to hold a Job
or stay in school bacause of:
a._Sensilivly to chemicals, dust, sunlight, etc.
b._[nabliity to parform certaln molions
<._Inability to assume cerain positions
d. Other medical reasons (if yes, give raasons)
2. Have you ever been denied life insurance? (!f yos, stale reason
and glve delails) _
3. Have you had, or have you been advisad 1o have, any operalion?
(If yes, describa and glve age at which this acecurred.)
4. Have you ever beena patient in any type of hospital? (if yes,
specily when, where, why, and name of doctor and complete
address of haspital.)

ferrstb  ftoe L

Rernic — Ocr 2o0g TERMC
§.  Have you consulted or been traatad by clinics, physicians,

Y JAkSo 0 = W dmen @d
healers, or other practifioners within the last 5 years for olher or 7( \l % "F M

than minor llinesses? (f yes, giva complate address of doctor, v Aéﬁ/f Hal L) Yy . =D
hospital, elinic,_and datglis.) R~ C6 D

6. Have you evar been rejected for military sesvice because of
physical, mental, or other reasons? (If yes, glve detsils and
reason for rejection.) :

7. Have you ever baan discharged from milllary service becauss of
physleal, menta), or othar reasons? (i yes, give date, reason,
and typo of discharge; whether honorable, other than honorable,
for unfitness or unsuitability.)

8. Have you ever receivad, is there pending, or have you sver a Id
appliad for pension or compenselion for existing disabliity? (If
yes, spaclfy what kind, granted by whom, and what amount,
when, why.)

9. Have you ever beon dlagnosed with a laaming disability? (Fyes,| [] &
glve type, whare, and how diagnosed.)

10. Listtravel to underdevelopad forelgn countries including year of
iraval and duralion of slay.

1. Do you require any work resliictions or accommodations? {fyes,| O )
explaln),

LIST ALL IMMUNIZATIONS RECEIVED:

Bli chlillond Reompeed
/

| certify that | have reviewad the faregoing information supplled by me, and that It is true and complela to the best of my knowledge. |undersland that

falsification of Informaligf{ on thjs form could resull in termination of my employment,
Dale:,g%g ﬁ ZO[/

B ® ooooo| off
o o e =z

]
0

0
B

O
24

O
&

A. May proceed to work assignment, medical requirements are fulfilled D

B. Neads to be evaluated by a madical provider D

TYPED OR PRINTED NAME OF PHYSICIAN OR EXAMINER: SIGNATURE: DATE:

1f filing this form out by hand, contact/submit completed forms to:
WCB Medical Dispensary P.O. Box 1625 Idaho Falls, D 83415-3125 or fax to 208-526-8631
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