    (Insert Hospital Name)

DISASTER HEALTHCARE VOLUNTEERS

HOSPITAL ASSIGNMENT PRE-DEPLOYMENT SCREENING 

Name:
____________________________________________











	MEDICAL SCREENING – PRE-DEPLOYMENT
In order to determine your fitness for duty and ability to participate in the current deployment. Please provide the following information regarding your current health status. 

	Do you currently have  or within the last 24 hours, have you had a:
· Fever of > 38C/100.4 F   
	Yes*
	No

	· Cough

    
	Yes
	No

	· Sore throat         
	Yes
	No

	· Diarrhea
	Yes
	No

	· Vomiting
	Yes
	No

	Work Restrictions

If yes, please list:
	Yes
	No

	Have you had a TB skin test in the past 12 months?
	Yes
	No

	If Yes , what were the results of the test
	Positive
	Negative

	If you ever had a positive TB skin test when was your last

chest x-ray ?   Date: __________________________

Results:
	Positive
	Negative

	Have you had any of the following diseases or immunizations for them:
· Chicken Pox / Varicella     
	Yes
	No

	· Mumps
	Yes
	No

	· Rubella
	Yes
	No

	· Rubeola
	Yes
	No

	· Hepatitis
	Yes
	No

	Do you have any current medical conditions or injuries?
If yes, please list:

	Yes
	No

	Do you take any prescribed medications?
If yes, please list:


	Yes
	No

	Do you have any allergies to medications?
If yes, please list:

	Yes
	No


*Fever within the past twenty four hours automatically disqualifies you from deployment.
I understand that any answers in the shaded boxes may preclude me from deployment.  This is for my safety and the safety of others.
Volunteer Signature:  _________________________________________  Date:  ________  Time:  _____________

Reviewed By:  ______________________________________ Title:  ______________________________

(Deployed   (Not Deployed ( Deployed with Restrictions / Accommodations
    (Insert Hospital Name)

DISASTER HEALTHCARE VOLUNTEERS

HOSPITAL ASSIGNMENT POST-DEPLOYMENT SCREENING 

RETURN THIS COMPLETED FORM AT CHECK OUT

	MEDICAL SCREENING – POST DEPLOYMENT
In order to determine your current health status and the need for follow up, please provide the following information.



	Did you sustain any health conditions, including injuries, illnesses or exposures during your deployment that would require evaluation and /or treatment?  If yes, list and describe them here:


	Yes
	No

	Did you incur any risk factors identified on the PsySTART Staff Self Triage System form that indicates a need for further follow up?  If yes, please list them here:


	Yes
	No


Signature:  _________________________________________  Date:  ________  Time:  _____________

Reviewed By:  ______________________________________ Title:  ______________________________

