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NIGHT WORKERS HEALTH ASSESSMENT QUESTIONNAIRE 
The purpose of this questionnaire is to gather preliminary information from workers who undertake night work.   With this information the Occupational Health service will identify the need for further assessment, so as to provide guidance on fitness to undertake night work.

	Surname


	Forenames

	Mr / Mrs/ Miss / Ms
	Date of Birth



	Employer


	Location

	Job Title:
	Date started post:



	Home Address:

	Post Code:

	Telephone No.:
	Mobile No.:

	National Insurance Number:

	Manager:                              


Please complete the following confidential form and return it in the addressed envelope.   However, if you would prefer not to complete the form, please sign the appropriate box at the end of the form and return the form to Occupational Health.

Health details: Please answer the questions below by placing a tick in the appropriate column.   If yes, please give details in the space provided or continue on separate sheet, if necessary.

	
	Yes
	No
	Details with approximate dates

	Do you have poor health?

Are you suffering from a medical or surgical condition for which you are awaiting or receiving treatment?

Do you currently have a medical condition for which you have not sought help?

Do you have diabetes?

Do you have epilepsy?

Do you have stomach or intestinal disorders?

Do you have a medical condition affecting sleep?

Do you have anxiety, depression or trouble with your nerves?

Do you have a heart, circulatory problem, or chronic chest problem?

Do you take any medication (prescribed or self-medicated)?

Do you smoke?

If Yes, please state how many per day.

Do you drink alcohol?

If Yes, please state how much per week.

How much sick leave, due to illness or injury, have you required in the last 2 years?   Please state reason.

Do you have any other health problems that may affect your fitness to work night shifts?

Do you consider yourself to be disabled?   (A physical or mental impairment which has a substantial and long term adverse effect on the ability to carry out normal day to day activities.)


	
	
	



Declaration – I declare that the above statements and information is true to the best of my knowledge

Signed …………………………………………………………………………Date …………………………………..
	Please indicate if you would like to meet with the Occupational Health nurse for further assessment to assess  suitability for night work
	YES / NO


Any other comments……………………………………………………………………………………...........
……………………………………………………………………………………………………………….......
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………

Declaration: I choose not to complete this form.





Signed ………………………………………………………………………. Date ………………………………
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