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NOTICE TO ALL E]VIPLOYEES

We are corulitted to ploviding Worker's Compensation benefits to all ernployees
y/1e 5ssfeiLr. related injury in accordance with Loriisiala Iaw.

If a work lelated injury or clisability is causecl or made lvorse by a"pre-existing",
Condition, R.B.T. Weldel's LLC may be able to seekpaltial reimbursemelt of tlie
Benefit dollals paicl to you, or on youlbehalf, &'om the Louisiana Second lnjriry Funcl,
Such reimbtttsentent lvould be macle tq R.B.T. "W.e1der''s 

LLC withorit reductioir in
benefits to you.

In older fot R.B.T. 'Welcler's 
LLC to be considered for reiilbursement fiom the

SECOND INJIIRY FIIND, it has to show that it knowingly irired or knowingly retainecl
the employee with apt'e-existing disability. To establish this act, R.B.T. Welcler.,s LLC
lequiles ali employees to comirlete the attached questionnaire.

l-he inforrnation obtained fiom the cluestiomaire will be kept CONFIDE}{TIAL
and ia,iIlnot be apafi of the erlplo5,ee's personnel fi1e. As you complete the altachecl
Questionnaile, you should be aware that:

FA]LURE TO ANSWER TRUTI.IFULLY N4AYR-ESULT IN
FoREFrru#EFil5?Yfi 

'1'ff 
R:"U?ffi 1.'ArIoN

I understald that tJrere is a requited ple ernployrnent cJlug scleell, and I may be
subjected to randonr drug screening druing my employment. I aiso understald that if
founcl positive I will be tenlinated.

I have read the foregbing notice and have co-mpleled the altached questiopaire to
the best of my knolvleclge, inforination, and belief.

Att appiiczurts must be able to speah and unclerstrurcl the English iangr-rage foi'
instluctions zLnd safety.

I certify that I ru:dersta.i:c1 oral and wrjtten comn:rinication in the English
Language.
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EMPLOYEE MtrDICAL IIISTORY QT]ESTIOTWATNN
FOR SECONI} IIqITURY FLIND PURPOSES

PLEASE A}ISWER TIIE FOLLO}YING QUESTIONS BY CIRCLING YES ORNO

1. I-Iave you ever hadadisease or disability arising fi'orn your occupation? 1-ES NO
If YES, please expiain:

2.I{ave you ever received workers' comi:ensation benefits fol al injuiy that
occru'red at work? \aES NO
If YES,lvhen?

Flor,v long were you otl cofirpeJ].sation?

Name ofErnployer:

Narne of Injriry:

3, I{ave you ever been rejectecl for employment, fursruance, or:rrilitaiy service
because of health? yES NO
If YES, please explain;

4. r7ave you ever had back tlouble ol injuy to yonl back, head or neck? yES No
If YES, i:lease explain:

5. Do you have any restrictions or' limitations upoll your physical activities? }IES NO
If yes, please explain:

6. What operations, accidents, broken bones, st'ains or serious illnesses have yoir had?



,.1

' I{ave you hacl any of the fbllor'ving? PUL a

X AmputaLion (foot, leg, arm, hand or

total loss of use thereof)

A:rkylosis of Joints

r\r'terioscielosis
Artlu'itis
Asthma
Back/Neclc Problem
Brain Damage
Cancer

Cardiac Disease

Cerebral Palsy
Cerebral Vascular Accident
Chronic I-Ieadaches

Chronic OsteornYelitis
Comilunicabie Disease

Cotlpt essecl Air S eqr-relae

Diabetes
Epilepsy
I-Iealt Condition
Fleavy Nletal Poisoning
Flemophilia
i{ighllow B lood Pr essure

I-Iodglcin's Disease

Hy:erinsuiinism
I(dney Disolder
Loss oJ. Sight (of one oi: both eYes

apartial ioss of uncon'ected visioti
of more than seventy-five perce;rt)

f,) for YES anci leave it blani( for NO

f Lort of Use of Limbs
I Mental Disorders
I Mentai Retardation
f Mr-rltiple Sclerosis

I Muscular DystrophY
[ ].{ervous Disotders
I Numbness of Extremities
I Parkinson's Disease

; Psych,oneurotic Disability
(following treatment in a
recognized medical or mentai
institution)

I Repetitive Motion Injury
I Residual Disability ftom Poiio
E Rheumatisrn

5 Ruptured Intervertebral Disc
tr Silicosis
tr Spinal Fusion
tr Sti'oke

Sugar in llrine
Sugical Removal of
Intervertebrai Disc

Thrombophiebitis
Thyroid Condition
"Trick" I(nee or Shoulder
Tuberculosis
Varicose Veins
Ionizing Radiation lnjurY
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If YES, please exPlail:

7. Do yori have any other'long-te::rn health problerus or aclvelse physical conditions?
YES NO

If YES, please exPlain:

Signalure:

Name Printed:

Date:


