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Dear candidate,

As part of the recruitment process, we need to assess what needs you may have.   This is part of our commitment to you, should you be appointed to the position for which you have applied.
Due to the nature of the role you have applied for, you are required to complete the full health questionnaire.  Completed forms should be returned electronically to: occupational.health@northyorks.gov.uk or by post to Health and Wellbeing Services, County Hall, Northallerton, North Yorkshire, DL7 8BR.

This forms part of your employment checks therefore it is imperative that you complete and return as soon as possible in order to avoid any delays in your appointment.
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Regards,
Rob Campbell

Headteacher, Ravensworth CE Primary

SECTION 1

Please read the following statements and tick A or B at the end of the five statements.

· Do you need any special aids/adaptations to assist you at work, whether or not you have a disability?

· Do you have a medical condition or disability which may affect your ability to carry out your proposed work?

· Are you having, or waiting for, treatment or investigation of any kind at present?

· Have you ever left a previous employment through ill-health or a work related injury or condition?

· Do you have any back, neck or joint problems causing difficulty with standing, walking, bending, lifting or stair climbing?


A. I would answer yes to one or more of the above

B. None of the above applies to me

PLEASE ONLY COMPLETE SECTION 2 OF THE FORM IF YOU HAVE ANSWERED YES TO ONE OR MORE OF THE QUESTIONS STATED ABOVE.

EMPLOYEE HEALTH AND WELLBEING SERVICES

PRE-EMPLOYMENT HEALTH QUESTIONNAIRE
	Part 1
I would like to request that a pre-employment health assessment be undertaken for the purpose of safe job placement for the following applicant.

	Applicants name: 

	Job title: Class Teacher

	Directorate:
CYPS



Location: Ravensworth CE Primary

	Full time [    ]


Part time [ ( ]


Contracted hours [     ]

	Will the applicants’ duties involve any of the following:

Working with children

((


Working in a noisy area

(
Handling chemicals


(


Manual handling


(
Working at heights


(


Night workers


(
Body fluid eg blood, urine)

(


Driving



(
Working with computer screen
((


Excess dust or fumes

(
Noise above 80 dB/A

(


Use of vibrating equipment

(
Handling/preparing food

(




Medical clearance to be sent to:  recruitment@northyorks.gov.uk
(completion essential )








  HWBS Admin use only

   Fit Slip to Recruitment





     Date:
WHAT THIS QUESTIONNAIRE IS ABOUT

Important: Please read the following notes before proceeding to complete each section of this questionnaire.  If you have any questions when completing this questionnaire, please contact Health and Wellbeing Services on 01609 532293 and ask to speak to an Occupational Health Adviser.

Purpose of the questionnaire: The purpose of the pre-employment screening is to ensure, as far as possible, that you are fit for post you have applied for, and that the work activities you will be required to undertake will not pose an unreasonable risk to your health.  Questions are asked about your past and present health.  Your (prospective) employer will be notified whether you are fit to carry out the duties of the post offered and any support you may require to perform effectively

Confidentiality: All information provided by you in completing this questionnaire will be treated in the strictest confidence by the occupational health clinical team.  Please answer all the questions as fully and accurately so that your fitness for employment can be assessed objectively and promptly.

Pregnant Workers:  Because of the responsibility of your employer under the EC Directive on pregnant worker (92/85/EEC), and in order to comply with the Health and Safety Executive Guidance ‘New and Expectant Mothers at Work’, it is the responsibility of the employee to inform their employer, in writing, of their pregnancy (or intention to become pregnant in certain working conditions) and any issues relating to this that may impact on their health and safety at work.

DECLARATION

I declare that the information I have given on this form is true to the best of my knowledge and belief.  I understand that a failure to provide information and/or a submission of inaccurate information relating to my health may result in breach of contract and disciplinary action being taken which would lead to dismissal.

I am willing to undergo a medical examination if necessary.

I also consent to Occupational Health relaying a condition I have that may fall under DDA 1995 (2005) to my employer.

Applicant’s signature





Date

____________________________________________
___________________________

SECTION TWO

Please answer all of the following questions.  If you answer YES please give details on the following page.
	
	
	YES
	NO
	DON’T KNOW

	1
	Have you ever seen a doctor in the last year for any kind of health problem?
	
	
	

	2
	Are you having, or waiting for, any treatment or investigations of any kind at the moment?
	
	
	

	3
	History of blackouts, fits, or epilepsy?
	
	
	

	4
	Do you have diabetes, thyroid, or gland problems?
	
	
	

	5
	Have you ever failed a medical or health screen or had any special conditions imposed for any employment eg disability diagnosed as under the Disability Discrimination Act.  If yes please give details on the following page
	
	
	

	6
	Have you ever been retired on grounds of ill health from any employment?  If yes please give details on the following page
	
	
	

	7
	Are you taking any medication (excluding contraception), injections, creams/ointments?  If yes, please state type and dose and reason for taking
	
	
	

	8
	Have you ever had a mental health problem of psychiatric illness eg nerves, phobias, stress, anxiety, depression, eating disorders, anorexia or bulimia?
	
