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	PRE-PLACEMENT MEDICAL EXAMINATION
 PA 0054 / 07-10

	INSTRUCTIONS TO THE APPLICANT:  The Port Authority of New York and New Jersey is interested in ensuring that each applicant is medically qualified to perform the duties of the position for which he or she is being considered.  Please answer every question to the best of your ability.  If you have any difficulty understanding a question omit the answer – a member of the medical department staff will review this question with you at the time of your physical examination.  We appreciate your cooperation.

1. Please answer the question by placing an “x” in the appropriate box next to the question.

2. Some questions will state,  “Please explain.”  If an explanation is necessary, please respond directly under the question.

	

	Name (Last)                                 (First)                      (Middle)
	Date of Birth
	Sex
	Date

	     
	     
	 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female
	     

	Address (Number, Street, City and State)
	Zip Code
	Telephone No. W/ Area Code

	     
	     
	     


	Were you ever employed by the Port Authority?
	If answer is Yes, under what name?

	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	From
	     
	To
	     
	     

	Have you had a previous examination in this department?
	Social Security Number

	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	If Yes, specify date
	     
	     


	DO NOT WRITE IN THIS SPACE (For Office Use Only)

	Position Applied For
	
	Personnel Representative
	Tel. Ext.

	     
	 FORMCHECKBOX 
 Project   FORMCHECKBOX 
 Temporary  FORMCHECKBOX 
 Permanent
	     
	     

	TEST PROCEDURE
	TEST DONE
	INITIALS
	TEST PROCEDURE
	TEST DONE
	INITIALS

	Nurse Interview
	     
	
	L.S. (PATH Only)
	     
	

	Nurse Screening
	     
	
	EKG
	     
	

	Physical Examination
	     
	
	Audio
	     
	

	Urine
	     
	
	Vision
	     
	

	Blood
	     
	
	Spirometry
	     
	

	X-Ray (chest)
	     
	
	Other
	     
	

	ADDITIONAL INFORMATION REQUEST

	Type of Information
	Date Requested
	Date Received
	Remarks

	     
	/     /
	/     /
	     

	     
	/     /
	/     /
	     

	     
	/     /
	/     /
	     

	DISPOSITION

	
	Date Check List Sent
	Examining Physician

	 FORMCHECKBOX 
 Approved   FORMCHECKBOX 
 Not Approved
	/     /
	

	PLEASE COMPLETE THE FOLLOWING QUESTIONS.  READ CAREFULLY.

	1.  In the last five years, have you consulted a physician?  
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” please explain)

	     

	     

	     

	2.  Are you presently under a doctor’s care?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” please explain)

	     

	     

	     

	The following questions pertain to your medical history since birth.

	3.  Have you had any accidents or serious injuries?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” please explain)
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	  4.  Did you ever have any operations 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” include those performed in a doctors office as well as in a hospital))

	     

	     

	     

	     

	  5.  Were you ever kept in a hospital overnight or longer?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” please explain)

	     

	     

	     

	     

	  6.  Have you had a tetanus immunization?  
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” indicate date)
	/         /

	

	  7.  Have you ever had any of the following examinations?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Sigmoidoscopy
	 FORMCHECKBOX 
 Barium Enema
	 FORMCHECKBOX 
 Cystoscopy
	 FORMCHECKBOX 
 Back X-Ray

	 FORMCHECKBOX 
 Chest X-Ray
	 FORMCHECKBOX 
 Skull X-Ray
	 FORMCHECKBOX 
 Scans
	 FORMCHECKBOX 
 G.I. (Stomach) Series

	 FORMCHECKBOX 
 Electrocardiogram (EKG)
	 FORMCHECKBOX 
 Intravenous Pyelogram (I.V.P.)
	 FORMCHECKBOX 
 Gall Bladder X-Ray
	 FORMCHECKBOX 
 EEG

	  8.  Have you ever had any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Head Injury
	 FORMCHECKBOX 
 Fractured (Broken) Bones
	 FORMCHECKBOX 
 Back Injury
	

	 FORMCHECKBOX 
 Concussion
	 FORMCHECKBOX 
 Sprains, Strains
	 FORMCHECKBOX 
 Hernia (Rupture)
	

	  9.  Did you ever have any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Blackouts or Fainting Spells
	 FORMCHECKBOX 
 Stroke (Apoplexy)
	 FORMCHECKBOX 
 Epilepsy (Seizures)
	 FORMCHECKBOX 
 Weakness of Arms or Legs

	 FORMCHECKBOX 
 Dizzy Spells
	 FORMCHECKBOX 
 Convulsions (Fits)
	 FORMCHECKBOX 
 Migraine Headaches
	 FORMCHECKBOX 
 Speech Difficulties

	10.  Have you had any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Eyeglasses or Contact Lenses
	 FORMCHECKBOX 
 Glaucoma
	 FORMCHECKBOX 
 Buzzing or Ringing

      in Your Ears 
	 FORMCHECKBOX 
 Discharge or Running

      from Your Ears

	 FORMCHECKBOX 
 Blurred or Double Vision
	 FORMCHECKBOX 
 Ear Aches
	 FORMCHECKBOX 
 Difficulty in Hearing
	 FORMCHECKBOX 
 Ear Infection

