PRE-EMPLOYMENT HEALTH QUESTIONNAIRE

SECTION A
TO BE COMPLETED BY MANAGER  WITH THE PROSPECTIVE EMPLOYEE
Prospective Employees Name:...................……………………………...........

Job Title:.........................…….................... Based at:............….……………..

Please tick where applicable

Admin/clerical      Professional    Technical      Craft    Manual 
Working with Children  Personal care of Adults  Driving 
Are there any additional risks associated with this post  Yes/No* If Yes, please give details:....................................................................................
Full Time      Part Time    Job Share    Casual    Supply    Permanent   Temporary  Job transfer  Shifts   Night Work                            

Start Date (If Known)      ............................................................                            

Are you aware of any health problems or a disability that this prospective  employee has which may affect their ability to work safely? Yes/No * If Yes, please give details:....................……..............……..
Do you know of any adjustments that need to be made to the workplace prior to this person starting work? Yes/No* If Yes, please give details:....................................................................................
Signed................................................... Print Name.....................................

Contact Telephone Number..............………….........Date................................

Please read this important information before completing the questionnaire
Why am I required to complete a health assessment form?

 It assists <ORGANISATION> in fulfilling its responsibilities under health and safety legislation.

 Allows you to be appointed into a job which will protect yours and others health and safety at work, as far as is reasonably practicable.

 To allow us to assess your health, safety and well-being in relation to your proposed employment and identified medical condition.

How much information am I required to give about my health condition?

As much as possible, please include information about

 Dates and length of time you have experienced your condition.

 Details of medication you are taking including its name and any side effects you may have been experiencing.

 Details of other treatment you are receiving e.g. hospital treatment, physiotherapy, alternative therapies

 Details of adjustments (such as special equipment/needs) you may require at work to help you work more safely.

 How the condition affects you now

 This information helps us to process your form with minimal delay.

 You may however be contacted by an health advisor by telephone or letter to discuss your condition further.  

 Occasionally it is necessary to ask you to attend an appointment with an doctor appointed by <ORGANISATION>, or to write to your General Practitioner for a report about the medical condition you have identified. 

 Before we refuse anyone a job on medical grounds we will consult them, and we will consider their ideas on how we can overcome any problems.

     How will my form be treated?
 In the strictest of confidence.  Records about your health will not leave this unit without your written permission.  The form will be securely stored for ten years and then shredded unless it subsequently becomes part of your Occupational Health record.
 Equality - <ORGANISATION> operates an equal opportunities policy which means that regardless of disability, gender, age (under 65), sexuality, colour, creed, ethnic, or national origin, marital status, trade union activity or responsibility for dependants you will have equal access to jobs regardless of these factors.
What will happen once a decision has been made about my fitness to work?
 Your manager will review the information and contact you, normally in writing, if there are further issues to resolve.

 Please check that you have read all of the information on this sheet and that you have answered all of the questions and given details asked of you on the form in Section B.

SECTION B
TO BE COMPLETED BY THE PROSPECTIVE EMPLOYEE 
Please ensure you read this form carefully. You MUST complete section B and give details and dates where applicable. Please write in block capitals and use a black ball point pen. 
 Should you have any difficulties or queries, please ring us on tel: XXXX XXX XXXX.  

The information you provide in this questionnaire is confidential and will not be disclosed to anyone without your permission.  However, based on the information you provide, an assessment of fitness for the job will be made and the result conveyed to the management.  

Please provide as much information as possible about your health or disability. We may contact you if further information is required.
Surname..............................................................D.O.B..................................... Forenames..........................................................N.I. No...................................
Address..........................................................................................................................................................................................................................................
 ...........................................................................Post Code..............................

Telephone No................................. Mobile Telephone no............................…..
Proposed Job .....................................................
General Practitioner................................................................................….…
Name. Dr............................................ Telephone number.............................. Address..............................................................................................................
...................................................................................................................................................................................................Post Code..........................…….

PAST JOB HISTORY
7. Please list ALL previous jobs you have held during the past 10 years

	Job Title
	Date Started
	Date Left

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


MEDICAL HISTORY
PLEASE ANSWER ALL THE FOLLOWING QUESTIONS.

Please answer the questions below by placing a  in the appropriate column.  If yes, please give details including treatment, investigations and how your condition affects you now in the space provided or continue overleaf, if necessary.

	
	Yes
	No
	Medical details with dates

	1. Have you had a medical assessment for a job previously?  
If yes, please give details
	
	
	

	2. If yes, were you passed fit without any medical restrictions imposed on your conditions of work?  
	
	
	

	3. Have you ever been retired on medical grounds, changed jobs or had to give up work due to ill health or injury?

If yes, please give details
	
	
	

	4. Have you ever worked with anything, which may cause a risk to your health?

If yes, please give details
	
	
	

	5. Have you ever suffered from any occupational/work related illness or allergies.

If yes, please give details
	
	
	

	6. Do you consider yourself to be disabled?

If yes, please give details
	
	
	

	7. Do you need any adjustments to your workplace because of a disability or your health?
	
	
	

	8. Please state how many days sickness absence you have had over the previous two years and state the reasons for this absence.
	
	
	

	9. Are you currently suffering from a medical or surgical condition for which you are receiving treatment and/or awaiting a medical/surgical appointment?  (treatment includes physiotherapy, psychotherapy, counselling, etc.)
	
	
	

	11.  Have you taken any
medication prescribed by your doctor in the past 2 years. Are you currently taking any medication

If Yes, please give details
	
	
	

	12. Do you suffer from a health problem i.e. mental or physical or both?

If yes please give details.
	
	
	

	13. Do you currently have a medical condition for which you have not sought the help of a health professional?
	
	
	

	14. Are you in good health at this time?
	
	
	


VACCINATION HISTORY
Have you been immunised against the following?

	
	Yes
	No
	Date
	Date of Booster

	Poliomyelitis
	
	
	
	

	Rubella
	
	
	
	

	Tetanus
	
	
	
	

	Tuberculosis (T.B.)
	
	
	
	

	Hepatitis B
	
	
	
	

	Any other vaccines (specify)
	
	
	
	


Additional prospective employee health information:
.....................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

DECLARATION

I certify the answers to the above questions are correct to the best of my knowledge and I consent to a health assessment if required. I understand that the result of this assessment will be given to management but that personal medical information will not be released without my informed consent.

I understand that further information may be required from my General Practitioner if considered necessary. If this occurs I understand it will only be obtained with my consent and this will be within the provisions of the Access to Medical Reports Act 1988.

I have answered all the questions on this form and given medical details where applicable.                                                       Yes  
Signature.......................................................Date..............................................

Print name........................................................

Occupational Health Outcome  (To be completed by Manager)



Fit



Yes  No   
Fit with advice

Yes  No   
Advice requested
....................................................

General Practitioner letter   Yes 
Please return the completed form to <ADDRESS OF ORGANISATION>.

Please note this form will be returned to you for completion if incorrectly completed.
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