MENDIP COUNTRY PRACTICE
CONFIDENTIAL PRE-EMPLOYMENT HEALTH QUESTIONNAIRE


Please complete all sections of this form as applicable, if not completed it may be returned to you 
BLOCK CAPITALS PLEASE (*Delete as appropriate) 

	Surname
	
	Former Name

(if applicable)
	

	
	
	
	

	First Name(s)
	
	Male/Female
	

	
	
	
	

	Title :   *Mr/Mrs/Ms/Miss/Dr
	              Date of Birth
	           /                /

	
	
	
	

	Home Address
	

	
	

	
	
	Postcode
	

	
	
	
	

	Home Telephone No
	
	Home email address
	

	
	
	
	

	Mobile Number
	
	          National Insurance No
	

	
	

	


	Were you born or have you lived outside of the UK for longer than 6 months?  *Yes/No              

If yes, please specify which countries and dates:




Please list all periods of absence from work or study in the last 3 years

	Date
	Duration of absence in days
	Reason for absence

	
	
	

	
	
	

	
	
	

	
	
	


 

Please provide as much information as possible for any declared conditions by attaching an additional sheet of paper if required. * delete as appropriate
	1. Do you need any special aids/adaptations to assist you at work whether or not you have a disability? The meaning disability as defined by the Disability Discrimination Act is “a physical or mental impairment which has a substantial and long term adverse effect on your ability to carry out normal day to day activities?”
                       *Yes/No

If yes please give details 

	2. Do you have any back problems or other musculo-skeletal problems which will cause difficulty with bending, lifting or standing for long periods?                                                                                    *Yes/No

Please give details, plus any periods absense


	3. Do you have a history of anxiety, depression, psychiatric disorder, stress related problems, eating disorders, drug/alcohol misuse, self harm or overdose?
                                                      *Yes/No

Please give details below, including dates, any periods of absence & treatment





	4. Do you take any regular prescribed medication?                     *Yes/No

If yes, please list medication & reason:



	5. Do you have any skin conditions, allergies to skin cleansing products, latex or other glove problems?







                                       *Yes/No
Please give details 


	6. Have you, at any time, experienced fits, faints or blackouts?    *Yes/No

Please give details including dates & treatment


	7. Have you ever had a positive test for any blood borne virus that could be transmitted by a contamination incident, e.g. HIV, Hepatitis B,  Hepatitis C?
                                                                         *Yes/No

Please give details 



	8. Do you have any other health issues which may affect your work in any way? *Yes/No
Please give details 



	9. Have you had contact with anyone in your family, whilst they have had Tuberculosis (TB)? *Yes/No
Please give details  
                                      ____________________________________________________________________________



	11. Have you recently coughed up blood, had profuse night sweats, been diagnosed with TB or had unexplained weight loss?  *Yes/No
Please give details  


	12.  Have you ever had chicken pox or shingles?                             *Yes/No




Immunisation record:

Not all of these immunisations will be relevant to your work but please complete what you can. 

Please enclose copies of all documented immunisation records and laboratory reports if available, you may need to contact your GP or OH for your immunisation record, otherwise you may be required to undertake these tests/vaccinations again.
	
	Please tick appropriate response
	Result
	Immunisation dates: please attach documented evidence form practitioner.

	Have you been immunised against Hepatitis B?
	( Yes

( No

( Not sure


	Antibody level = 

Please attach copy of laboratory reports
	Immunisation dates

1.                      2.

3.                      Boosters 



	Do you have an identified validated blood result showing your hepatitis B surface antigen/carrier status?


	( Yes

( No

( Not sure
	Core Antibody =

Surface Antigen =

Please attach copies of most recent laboratory report
	

	Have you been found to be a carrier of the hepatitis B virus? (surface antigen positive)
	( Yes

( No
	If yes: Please attach a copy of your most recent identified validated viral load laboratory report 
	

	If you have not had chicken pox, have you been immunised or had a blood test for varicella immunity?
	( Yes

( No

( Not sure
	Please attach copies of laboratory reports
	Immunisation dates

1.                        2.



	Do you have a TB/ BCG scar?
	( Yes

( No
	
	Immunisation date

1.

	Have you had a Heaf test or Mantoux test (TB skin test)?
	( Yes

( No
	Result:


	Test date

1.                         2.

	Have you been immunised against Diphtheria? 
	( Yes

( No
	
	Immunisation dates

1.                         2.

3.                         4.

	Have you been immunised against Polio?
	( Yes

( No
	
	Immunisation dates

1.                         2.

3.                         4.

	Have you been immunised against Tetanus?
	( Yes

( No
	
	Immunisation dates

1.                         2.  

3.                         4.          

5.                         

	Have you been immunised against Hepatitis A?
	( Yes

( No
	
	Immunisation dates

1.                         2.

	MMR details.

Is your date of birth on or after 01/01/1970?
	( Yes

( No
	If yes, have you been immunised against Mumps, Measles, and Rubella (MMR)

( Yes    ( No     ( Not sure
	Immunisation dates

1.                          2.

Please enclose documentary evidence of vaccinations

	Have you been tested for immunity to Rubella, Measles & Mumps?
	( Yes

( No

( Not sure
	If yes, please attach a copy of the laboratory reports
	



DECLARATION: I declare that the information on the form is true and complete.  I understand that any wilful misstatement or omission may render me liable to dismissal if engaged.  I am prepared to undergo a medical examination and/or chest x-ray and attend Occupational Health within 4 weeks of commencing employment for immunisation if necessary.  Disclosure of medical information to the examining Doctor by my present medical practitioner and any other who have examined me may be necessary and in these circumstances my permission will be sought in accordance with the Access to Medical Report Act 1988.


















Signature:……………………………………………………….     Date: ……………………………





Please ensure you have completed and enclosed the relevant vaccination evidence, if required.








