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	ALASKA DEPARTMENT OF LABOR & 
     WORKFORCE DEVELOPMENT
Division of Workers’ Compensation
P.O. Box 115512, Juneau AK 99811-5512
TEL: 907.465.2790 ( FAX: 907.465.2797
	AS 23.30.121 FIREFIGHTER’S PRESUMPTION
LUNG & HEART PHYSICAL EXAMINATION AND CANCER SCREENING FORM

	

	NOTICE TO FIRE DEPARTMENTS: This form is not intended to replace medical history and medical evaluation forms used by fire departments to determine a firefighter’s physical capacities and fitness to perform firefighter duties.

	To the Firefighter: Please complete this form prior to your examination(s) and present the completed form to the medical examiner(s).

	Name (Last, First Middle)
	Age
	Date of Birth

	     
	     
	     

	Address
	Organization/Employer

	     
	     

	Personal Physician’s Name
	Occupation

	     
	     

	PHYSICAL

	

	
	HEIGHT:
	     
	BLOOD PRESSURE:
	      
	/
	     
	

	
	
	
	
	
	

	
	WEIGHT:
	     
	OVERWEIGHT:
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO
	

	
	
	
	
	
	

	
	
	
	COTININE LEVEL:
	     
	

	

	LUNGS

	
	
	

	
	CHEST X-RAY
	

	
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	
	

	
	PULMONARY FUNCTION TEST
	

	
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	
	

	
	STETHOSCOPE EXAMINATION OF THE LUNGS
	

	
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	
	

	CARDIAC

	
	
	

	
	HEART EXAMINATION
	

	
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	
	

	
	STETHOSCOPIC EXAMINATION OF THE HEART
	

	
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	
	

	
	EKG
	

	
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	
	

	
	STRESS EKG*
	

	
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	
	

	
	*If 40 years old or older or if abnormalities with resting EKG and no contraindications to performing test exist.
	

	
	
	

	
	TRIGLYCERIDES:
	     
	CHOLESTEROL:
	     
	URINE GLUCOSE:
	     
	

	
	
	

	FIREFIGHTER’S PRESUMPTION LUNG & HEART PHYSICAL EXAMINATION AND CANCER SCREENING FORM (continued)

	Name (Last, First Middle)
	Organization/Employer

	     
	     

	CANCER SCREENING

	
	NEUROLOGICAL EXAMINATION*
	

	
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	PHYSICAL EXAMINATION*
	

	 
	NERVES
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	AREAS OF BRAIN WHICH CONTROL:
	
	
	

	
	EYES
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	FACE
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	EQUAL STRENGTH
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	Both sides of body
	
	
	
	
	

	
	EQUAL SENSATION
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	Both sides of body
	
	
	
	
	

	
	COORDINATION
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	BALANCE
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	MEMORY
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	JUDGMENT
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	EYES
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	For signs of increased pressure in the skull
	
	
	
	
	

	
	VISUAL SCREENING
	NORMAL:
	     
	**ABNORMAL (specify):
	     
	

	
	For malignant melanoma
	
	
	
	
	

	
	PALPATION OF LYMPH NODES
	NORMAL:
	     
	**ABNORMAL (specify):
	     
	

	
	For Non-Hodgkin’s Lymphoma
	
	
	
	
	

	
	DIGITAL RECTAL EXAM
	NORMAL:
	     
	**ABNORMAL (specify):
	     
	

	
	PROSTATE SPECIFIC ANTIGEN TEST
	NORMAL:
	     
	ABNORMAL (specify):
	     
	

	
	
	
	
	
	
	

	
	*If findings are not normal, refer Firefighter for a CAT Scan to determine if a brain tumor exists.
**If examination findings are non-conclusive, further diagnostic studies, as recommended by examining physician.
	

	
	COMPLETE BLOOD COUNT***
	

	
	LEUKEMIA:
	     
	NON-HODGKIN’S LYMPHOMA:
	     
	

	
	CHEMICAL ANALYSIS OF BLOOD***
	

	
	KIDNEY CANCER:
	     
	NON-HODGKIN’S LYMPHOMA:
	     
	

	
	COMPLETE BLOOD COUNT***
	

	
	LEUKEMIA:
	     
	NON-HODGKIN’S LYMPHOMA:
	     
	

	
	URINALYSIS***
	

	
	BLADDER CANCER:
	     
	URETER CANCER:
	     
	

	
	KIDNEY CANCER:
	     
	PROSTATE CANCER:
	     
	

	
	***If recommended by examining physician, further diagnostic studies may be ordered.
	

	
	It is recommended you contact your personal physician for advice concerning correction of: 
	     
	

	
	
	
	

	
	Examiner’s Signature:
	Date:
	     
	

	
	Employee: Please sign one copy of this form and submit it to your employer.
	

	
	Employee’s Signature:
	Date:
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