	
	

	9
	Have you ever deliberately harmed yourself in any way?
	
	
	

	10
	Have you ever had a drug or alcohol dependency or misuse including prescription drugs or recreational drugs?
	
	
	

	11
	Do you have any skin problems or allergies including latex allergy (eg eczema, asthma or dermatitis) or an adverse reaction to any medication of substance?
	
	
	

	12
	Do you have any health condition or injury caused or made worse by work?
	
	
	

	13
	Do you have any other medical condition that may affect you ability to perform the proposed job?
	
	
	

	14
	Have you a sensory problem such as hearing or sight problems not corrected by adaptive aids such as hearing aids, glasses or contact lenses, and/or a speech or communication difficulty?
	
	
	

	15
	Do you have any musculo-skeletal conditions that affect you ability to perform work tasks (including recurrent back pain, or hand, arm or shoulder problem) ie back, neck or joint problems
	
	
	

	16
	Have you any difficulty with any of the following activities?
	
	
	

	
	a) Standing
	
	
	

	
	b) Walking
	
	
	

	
	c) Sitting
	
	
	

	
	d) Stair Climbing
	
	
	

	
	e) Lifting
	
	
	

	
	f) Driving
	
	
	

	
	g) Kneeling, squatting, bending
	
	
	

	
	h) Manual dexterity
	
	
	

	
	i) Co-ordination
	
	
	


If your role entails driving on behalf of the organisation (this does not include to and from work or to meetings) please complete the additional questions, if you answer yes to any of the questions please give details on the following page:-
	17
	Have you developed or suffered from heart attack, heart disease, angina or chest pain?
	
	
	

	18
	Have you developed or suffered from high blood pressure?
	
	
	

	19
	Do you suffer with any sleep disorders?
	
	
	

	20
	Have you developed or suffered from severe chest or lung condition, asthma or chronic obstructive airways disease?
	
	
	

	21
	Have you had any serious operations or illness?
	
	
	


In this section please give details of the questions to which you have answered YES. 

	Question number
	Details

	
	

	
	

	
	

	
	

	
	

	
	


Please continue on a separate sheet of paper if necessary.
	Disability Discrimination Act (DDA): The Health and Wellbeing Service operates and advises in accordance with this Act.  A physical or mental impairment which has a long-term adverse effect on a person's ability to carry out day-to-day activities including work. If you have a condition that may fall under the scope of this Act we may need to advise your manager on suitable workplace adjustments.

Do you have a disability?


YES / NO



Additional information for Occupational Health use only

Assessment form to include: Brief summary of medical condition, treatments and effects on activities of daily living.

	1.



	2.



	3.



	4




	Action Required
	Yes
	No
	OHA Initials
	Admin Initials

	Skin – Add to health surveillance spread sheet
	
	
	
	

	Audiometry – Add to health surveillance spread sheet
	
	
	
	

	Baseline audiometry appointment required
	
	
	
	

	Consent - required to obtain further medical information
	
	
	
	

	Contact Occupational Health office letter required
	
	
	
	

	Display Screen Equipment eyesight test only
	
	
	
	

	Spirometry test
	
	
	
	

	Hand Arm Vibrations assessment
	
	
	
	

	Working at heights
	
	
	
	


Signed……………………………..         Designation………………………………

Date………………………………..
Part 2: To be completed by the Applicant





Surname_____________________________	Address: _________________________________





First Name ___________________________	 ________________________________________


 


Gender	Male / Female				Postcode_________________________________


							


Maiden / Previous Name				


_____________________________________	Home Tel ________________________________	





D.O.B _______________________________	Work Tel _________________________________





Email ____________________________	Mobile _______________________________








HWBS Admin Use only





Personal Details:





Name: 						Job Title: 


DOB:   


Address:						Directorate: 











Postcode:	





HWBS Admin Use only





Screening Questionnaire received				(Date)








No to screening questions / Yes to screening questions (delete as appropriate)








Further action: 	PEQ to OHA    		(Date) 





			Recruitment - No to screening questions 	(Date)








HWBS – OHA use only


Pre-employment questions received	(date) 





Action/Advice





Further information required – Letter to Contact OHA


GP Report required


OHA appointment


OHP appointment





Fit for role – with adjustments					DDA likely?














Occupational Health Adviser signature:				Date:











