
Occupational Health Questionnaire 
	Surname:
	
	
	
	Job Title:
	
	

	Forenames:
	
	
	
	
	
	
	

	Title:
	Mr
	Mrs
	Miss
	Ms
	
	Department:
	
	

	Date of Birth:
	
	
	
	
	
	
	

	Sex:
	Male
	Female
	
	
	
	

	
	
	
	
	

	
	Home Address:
	
	
	
	Line Manager:
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	Hours of Work per Week:

	
	Home Tel No:
	
	
	
	Full Time
	

	
	Mobile Tel No:
	
	
	
	Part Time
	

	
	e-mail address:
	
	
	Shift Pattern
	 

	
	
	
	
	

	
	Name of GP:
	
	

	
	Address of GP:
	
	

	
	
	

	
	
	

	
	Tel No.:
	
	


Your Health

Please answer the following questions to the best of your ability.  If you answer ‘yes’ to any question, please give appropriate details in the space provided or in the box below.  Please include relevant dates, treatments and lengths of absence from work etc.  You may be contacted for further information or asked to attend for a medical assessment, which would be conducted by a specialist Occupational Practitioner.
Have you ever suffered from, or been treated for, any of the following:
	CONDITION
	YES
	NO
	DETAILS: Dates etc.

	Heart conditions or disease (incl. high blood pressure)
	 
	
	 

	Circulatory conditions e.g. varicose veins
	
	
	

	Conditions of the stomach or bowels
	 
	 
	 

	Conditions of the kidneys or bladder
	 
	 
	 

	Ear conditions (e.g. hearing difficulties)
	 
	 
	 

	Skin conditions (e.g. dermatitis, eczema, sensitivities, allergies)
	 
	 
	 

	Conditions of the lungs (e.g. asthma, bronchitis, TB)
	 
	 
	 

	Do you ever become short of breath?
	
	
	

	Fits or epilepsy 
	 
	 
	 

	Headaches/migraines/fainting spells
	 
	 
	 

	Mental health conditions (e.g. depression, eating disorders)
	 
	 
	 

	Diabetes (or in the family)
	 
	 
	 

	Thyroid or gland disorder
	 
	 
	 

	Speech or communication
	
	
	

	Gynaecological conditions
	 
	 
	 

	Upper limb disorders (e.g. RSI) or Lower limb disorders (injury or disability)
	 
	 
	 

	Blood disease
	 
	 
	 

	Stress necessitating time off work
	 
	 
	 

	Persistent backache, injury or slipped disc
	 
	 
	 

	Persistent neck pain or injury
	
	
	

	Defect of eyes (e.g. sight, glaucoma, colour blindness)
	
	
	

	Do you need to wear glasses/ contact lenses at work?
	
	
	

	Any manual handling restrictions or previous conditions, including lifting, putting down, pushing, pulling, carrying or moving loads
	
	
	

	Have you ever had back pain sufficient to stop you doing your normal job?
	
	
	

	Jaundice or hepatitis
	
	
	

	Allergies to any substances ie. Drugs, latex
	
	
	

	Arthritis (e.g. rheumatoid, gout)
	
	
	

	Disease of the nervous system (e.g. Parkinson’s, Multiple Sclerosis)
	
	
	

	Addiction (e.g. drug, alcohol)
	
	
	


Your health cont’d
	CONDITION
	YES
	NO
	DETAILS: Dates etc.

	Are you at present receiving any medical treatment or have you received any in the past 12 months?  If yes, please give details
	
	
	

	Did this lead to an absence of work? If yes, how long for?
	
	
	

	Have you had any other periods of sickness absence in the past two years? Please give details of sickness and amount of time off work
	
	
	

	Have you had any serious illnesses or operations in the past or are you awaiting any medical appointments.  If yes, please give details
	
	
	

	Are you taking any medication, inhalers, injections, creams or
 eye/ear drops at the moment?  If yes, please give details
	
	
	

	Is your ability to perform physical work limited in any way?
If yes, please give details
	
	
	

	Have you ever been diagnosed with an occupational ill health condition?  If yes, please explain
	
	
	

	Have you ever been refused permission to hold a driving licence?
	
