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MEDICAL QUESTIONAIRE 
Note. This document must only be used after you have made an offer of employment to an individual; it should not be sent out with a job application form.
STRICTLY CONFIDENTIAL

For the purposes of the Company’s health and safety obligations, candidates who have been offered employment with the Company must complete this form.
TO BE COMPLETED BY EMPLOYEE/MANAGER	
	TITLE DR/MR/MS/MRS/MISS/OTHER: 

	SURNAME: 

	FORENAMES: 

	TICK AS APPROPRIATE:
MALE    |_|                  FEMALE |_|
	DATE OF BIRTH: (DD/MM/YYYY)

	POSITION APPLIED FOR: 

	HOW MANY HOURS PER WEEK WILL THE EMPLOYEE WORK?


	
	WILL THE EMPLOYEE WORK NIGHTS?      
YES |_|       NO |_|

	SECTION THE EMPLOYEE WILL BE ASSIGNED TO:
	

	NAME OF MANAGER FITNESS FOR WORK REPORT TO BE SENT TO:
	

	NAME OF LINE MANAGER

	



DOES THIS POSITION REQUIRE REGULAR HEALTH ASSESSMENTS?  YES |_|       NO |_|


KNOWN RISKS - TO BE COMPLETED BY MANAGER 
	
	PLEASE TICK IN THE FIRST COLUMN IF THE WORK INVOLVES:-

	|_|
	REGULAR LIFTING

	|_|
	WORKING AT HEIGHTS/ON LADDERS

	|_|
	CONFINED SPACES

	|_|
	MAINLY INDOORS

	|_|
	SEDENTARY/SEMI-SEDENTARY

	|_|
	DRIVING DUTIES

	|_|
	LGV/PSV VEHICLES

	|_|
	LICENSED TAXI

	|_|
	AGRICULTURAL/HORTICULTURE/GARDENING WORK

	|_|
	REGULARLY OUTDOORS IN ALL WEATHERS

	|_|
	SHIFT/NIGHTS

	|_|
	WORK NEEDING HEARING PROTECTION

	|_|
	POWERED VIBRATING TOOLS

	|_|
	REGULAR BENDING

	|_|
	REGULAR OR PROLONGED STANDING

	|_|
	REGULAR WALKING ON UNEVEN GROUND

	|_|
	FOOD PREPARATION/CATERING

	|_|
	MANUAL CLEANING/SWEEPING/DOMESTIC DUTIES

	|_|
	RESIDENTIAL/DAY CARE WORK

	|_|
	HOME CARE WORK

	|_|
	WORK WITH STUDENTS/CHILDREN

	|_|
	SIGNIFICANT USE OF COMPUTERS (DES REGS.)

	|_|
	CONTACT WITH HAZARDOUS SUBSTANCES (COSHH REGS., INCLUDES SEWERAGE, BODY FLUIDS/BLOOD)

	|_|
	PHYSICAL/SPORT/LEISURE DUTIES

	|_|
	HIGH MENTAL STRESS CONTENT

	|_|
	WORKING WITH CHALLENGING BEHAVIOUR

	|_|
	WORKING WITH ASBESTOS



TO BE COMPLETED BY EMPLOYEE
	
Have you ever had:
	
*delete as applicable
	
Additional information to “Yes” response


	Tuberculosis, asthma, bronchitis or chest problems?
	*Yes/No
	

	Chest pain, heart condition or raised blood pressure, a stroke?
	*Yes/No
	

	Epilepsy, blackouts or fits of giddiness?
	*Yes/No
	

	Depression, mental illness or nervous breakdown?
	*Yes/No
	

	Rheumatism or arthritis?
	*Yes/No
	


	Back trouble?
	*Yes/No
	


	Typhoid, paratyphoid or other gland trouble?
	*Yes/No
	

	Digestive or bowel disease?
	*Yes/No
	


	Diabetes, thyroid or other gland trouble?
	*Yes/No
	

	Bladder or kidney trouble?
	*Yes/No
	


	Dermatitis or skin trouble?
	*Yes/No
	


	Allergies?
	*Yes/No
	


	Do you have any problems with your sight that are not corrected by glasses?
	*Yes/No
	

	Do you have any problems with your hearing?
	*Yes/No
	

	Any other accident, operation or illness in the previous five years?
	*Yes/No
	

	Have you any reason to believe you may be infected with any communicable disease?
	*Yes/No
	

	Any other current or recent medical condition or treatment which might affect your attendance or performance at work?
	*Yes/No
	

	Do you intend to work night duties on a regular basis?

	*Yes/No
	

	For how many days has sickness or illness prevented you from attending work in the last year?
	

	Any illness or medical condition that prevented you from attending work on your normal duties or activities for more than one week during the past year?
	*Yes/No
	

	Any physical or mental impairment which has a substantial and long term effect on your ability to carry out day to day activities?  If yes, please specify any special adjustments required in relation to work.
	*Yes/No
	



Protecting your data
We require this information in order to [insert details eg confirm the condition of your employment offer is fulfilled, that being the provisions of a satisfactory health check/to determine whether any reasonable adjustments are required in order for you to fulfil your role].
This information will help us to make decisions about [insert as appropriate eg confirming your employment/your working arrangements etc] with the fullest information available to us.
Using the information you have provided in this questionnaire will involve our processing of special categories of data about your health and this is governed by data protection legislation. 
We may only process your data where a lawful basis applies. In respect of the data to be processed as part of the medical examination and report process, we rely on the lawful basis of [insert basis].

This data will be handled in line with our data protection policies and any obligations imposed by current data protection legislation.
[bookmark: _Hlk100830777]I consent for the information on this form to be processed in accordance with the above.  
	Employee signature:


	Date:




Employee declaration:
The information I have provided above is true to the best of my knowledge and belief.
	Employee signature:


	Date:




Next of kin
	Name of next of kin:

	Relationship to you:

	
Telephone number (landline):

Telephone number (mobile):

Email address:




Access to medical records
In accordance with the Access to Medical Records Act 1988, we require your consent before we may contact your GP or other medical professional concerning your state of health. Please complete the details below which will signify your agreement to such contact taking place.

	Provision of consent:
I hereby give my consent to ……………………………….. to contact my GP in order to ascertain the current state of my health.


	GP name:


	Practice address:




	Practice telephone number: 


	Employee signature:


	Date:
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