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Animal Care Program Occupational Health Questionnaire Follow-Up

Name: (Last)
     

 FORMTEXT 
     

 FORMTEXT 
     

(First)
     

 FORMTEXT 
     

 FORMTEXT 
        

Campus/Home Mail Address:
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      
Campus/Home Phone #:
     

 FORMTEXT 
     
E-mail Address:
     

 FORMTEXT 
     

 FORMTEXT 
      
Name of Investigator/Employer:
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      
Unit where employed or where contact with animals occurs:

 FORMCHECKBOX 
School of Public Health
 FORMCHECKBOX 
College of Letters and Science
 FORMCHECKBOX 
College of Health Sciences

 FORMCHECKBOX 
Animal Resource Center
 FORMCHECKBOX 
School of Freshwater Sciences
 FORMCHECKBOX 
College of Nursing

 FORMCHECKBOX 
EMS



 FORMCHECKBOX 
Other:      

 FORMTEXT 
     
Status (check all that apply):

 FORMCHECKBOX 
Faculty/staff
 FORMCHECKBOX 
Graduate Student/TA/RA
 FORMCHECKBOX 
Undergraduate Student

 FORMCHECKBOX 
Other:      

 FORMTEXT 
     
Change in Employment or Responsibilities in Past 12 Months:
 FORMCHECKBOX 

Change in position

 FORMCHECKBOX 

Same position, but change in duties

 FORMCHECKBOX 

Change in type of animals or zoonotic agents you work with

 FORMCHECKBOX 

Other

 FORMCHECKBOX 

No changes experienced

Please list the details of any changes in your employment/responsibilities: 
     
Are you concerned about any work-related health risk, such as injury or exposure to chemical or infectious substance?  If so, please comment below.

     
CHANGE IN PERSONAL HEALTH

 FORMCHECKBOX 

Diagnosis of serious or chronic illness

 FORMCHECKBOX 

Change in medications(s) taken

 FORMCHECKBOX 

Development of allergy or asthma symptoms

 FORMCHECKBOX 

Back injury

 FORMCHECKBOX 

Work-related animal bite

 FORMCHECKBOX 

Carpal tunnel syndrome or repetitive motion injury

 FORMCHECKBOX 

Immunization(s) updated

 FORMCHECKBOX 

Other

 FORMCHECKBOX 

No changes experienced
Please list details of any changes in your personal health as noted above:

     
Please be informed that certain medical conditions increase your risk of potential health problems when working with animals, these can include: animal related allergies, chronic back injury, pregnancy and immunosuppression.  

If any of these conditions apply, inform your personal physician/health care professional of your work.

I agree to have the above information reviewed by the appropriate party listed below:
Signature







Date

Columbia St. Mary’s Corporate Worx-Occupational Health
830 E. Green Bay Avenue

Saukville, WI

53080

ATTN:  Nursing Staff
Fax: (262) 268-9303
