
Pre-Employment Health Questionnaire 
 

Section A:  For HR Use Only 
Position Applied for:  
 
Name of line manager:  
 

Contact Telephone No: 

Directorate (circle):  Adults, Health & Communities / Children & Young People / Regeneration & 
Economic Growth / Corporate Services 

Service Area (please state):   

Will the applicant be required to work in any areas of the Authority, currently requiring Health 
Surveillance/Fitness to Work medicals? If Yes, what type of Health Surveillance is required? 

 
Hearing Test Yes � No �  
Hand Arm Vibration Tools  Yes � No �  
Respiratory sensitiser                                                            Yes � No �  
Driving for Work (refer to list)                     
Job Specific Health Screen (refer to list)           

Yes 
Yes      

� 
� 

No 
No     

� 
� 

 
 
 

HR Officer: Signature: 
Contact No: 01924 305993 
 
Section B: For completion by applicant 
Please read all the instructions carefully prior to completing this questionnaire. 
 

• You should not include any medical details in this document. 

• You must answer all the questions, where indicated answer Yes or No.  

• If all answers are No please return to HR. 

• If you answer Yes to any of the questions please complete the attached form. Once you 
have finished please put the whole form into the envelope provided, seal it and make it for 
‘The attention of Occupational Health for assessment’ 
 

Title:  First name:  Surname: 
Previous Surname/Maiden Name (if applicable): 

National Insurance Number:                                                  Date of Birth: 
Previous employment with WMDC/WDH 
etc. 

Yes � No � If Yes, state date left  ________  

Home Address:  
 
 
 
 
 
 
 
 
 

Mobile No: 
 

 

Day Contact No including dial code: 
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Please answer the following questions with a YES or NO in the relevant box 

Have you ever left or changed a job for medical 
reasons? 
 
Do you have any physical or mental problem 
which affects or has affected your ability to work 
or carry out normal day to day activities? 
 
Are you currently receiving advice or treatment 
from your General Practitioner or a Medical 
Specialist, or waiting to see one? 
 
Do you suffer from any long term or recurrent 
medical condition requiring regular medication, 
treatment or therapy? 
 
Have you any health issues that have been 
caused by or could be made worse by work? 
 

Yes   �   No   � 
 
 
Yes   �   No   � 
 
 
 
Yes   �   No   � 
 
 
 
 
Yes   �   No   � 
 
 
 
Yes   �   No   � 

If you have answered Yes to any question please provide the following details on the 
attached Medical Details form 

Name of illness(es) / medical condition(s). 

Dates and Treatment.  

How it affects you now or may affect your ability to do your job. 

Any adaptations you need to undertake the job you have applied for. 

Dates of any absences from work relating to these. 

Applicant Declaration 
 
I declare that all the statements, including medical details are true to the best of my knowledge and 
I have not withheld any information requested regarding my health. 
I understand that a full medical examination may be required, depending upon the answers given, 
which will be conducted by a member of the Occupational Health Unit. 
I understand that for certain jobs health screening may be required, by a member of the 
Occupational Health Unit. 
 
Signed: 
 

Print Name: 

Date: 
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Medical Details 

 
Please read all instructions carefully before providing your medical details. 
 

• If you have answered Yes to any question in the pre-employment questionnaire 
please provide the following details on this form: 

Name of illness(es) / medical condition(s),  dates and treatment (where available) 

How it affects you now or may affect your ability to do your job.  

Any adaptations you need to undertake the job you have applied for. 

           Dates of any absences from work relating to these.   
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………… 

 
You must now put this form in the envelope provided, seal it and pass it to the HR person 
you are with. This form will be sent confidentially to Occupational Health Unit for 
assessment. 
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Section C:  For Occupational Health Unit Use Only 
 
Name:  
 
Post applied for: 
 

Date of Birth: 
 

Form received at Occupational Health 
 

Date _____________________________________ 

Where the form is incomplete please return to HR for action: 
 
Date 
Returned:_________________________ 
 

 
By Whom:_________________________________ 

Occupational Health Opinion: 

� Fit for employment as outlined above 
� Is suitable for the post, but has a pre-existing medical condition which should be brought to the 

attention of a named manager if problems reoccur 
 

� Fit with the following workplace adjustments:  (Permanent/Temporary)  
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 

� Is unsuitable for the post applied for 
� GP Report Requested 
� Health Surveillance 

Required_____________________________________________________ 
� Needs to see Dr / Nurse before a decision is made 

____________________________________  
 

Signed: 
 

Date: 

(Occupational Health Advisor)  
Date HR Notified: 
 

By Whom: 

 


