______________________________________

______________________________________

Name







Class # and Title

______________________________________

______________________________________

Address






Department

______________________________________

______________________________________

City







Appointment Type (PSC,PV,LT,TCS,NCS,PE,TE)

A medical appointment has been scheduled for you on:


_____________________________________

_______________________


Day/Date






Time


at:

Department of Public Health

San Francisco General Hospital Medical Center

Occupational Health Service (OHS)

Building 9, Room 115

1001 Potrero Avenue

San Francisco, CA 94110

(415) 206-6581

(SEE MAP ON REVERSE SIDE)

Please complete the attached Medical History Form in advance and bring it with you to your medical appointment.  For those employees who have been examined at Occupational Health Service (OHS), completion of the attached Medical History Form is not required.

If you are unable to keep this scheduled medical appointment, it will be your responsibility to cancel this appointment a minimum of 48 hours in advance by calling OHS at the above telephone number. Cancellations with less than 48 hours notice are subject to documentation of necessity, e.g., medical certification of illness.  You will be subject to the following actions if you fail to appear at a scheduled medical appointment (“no-show”) or do not cancel with 48 hours minimum notice:

A.
A no-show or late cancellation charge of $119.00.  This fee is subject to change.

AND

No future medical examination appointment will be scheduled until this fee is paid to the Department of Human Resources.

AND

You will be ineligible for all employment with the City and County of San Francisco until the fee is paid.

B.
If you fail to either keep a medical appointment and/or fail to cancel an appointment in a timely manner on two (2) separate occasions, in addition to the assessment of all fees, all eligibility for employment with the City and County of San Francisco will be cancelled.
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City and County of San Francisco Pre-Placement Medical Examination Process
You have been scheduled to have a pre-placement medical examination at the Occupational Health Service (OHS) at San Francisco General Hospital.  We are located in Building 9, (you may enter at 2550 - 23rd Street; turn right at the first hallway and register in Room 115).  Our telephone number is (415) 206-6581.

The OHS medical evaluation will consist of some or all of the following elements, depending on your job requirements and your health status:

1. Medical History Form (attached)

2. Physical examination

3. Additional testing (e.g. vision hearing, urine or blood testing, electrocardiogram

            testing, tuberculosis skin testing, pulmonary function testing)

The purpose of this medical evaluation is to determine whether there are any preexisting medical conditions that may impact your ability to perform in your position of employment with the City.  If you have any medical conditions/history that could potentially impact your performance, you may be asked to provide additional documentation and/or be requested that your current physician evaluate you further.  

Please complete the attached Medical History Form, and bring it with you when you come in for your examination.  All information you give will be kept confidential as required by law.  If you wish, we can release your medical information to you, your doctor, or other person you designate.  This will be done only with your written approval.

If you are not using public transportation to get to your appointment, please allow ample time for parking, since this is a problem in and around the hospital area.  A public parking garage is available (entrance at 24th Street, between Utah Street and San Bruno Avenue). 

 If you are delayed 15 minutes or more past your appointment time, you may be asked to return to your department's Personnel/Human Resources for rescheduling.

Thank you for your cooperation.

City and County of San Francisco 

Medical History Form













     Date

Please complete this form in advance and bring it with you to your medical appointment.

Class and Job Title: 












Department: 













Demographic Information
1. Print Name:                                                                                                                                                                                 





Last



First



Mi

2. Address:  Street 












                    City 



 State 



 Zip 





3. Telephone:  Home (       ) 



Work (       ) 


 


4. Birth Date:             /          /            

5. Place of Birth: 









month/day/year

6. Sex:
(  Male
    (  Female


7. Social Security # _______-_______-_______
8.  Do you have any current health problem(s) which could affect your ability to do the duties of the proposed job?

       ( Yes   ( No     If yes, please explain.  










9.  Do you have a history of health problem(s) which could affect your ability to do the duties of the proposed job?

       ( Yes   ( No     If yes, please explain.  










Name: __________________________________




   Print

10.  Do you have any symptom(s) which could affect your ability to do the duties of the proposed job?

       ( Yes   ( No     If yes, please explain.  










11.  Are you receiving treatment from a health care provider for any physical or psychiatric medical conditions that could affect            your ability to do the duties of the proposed job?

       ( Yes   ( No     If yes, please explain.  











12.  Do you have any medical restrictions that could affect your ability to do the duties of the proposed job?   (This includes                  restrictions due to both personal and work-related injuries or illnesses). 

       ( Yes   ( No  If yes, please explain.  











13.  List any medications, drugs, or other health supplements that you are currently taking (both prescribed and over-the-counter)         that could interfere with your ability to do the duties of the proposed job.

I certify that all the statements made in this questionnaire are true and complete.  I understand that any misstatements of material facts may subject me to disqualification or dismissal.

Signature  







Date  
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