	11.  Have you had any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Heart Murmur
	 FORMCHECKBOX 
 Rapid Heart Beat
	 FORMCHECKBOX 
 Heart Attack
	 FORMCHECKBOX 
 Rheumatic Fever

	 FORMCHECKBOX 
 Angina or Pain in the Chest
	 FORMCHECKBOX 
 Shortness of Breath
	 FORMCHECKBOX 
 High Blood Pressure
	

	12.  Have you had any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 A Collapsed Lung 

     (Pneumothorax)
	 FORMCHECKBOX 
 Emphysema
	 FORMCHECKBOX 
 Tuberculosis
	 FORMCHECKBOX 
 Positive T.B. Test

	 FORMCHECKBOX 
 Chronic Bronchitis or a

      Chronic Cough
	 FORMCHECKBOX 
 Asthma or Wheezing
	 FORMCHECKBOX 
 Coughing up of Blood
	

	13.  Have you had any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Stomach Ulcers
	 FORMCHECKBOX 
 Frequent Attacks of Heart

      Burn or Indigestion
	 FORMCHECKBOX 
 Diarrhea

     (For More Than 3 Days)
	 FORMCHECKBOX 
 Bowel Movements That Were

      Black Like Tar

	 FORMCHECKBOX 
 Vomiting (Spitting up) Blood
	 FORMCHECKBOX 
 Colitis
	 FORMCHECKBOX 
 Blood in Your Bowel Movement
	

	14.  Have you had any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Gall Bladder Trouble
	 FORMCHECKBOX 
 Hepatitis
	 FORMCHECKBOX 
 Malaria
	 FORMCHECKBOX 
 Infectious Mononucleosis

      Glandular Fever

	 FORMCHECKBOX 
 Burning on Urination
	 FORMCHECKBOX 
 Pus in the Urine
	 FORMCHECKBOX 
 Nephritis
	 FORMCHECKBOX 
 Protein (Albumin) in the Urine

	 FORMCHECKBOX 
 Kidney Stones
	 FORMCHECKBOX 
 Blood in the Urine
	 FORMCHECKBOX 
 Kidney or Bladder Infection
	 FORMCHECKBOX 
 Yellow Jaundice

	15.  Have you ever had any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Arthritis
	 FORMCHECKBOX 
 Back or Neck Trouble
	 FORMCHECKBOX 
 Swollen Joints
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	16.  Have you ever had any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Skin Allergies
	 FORMCHECKBOX 
 Allergy to Dust or Smoke
	 FORMCHECKBOX 
 Allergy to Any Drug or

     Medicine
	 FORMCHECKBOX 
 Hay Fever, Rose Fever or 

      Pollen Allergy

	
	
	
	

	17.  Have you ever had any of the following?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” check which one)

	 FORMCHECKBOX 
 Anemia (Low Blood)
	 FORMCHECKBOX 
 Thyroid Disease
	 FORMCHECKBOX 
 Nervous Breakdown
	 FORMCHECKBOX 
 Diabetes (Sugar in the

      Blood or Urine)

	 FORMCHECKBOX 
 Cancer or Tumor
	 FORMCHECKBOX 
 Scars, Tattoos or Birthmarks
	
	

	18.  Do you regularly take drugs or medication?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” name medication)
	     

	       Have you taken any medication within the last 10 days?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	(If “Yes” name medication)
	     

	

	I hereby certify that the proceeding information is correct, to the best of my knowledge.

	

	
	
	
	
	
	/          /
	

	
	Person Reviewing Information
	
	Applicant’s Signature
	
	Date
	

	REMARKS:  (Do Not Write in This Space – For Office Use Only)
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PHYSICAL EXAMINATION

	NAME:
	     
	
	DATE:
	     

	

	AGE
	   
	HEIGHT
	     
	WEIGHT
	    
	BLOOD PRESSURE
	/
	PULSE
	   

	EYES:
	VISION – FAR sOS
	     
	OD
	     
	BOTH
	     
	cOS
	     
	OD
	     
	BOTH
	     

	
	VISION – NEAR sOS
	     
	OD
	     
	BOTH
	     
	cOS
	     
	OD
	     
	BOTH
	     

	
	COLOR VISION
	     

	PUPILS
	     
	FUNDUS OCULI
	     

	EARS:  HEARING
	     

	NOSE
	     

	THROAT
	     
	TONSILS
	     

	MOUTH
	     
	GINGIVA
	     
	TEETH
	     

	THYROID
	     

	LYMPHATICS
	     

	THORAX
	
	SYMMETRY
	
	ABNORMALITIES
	

	BREASTS
	     

	SPINE
	     

	HEART
	     

	LUNGS
	     

	ABDOMEN
	     

	HERNIA
	     
	VARICOCELE
	     

	EXTREMITIES
	     
	FEET
	     

	SKIN
	     

	RECTUM AND GENITALS
	     

	REFLEXES
	     
	KJ
	     
	AJ
	     
	NEURO
	     

	X-RAY REPORT
	     

	ABERRENT BEHAVIOR
	     

	IS APPLICANT MEDICALLY QUALIFIED FOR THE POSITION APPLIED FOR?
	

	SIGNATURE:
	
	R.N.         SIGNATURE
	
	M.D.

	

	REMARKS
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