
 

 
 
 
 SCREENING PATIENT INFORMATION 
 
 
 
ORGANIZATION: _______________________________________________ DATE OF VISIT:____________________ 
 
 
________________________________________________________________ DATE OF BIRTH:___________________ 
(FIRST NAME)                           (MI)                                 (LAST NAME) 
 
 
______________________________________________________________________________________________ 
(ADDRESS) 
 
 
______________________________________________________________________________________________ 
(CITY)                                                                        (STATE)                       (ZIP)                              (COUNTY) 
 
 
AGE_________ SEX  M   F  ETHNICITY   WHITE   BLACK     HISPANIC  ASIAN  NATIVE AMERICAN 
 
 
PHONE  HOME  (      )                                                                  CURRENT WORK  (      )____________________ 
 
 
SS #:___________________________   MARITAL STATUS__________  COUNTRY OF BIRTH_________________ 
 
 
NAME AND PHONE NUMBER OF YOUR PERSONAL PHYSICIAN  
 
 
IN CASE OF EMERGENCY NOTIFY  
 
 
ARE YOU A MEMBER OF A UNION?     YES       NO  UNION AND LOCAL #:   ___________________________ 
 
 

 

 
 

FOR OFFICE USE ONLY 
  IH INVOLVEMENT:    YES involved in planning and execution of screening 
  OTHERS AT RISK:  YES 
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Central New York 
Occupational Health Clinical Center 
(CNYOHCC) 
 
6712 Brooklawn Parkway  Suite 204 
Syracuse, NY  13211-2195 

Phone: (315) 432-8899  Fax: (315) 431-9528 
E-mail:  cnyohcc@upstate.edu 
www.upstate.edu/cnyohcc 