	
	

	Have you had any serious accidents at work resulting in compensation or pension?
	
	
	

	Have you ever failed a medical assessment?
	
	
	

	Have you ever had to change jobs because of a health problem?  
If yes, please give details
	
	
	

	With reference to the Disability Discrimination Act, do you have any
physical or mental health impairments, which significantly affects your ability to carry out normal day-to-day activities? 
If yes, please give details
	
	
	

	If there any additional information that you feel is relevant? 
If yes, please give details
	
	
	

	Details of other conditions not listed above or additional information

	

	

	

	


Your Lifestyle

	1.
	Do you smoke?
	Never
	
	

	
	
	Stopped smoking
	
	Months/years ago

	
	
	Smoke an average of
	
	Cigarettes/cigars per day

	
	
	Smoke a pipe
	
	


	2
	Please indicate your approximate alcohol consumption
	
	units per week

	
	Where 1 unit = ½ pint of beer, 1 standard glass of wine or 1 measure of spirits


	3.
	Please give details of any exercise and hobbies you pursue (e.g. type, frequency, level)

	
	

	
	

	
	


Occupational History

	Have you ever worked in:
	
	
	Details (incl. Dates):
	
	Any other relevant information:

	Mines/Foundries
	Yes
	No
	
	
	

	Chemical Industry
	Yes
	No
	
	
	

	Rubber Industry
	Yes
	No
	
	
	

	A Noisy Environment
	Yes
	No
	
	
	

	
	
	
	
	
	

	Have you ever worked with:
	
	
	
	
	

	Vibration Tools
	Yes
	No
	
	
	

	Mineral Oils
	Yes
	No
	
	
	

	Asbestos
	Yes
	No
	
	
	

	Respiratory Sensitisors
	Yes
	No
	
	
	

	Radio-Active Materials
	Yes 
	No
	
	
	


Declaration

	To your knowledge, are you fit to perform the duties you are employed to carry out?  If no, please give details:
	Yes
	No

	

	


	I certify the answers to the above questions are correct to the best of my knowledge and any questions left unanswered may be discussed in any interview arising from this questionnaire.  I also agree to a medical examination/health surveillance before and/or during my employment should the company consider it necessary.

	Signed
	
	Date
	
	

	
	
	
	
	

	Viewed by Occupational Health Nurse
	Signed
	
	

	
	Date
	
	

	
	
	
	

	Action:
	
	
	

	
	
	
	

	
	
	
	


Certificate of Fitness
for Occupational Health use only

	Company Name:
	

	To (Manager/ Dept):
	

	Name of Applicant:
	

	Date of Birth:
	

	Position applied for:
	


This is to inform you, that the above named person has been declared (tick which applies below):

	
	Fit

	
	Fit with restrictions/ comments (see below)

	
	Deferred

	
	Unsuitable for this position


Comments/ Restrictions

	

	

	


By the following method of assessment:

	
	Health declaration form

	
	Health interview (nurse)

	
	Medical assessment (physician)


	Appointment date and time:




	Signed:
	
	Date:
	

	Print Name:
	
	Designation:
	


Certificate of Fitness
	Company Name:
	

	To (Manager/ Dept):
	

	Name of Applicant:
	

	Date of Birth:
	

	Position applied for:
	


This is to inform you, that the above named person has been declared (tick which applies below):

	
	Fit

	
	Fit with restrictions/ comments (see below)

	
	Deferred

	
	Unsuitable for this position


Comments/ Restrictions

	

	

	


By the following method of assessment:

	
	Health declaration form

	
	Health interview (nurse)

	
	Medical assessment (physician)



	Signed:
	

	Print Name (block capitals):
	

	Designation:
	

	Date:
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