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	ALASKA DEPARTMENT OF LABOR & 
     WORKFORCE DEVELOPMENT
Division of Workers’ Compensation
P.O. Box 115512, Juneau AK 99811-5512
TEL: 907.465.2790 ( FAX: 907.465.2797
	AS 23.30.121 FIREFIGHTER’S PRESUMPTION 
MEDICAL HISTORY & EVALUATION FORM

	

	NOTICE TO FIRE DEPARTMENTS: This form is not intended to replace medical history and medical evaluation forms used by fire departments to determine a firefighter’s physical capacities and fitness to perform firefighter duties.

	To the Firefighter:  Please complete this form prior to your examination(s) and present the completed form to the medical examiner(s).

	Name (Last, First Middle)
	Age
	Date of Birth

	     
	    
	     

	Address
	Organization/Employer

	     
	     

	Personal Physician’s Name
	Occupation

	     
	     

	If the answer to any question on this form is “yes,” please explain in the space provided for on Page 2.

	
	
	YES
	NO

	1.
	Have you ever had any trouble with your heart or been told that you have trouble with your heart?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2.
	Have you ever been treated for high blood pressure or ever been told that your blood pressure was not normal?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.
	In the past five (5) years, have you been hospitalized overnight for any reason?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.
	In the past twelve (12) months, have you seen a doctor for anything other than routine checkups?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5.
	Have you or any of your immediate family (father, mother, sister, and/or brother) ever had any of the following:
(Indicate who has had the problem; additional space is provided on Page 2, if necessary).

	
	YES
	NO
	

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Allergies (asthma, hay fever, bronchitis, skin rash, eczema)

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eye trouble (other than corrective lenses)

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Respiratory disease

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blood pressure trouble

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High blood pressure

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High cholesterol

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart trouble

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart attack

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cancer

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stroke

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gout

	
	
	
	YES
	NO

	6.
	Do you use tobacco products or have you used tobacoo products in the past? If yes, indicate what, how long used, and how much per day.
	# of packs, cigars, pipes, chewing tobacco
	
	
	

	
	
	     
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7.
	Have you had exposure to environmental tobacco smoke thru 2nd hand smoke, tobacco production or handling?
	Tobacco type and describe exposure
	
	
	

	
	
	     
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8.
	Have you experienced any prolonged shortness of breath?
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9.
	Do you have regular episodes of coughing?
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10.
	Do you drink alcoholic beverages? If yes, indicate type and daily quantity.

	Type and quantity
	
	
	

	
	
	     
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11.
	How many cups of coffee do you usually drink per day?
	Quantity
	     
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12.
	Do you consider yourself overweight?
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	


	FIREFIGHTER’S PRESUMPTION MEDICAL HISTORY & EVALUATION FORM (continued)

	Name (Last, First Middle)
	Organization/Employer

	     
	     

	If the answer to any question on Page 1 is “yes,” please explain in the space provided below.

	1.
	Have you ever had any trouble with your heart or been told that you have trouble with your heart? 

	
	     

	2.
	Have you ever been treated for high blood pressure or ever been told that your blood pressure was not normal?  

	
	     

	3.
	In the past five (5) years, have you been hospitalized overnight for any reason?  

	
	     

	4.
	In the past twelve (12) months, have you seen a doctor for anything other than routine checkups?  

	
	     

	5.
	Have you or any of your immediate family (father, mother, sister, and/or brother) ever had any of the following:
(Indicate who has had the problem.)

	
	Allergies (asthma, hay fever, bronchitis, skin rash, eczema)       

	
	Eye trouble (other than corrective lenses)       

	
	Respiratory disease      

	
	Blood pressure trouble       

	
	High blood pressure       

	
	High cholesterol      

	
	Heart trouble       

	
	Heart attack       

	
	Diabetes       

	
	Cancer       

	
	Stroke       

	
	Gout       

	6.
	Do you use tobacco products or have you used tobacco products in the past? If yes, indicate what, how long used, and how much per day.  

	
	     

	7.
	Have you had exposure to environmental tobacco smoke thru 2nd hand smoke, tobacco production or handling?  

	
	     

	8.
	Have you experienced any prolonged shortness of breath?  

	
	     

	9.
	Do you have regular episodes of coughing?  

	
	     

	10.
	Do you drink alcoholic beverages? If yes, indicate type and daily quantity.  

	
	     

	11.
	How many cups of coffee do you usually drink per day?  

	
	     

	12.
	Do you consider yourself overweight?  

	
	     

	THE ANSWERS TO THE QUESTIONS ASKED ABOVE ARE TRUE TO THE BEST OF MY KNOWLEDGE:

	Signature
	Date 

	
	     

	Note to examining physician:  Please provide the firefighter with a copy of this form for submission to firefighter’s employer.
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