Eastern Oregon Head Start 
Staff and Volunteer Health Self-Appraisal

Name: ________________________________   Assignment: ___________________
(  Contracted Employee
         (  Adjunct Employee            (  Volunteer

Head Start Performance Standards require that all employees have an initial health examination that includes screening for tuberculosis.  The purpose of this examination is to assure that they do not, because of communicable diseases, pose a significant risk to the health or safety of others in the Head Start program that cannot be eliminated or reduced by reasonable accommodation.  This requirement must be implemented consistent with the requirements of the Americans with Disabilities Act and Section 504 of the Rehabilitation Act.  [Head Start Performance Standard 45 CFR 1304.52(j)(1)]

Please complete this Health Self-Appraisal as accurately as possible.  Your answers cannot jeopardize your employment or volunteer status.  However; some further tests may be required before participation at Head Start can begin.  All information received is maintained in accordance with Federal, State and HIPAA Regulations and is available only to staff identified as having a legitimate “need to know” status in the program.

	Please answer YES or NO to the following questions:
	YES
	NO

	Have you had Chicken Pox disease?
	
	

	Have you been vaccinated against Chicken Pox (varicella)?
	
	

	Have you been diagnosed or treated for staphylococcal skin infections?
	
	

	Do you have a history of Strep infections (particularly strep throat)?
	
	 

	Have you been diagnosed or treated for Pediculosis (head lice) within the past 30 days?
	
	

	Have you been diagnosed or treated for Scabies within the past 30 days?
	
	


In what country were you born?___________________________________________________

	Tuberculosis Evaluation:
	YES
	NO

	Have you ever had a PPD (TB) skin test? If yes, when? _________________________
	
	

	Have you ever tested positive for Tuberculosis (TB)?

If yes, when? _________________________________________ (month/year)
	
	

	Have you had a chest x-ray for Tuberculosis?

If yes, when? _________________________________________ (month/year)

Was the x-ray result ______ normal or _______ abnormal?
	
	 

	Have you ever been diagnosed with active Tuberculosis?

If yes, when? _________________________________________ (month/year)
	
	

	Have you ever taken anti-Tuberculosis drugs?

If yes, when? _________________________________________ (month/year)
	
	

	If yes, did you complete the recommended treatment?
	
	


	During the past year have you had any of the following:
	YES
	NO

	Unexplained night sweats? (not related to hormonal changes)
	
	

	Unexplained, persistent cough lasting for more than three weeks?
	
	

	Coughing up blood?
	
	

	Unexplained weight loss?
	
	 

	Unexplained fatigue or tiredness?
	 
	

	Fever of unknown origin?
	
	

	Unexplained illness lasting more than one month?
	
	

	Persistent chest pain lasting more than one month?
	
	


	Travel outside of the United States:
	YES
	NO

	Have you traveled outside the United States?  

If yes, which country? ____________________________________________________

What dates did you last travel?  From _________ (day/mo/yr) to _________ (day/mo/yr)

While there, did you stay at a ( Resort; ( With family; ( Other: __________________

______________________________________________________________________
	
	

	I understand that if I travel outside the United States for more than 14 days, I MUST notify the Health Manager upon my return.




I understand that I cannot work if I am experiencing any of the following symptoms:

· A known contagious disease

· An oral temperature of 101 degrees or higher

· A deep, hacking, or productive cough

· An unexplained rash (unless a known allergic reaction)

· Vomiting (more than once in the last 24 hours)

· Complaints of a stiff neck and headache with one or more of the above symptoms

· Yellow discharge from the eyes

· An unusual yellow coloring to the skin or eyes (unexplained jaundice)

· Cuts or openings on the skin that are pus-filled or draining (unless fully covered with an appropriate bandage or dressing)

I acknowledge that the answers to the Health Self-Appraisal are complete and accurate to the best of my knowledge.  I fully understand and will comply with the program’s health standards for working in Head Start.
Signature: __________________________________________  Date: ____________________

PLEASE NOTE:  Contracted employees are offered full insurance benefits and are expected to get a full examination from a health care professional within 30 days of hire.  All employees are expected to follow their health care practitioner’s recommendation for periodic re-examination and ongoing care.  
	Health Manager Review:         Signature: _______________________  Date: _____________     


       

Director Review: 

 Signature: _______________________  Date: _____________     

STATUS: (  Cleared
    ( Test Required 
(  Exam Required
( TB Clearance Required
( Other: ____________________________________________________________________
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