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Health/Driver Medical Questionnaire
What type of vehicles do you driver?
……………………………………..……………………………………..……………………………………..…………………………
Are there any seat of weight limits?
……………………………………..……………………………………..……………………………………..…………………………
Have you ever been found unfit for any type of driving?
……………………………………..……………………………………..……………………………………..…………………………

Health
Do you have any eye problems, eye disease, double vision or other problems with your vision?
……………………………………..……………………………………..……………………………………..…………………………
What do you wear? 
……………………………………..……………………………………..……………………………………..…………………………
Have you ever had any?
……………………………………..……………………………………..……………………………………..…………………………
Have you ever had any head injuries leading to loss of consciousness or brain operation?
……………………………………..……………………………………..……………………………………..…………………………
Have you ever had any diseases of the nervous system? (Including learning difficulties, MS, Parkinson's MND, cerebral palsy)
……………………………………..……………………………………..……………………………………..…………………………
Do you have persistent problems with memory, concentration or learning?
……………………………………..……………………………………..……………………………………..…………………………
Do you have difficulty in hearing normal conversation?
……………………………………..……………………………………..……………………………………..…………………………
Do you have diabetes?
……………………………………..……………………………………..……………………………………..…………………………
If you have diabetes, do you have hypoglycaemic attacks?
……………………………………..……………………………………..……………………………………..…………………………
Have you ever had serious mental health problems including SEVERE depression or SEVERE anxiety?
……………………………………..……………………………………..……………………………………..…………………………
Have you ever been treated or received support for alcohol or drug dependency?
……………………………………..……………………………………..……………………………………..…………………………
Do you understand you must not dive at work whilst under the effects of alcohol or drug? 
……………………………………..……………………………………..……………………………………..…………………………
Do you have any problems moving your arms, back, neck or legs?
……………………………………..……………………………………..……………………………………..…………………………
Do you have any problems moving your arms, neck or leg?
……………………………………..……………………………………..……………………………………..…………………………
Do you have any of the following heart or circulation problems:
……………………………………..……………………………………..……………………………………..…………………………
Have you ever had any serious problems with your kidney such as kidney failure? 
……………………………………..……………………………………..……………………………………..…………………………
Have you had any serious problems with your liver (alcohol liver disease, failure or Cirrhosis?
……………………………………..……………………………………..……………………………………..…………………………
Have you ever had any serious lung problems condition including respiratory failure?
……………………………………..……………………………………..……………………………………..…………………………
Have you ever had any serious lung condition including respiratory failure?
……………………………………..……………………………………..……………………………………..…………………………
Do you have sleep apnoea or any other condition which causes which causes excessive drowsiness?
……………………………………..……………………………………..……………………………………..…………………………

Question print record. 
Any medical conditions that you take regular medication for or receive specialist treatment?
……………………………………..……………………………………..……………………………………..…………………………

Do you have any other medical condition that may affect your ability to drive?
……………………………………..……………………………………..……………………………………..…………………………
Do you currently take any medication that you have not previously mentioned such as medications or substances that are not prescribed?
……………………………………..……………………………………..……………………………………..…………………………
Do you understand if you develop any of the above health problems that you must report them to your manager so that they can take OH advice about your fitness to drive at work? 
……………………………………..……………………………………..……………………………………..…………………………
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