	Print Applicant Name:       

	 SEQ CHAPTER \h \r 1SECTION A.

	Continued 
Answer the following questions.  If the answer is "YES", list the question number, the nature and date(s) in Section B.


	QUESTION
	YES
	NO

	41.
Have you ever had or been advised to have an operation?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	42.
Have you ever been a patient (committed or voluntary) in a mental hospital?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	43.
Have you ever had any other illness, injury, or physical condition not named on this form other than childhood diseases or minor illnesses?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	44.
Are you presently under a doctor's care for any condition?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	45.
Have you taken any medication during the last 12 months?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	46.
Do you have any physical or emotional limitations?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	47.
Do you smoke?  If "YES", place the number of packs per day in the following blank:                            
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	48.
Do you drink?  If "YES", place the number of drinks per week in the following blank:                              
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PHYSICIANS CONSULTED:  (For any of the questions answered "YES", identify the question number and physician below.)

	DATE
	ITEM
	PHYSICIAN
	Telephone #
(Include area code)
	ADDRESS
  (street, city, state, zip code)

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	     
	   
	     
	     
	     

	I hereby authorize the above listed physician(s) to release any and all medical information to the hiring agency, Arizona POST, its staff or designated representatives.
 _______________________________________________________                                                   ___________________________                                                                                                                                                                                   



Signature of Applicant (Sign in Ink)






Date

	SECTION B.
Write your own account and explain any items marked "YES" in this questionnaire; identify the question number, include diagnosis, date of onset, and your present condition.

	ITEM
	DETAILS (If necessary, continue on separate sheet of paper)

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	PENALTY:  Any falsification, withholding or failure to answer all questions completely and accurately may cause forfeiture of eligibility.
CERTIFICATION:  I hereby certify that there are no willful misrepresentations, omissions or falsifications in the foregoing statements and answers to the questions, and that all statements and answers are true and correct to the best of my knowledge and belief.  I further agree to take any future physical examinations the hiring agency or Arizona POST may deem necessary.
_______________________________________________________                                                   ___________________________                                                                                                                                                                                   



Signature of Applicant (Sign in Ink)





Date
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