PRE-EMPLOYMENT HEALTH QUESTIONNAIRE

This pre-employment health questionnaire is required to be completed by all persons prior to taking up employment with the company. The appointment to any post within the company is conditional upon receiving a satisfactory medical report. In most cases the questionnaire will be sufficient to confirm medical suitability for employment. However, in a very few instances, the company may need to make further enquiry of an individual or may require a medical examination.

The company is bound by Health and Safety at Work Regulations which require the company to make assessments of risks to which employees may be exposed at work and the fitness of an employee to carry out that work.  In addition the provisions of the Disability Discrimination Act 1995 require a prospective employer to make, where appropriate, reasonable adjustments to enable a suitably qualified applicant to take up proposed employment.

This questionnaire should be completed as fully as possible.  The information will be treated in confidence by the company.

Please complete in BLOCK CAPITALS


STRICTLY CONFIDENTIAL
	Application for the post of
	

	Start date
	

	Type of employment
	


	Title
	

	Surname
	

	First names
	

	Date of birth 

(dd/mm/yy)
	

	Address
including Post code
	

	Sex
	(  Male

(  Female

	Contact telephone number
	

	Email address
	


Medical History
Please complete the following questions by ticking the appropriate box. 

Have you ever suffered from any of the following illnesses?

	
	Yes
	No
	If yes, please give details

	Visual defects/eye conditions (including colour-blindness)
	
	
	

	Hearing defects/ear conditions
	
	
	

	Severe anxiety, depression, other psychiatric disorder
	
	
	

	Paralysis or other neurological disorder
	
	
	

	Fainting attacks, blackouts, epilepsy or fits
	
	
	

	Recurrent headaches, migraine
	
	
	

	Vertigo, giddiness or tinnitus
	
	
	

	Heart disease, high blood pressure
	
	
	

	Asthma, bronchitis, tuberculosis or other chest disease
	
	
	

	Peptic ulcer or other digestive or bowel disorder
	
	
	

	Liver disorder
	
	
	

	Kidney or bladder problems
	
	
	

	Cancer
	
	
	

	Recurrent backache, arthritis, rheumatism
	
	
	

	Any blood disorder
	
	
	

	Eczema, dermatitis, other skin conditions
	
	
	

	Diabetes, thyroid or other gland problems
	
	
	

	Hay fever, allergies to drugs, animals etc
	
	
	

	Any recurrent infections
	
	
	

	Any impairment of immunity to infection
	
	
	

	Varicose veins causing trouble
	
	
	

	Hernia
	
	
	

	Any alcohol or drug related problems or illness
	
	
	

	Any other medical condition, physical or mental not mentioned above
	
	
	

	Allegies
	
	
	


Have you

	
	Yes
	No
	If yes, please give details

	Ever undergone a surgical operation or been admitted to hospital for any reason?
	
	
	

	Stayed away from work or school in the past 2 years as a resut of an illness or injury for more than one week?
	
	
	

	Consulted a doctor in the past 5 years for anything other than minor illneses?
	
	
	

	Ever been or are registered as a disabled person?
	
	
	

	Ever claimed a disability pension?
	
	
	

	Changed your job for health reasons?
	
	
	

	Had an accident or illness that is still affecting you?
	
	
	

	Suffered from an industrial disease/accident?
	
	
	

	Had a chest X-ray in the past 12 months? - if so state place / date / result
	
	
	

	Been vaccinated against:

     German measles

     Tuberculosis?
	
	
	


Present Health Status

	
	Yes 
	No
	If yes, please give details

	Are you currently in good health at the present time?
	
	
	

	Are you at present attending a doctor or hospital for any reason?
	
	
	

	Are you taking any medication or treatment prescribed by a doctor or hospital?
	
	
	

	Do you have any eyesight defects other than use corrected by glasses?
	
	
	

	Do you have any hearing problems?
	
	
	

	Do you have any defect of speech or communication problem?
	
	
	

	Do you have any physical disability necessitating special aids or requirements for access to premises?
	
	
	

	Do you have any other relevant health problems?
	
	
	

	

	Present Doctor (if none state ‘None’)

	Name
	

	Address 
including Post code
	

	Telephone Number
	


Declaration
1. I declare that, to the best of my knowledge, the information I have given is correct.

2. I understand that I may be required to attend a medical examination.

3. I understand that failure to disclose relevant information or giving false information may result in termination of my employment.
4. I agree to pay my doctor/medical practioner the fee that he/she may charge for a medical report.

	Signed
	

	Name (please print)
	

	Date
	


MEDICAL REPORT CONSENT FORM

Important note – Please read before signing below

The provider is seeking your consent to apply to a doctor or other medical practitioner with knowledge of your health for a report giving information about your health. You are not obliged to give consent to such an application being made but without it the provider may not be able to establish to their satisfaction your mental and physical suitability. Failure to consent could, then, lead to the applicant being refused employment. Before you sign in the space below you should be aware that you have certain rights under the Access to Medical Reports Act 1988.

In Summary these rights are:

1) To withhold consent for an application to be made to a doctor.

2) To see a medical report before it is supplied to the provider.

3) To ask the doctor to amend any part of the report which you consider to be inaccurate or misleading.

4) If a doctor declines to amend the report, to attach a written statement giving your views on its contents OR

5) To withhold your consent to the report being supplied to the provider.

NB. The doctor may withhold from you sections of the report if s/he is of the opinion that you would be seriously harmed by seeing it.

The enclosed notes set out in detail your rights under the Act and the procedures for applying them. Please read the whole of the enclosed notes before signing below.

Declaration

I have been informed of my statutory rights under the Access to Medical Reports Act 1988 and hereby give my consent for the provider to apply for a report giving medical information from a doctor who has been responsible for my physical or mental health care.

I understand that this consent form will be copied to that doctor and shall have the validity of the original.

I understand that the provider will treat the report in confidence.

I do not/do* wish to see the medical report before it is sent to the Provider.

Signed  ______________________________  Date  _______________________
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