
Reproductive Health Questionnaire
Please complete this information and bring it with any MSDS’s to your Health Center visit.  The confidential information is for your medical chart and will simplify the interview with the provider.  Diagnostic and medical data will not be shared with Safety, Management or any non-Health professionals. Thank you. 

	Name


	Date
	Age

	Employee ID # or SS #
	 Bldg / Rm #   
	Job Title / Dept

	Work phone #
	Supervisor’s Name
	Supervisor’s phone #


	DATE
	BP
	WEIGHT
	HEIGHT

	
	
	
	


A.  General Health Habits 

	1) How much do you exercise now? 
      ( Intensive   ( Regularly   ( Some   ( Not Very Much

	2) Did you smoke in the months before becoming pregnant?
(  No
(  Yes


Do you smoke now? 
(  No
(  Yes

	3) Do you drink alcoholic beverages?
(  No
(  Yes


Amount per week    _________________

	4) Did you take folic acid (vitamin B6) prior to becoming 


pregnant? 
(  No 
(  Yes


B.  Partner's Exposures and Risks 

	5) Partner's Occupation:

	6) Does your partner smoke?
(  No
(  Yes


C.  Potential Home Exposures:

	7) When was your house built    _____Year

	8) Do you plan any remodeling or painting projects during this 


pregnancy?
(  No
(  Yes

	9) Does your house store any of these? 



( Lead-based paints    ( Pesticides    ( Solvents    ( Furniture finishing agents

	10) Do you have any pets?  If so, what kind?



	11) Lifting in your home (including chores, children):  How many pounds____    How often____


* If you are currently pregnant, please answer all questions.  If you are trying to conceive, you may omit questions indicated with an asterisk  (*)

D.  Medical Information:

	12) Current pregnancy:                        Weeks of gestation* _______           Due Date*_______

	13) Information concerning your pregnancy health care provider:


Name:  _________________________________  Phone Number:  



Address  






	14) Date of First Prenatal visit*  ___________________

	15) Have there been any problems with this pregnancy?*
(  No
(  Yes

	16) Has your personal health care provider recommended any work or activity restrictions 


(  No
(  Yes 

If yes what:

	

	17)  Have you been told by your physician  that you are or would be considered a  high risk 
pregnancy? 
(  No
(  Yes

	18)  Do you have any personal medical history of:

	High blood pressure
	No
	Yes
	Heart disease
	No
	Yes

	Breathing or respiratory problems
	No
	Yes
	Seizures or epilepsy
	No
	Yes

	Diabetes or gestational diabetes
	No
	Yes
	Kidney disease
	No
	Yes

	Significant back pain
	No
	Yes
	Wrist problems
	No
	Yes

	Other significant medical history:  

_________________________________________________________________________________

_________________________________________________________________________________


	19)  Have you had any problems with nausea or lack of appetite? 
(  No
(  Yes

If yes, please describe. 



20)  Please list your prescription medications.

	

	

	

	

	

	


21)  Please list any over-the counter or herbal medications or nutritional supplements 

	

	

	

	

	

	


Employee Name:  _____________________  Employee ID #:  __________  Date:  ___________

E  Occupational or Safety concerns:  (Answer questions that apply to you)

	22) Have you had any spills or laboratory accidents?
(  No
(  Yes 

	If yes, please describe

 

	23) What percentage of the time do you spend doing office work ___%  
 “bench” work ___%

	24) What kind of physical activity do you do at work? Standing  
(  No
(  Yes



Stooping
(  No
(  Yes



Climbing
(  No
(  Yes

If you lift at work, how much weight do you lift?  _____lbs.

	25) Where is your office located?                ___ in the lab               ___separate from the lab

	26) Is your computer and lab work station comfortable for you? 
(  No
(  Yes

	27) Do you take frequent breaks from repetitive activities (such as typing or pippetting)?

 


(  No
(  Yes

	28) Are other people working in the same laboratory room as 
(  No
(  Yes

you are?

	30) Do you work with biohazardous materials?
(  No
(  Yes

	31) Do you prepare stock or primary solutions of the materials? 
(  No
(  Yes

Which ones? 

	32) Where is your balance located? 
___Hood
___Benchtop

	33) Describe your waste disposal set-up (hood vs non-hood, covered vs open, sink, etc.):

	

	

	

	


F.  Declaration of Pregnancy  

Does your job have the potential for radiation exposures 
(  No
(  Yes

May the clinic notify Radiation Safety of your pregnancy and provide the information you've listed above in Section E?
(  No
(  Yes

(If yes, complete the section below)

As specified in the USNRC regulation 10CFR20.1208, this is to inform the Radiation Safety Officer that I am currently pregnant and am requesting that appropriate radiation monitoring procedures begin.

I believe I became pregnant in (month and year):  ____________________ *

The estimated date of birth is:  __________________________*

*This information is needed to insure radiation exposures over the complete pregnancy are monitored.

I understand the radiation dose to my embryo/fetus during my entire pregnancy will not be allowed to exceed 0.5 rem unless that dose has already been exceeded between the time of conception and submitting this letter.

Signature:  _____________________________________  Date:  __________________

Reproductive Health Questionnaire

Section G

Name:__________________________________________




Date:____________________________________

Department:_____________________________________





Supervisor:_______________________________

Job Title:_______________________________________





Extension:________________________________

Ext:_______________________ Mail Code:___________





Mail Code:________________________________

1.  Please describe your primary job duties: ()

	

	

	


2. List agents you commonly use or anticipate that you might use during pre-conception period or pregnancy.  Continue on a separate page if needed.
	Agent

State of the Agent: Solid, powder, liquid, gas, etc.

What type of work does your group do?

What types of chemical agents do you use?
	Estimated Amount

Quantity used per unit of time (e.g. 10mcg per week)
	State

(Powder, solution, solid)
	Frequency of Use:

Daily, weekly, monthly, rarely, etc.
	Operation
	Engineering Controls and Personal Protective Equipment:

Bench vs Hood, respirator, gloves, glove box, etc.

	Chemical Agents

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Chemical and Biologic Agents Continued (If necessary):        
Employee's Name:____________________________  Date:  _______________

	Agent

State of the Agent: Solid, powder, liquid, gas, etc.

What type of work does your group do?

What types of chemical agents do you use?
	Estimated Amount

Quantity used per unit of time (e.g. 10mcg per week)
	State

(Powder, solution, solid)
	Frequency of Use:

Daily, weekly, monthly, rarely, etc.
	Operation
	Engineering Controls and Personal Protective Equipment:

Bench vs Hood, respirator, gloves, glove box, etc.

	Biologic Agents

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Name:_____________________________________________________________
 Name:____________________________________________



                          Employee                                                                                                         OHN Reviewing
COMMENTS FROM SAFETY

Section H

Employee's Name:____________________________  Date:  _______________

	

	

	

	

	

	

	

	

	

	


Safety Signature:__________________________________________________
Date:  _____________________________________

