HEALTH SCREENING QUESTIONNAIRE 

	Surname



	Forename/s
	Date of Birth



	Address



	Contact Telephone Number
	Occupation



	Position applied for



	Name and address of personal doctor



	SECTION A.  Do you currently or have you in the past, suffered from any of the following health conditions?                                                                                                                               Yes/No

If you answer yes to the question, you may be asked to see a doctor or nurse for further assessment.

	i.    Giddiness

      Fainting attacks

      Epilepsy
	viii. Stroke

       Heart trouble

       High blood pressure

       Varicose veins

	ii.   Mental illness

      Anxiety or depression
	ix.   Diabetes

	iii.  Recurring headaches
	x.    Skin Trouble

	iv.  Serious injury

      Serious operations
	xi.   Ear trouble / deafness

     

	v.   Serious hay fever

      Asthma

      Recurring chest diseases
	xii.  Eye trouble

Defective vision.          (Not corrected by glasses or contact  

       Lenses)
       Colour vision

	vi.  Recurring stomach trouble

      Recurring bowel trouble
	xiii. Back Trouble

  Muscle / joint trouble

	vii. Recurring bladder trouble
	xiv. Hernia / rupture

	Section B. Do you have any disabilities that affect the following?                                       Yes/ No

If you answer yes to the question, you may be asked to see a doctor or nurse for further assessment.

	Standing
	Lifting
	Working at heights

	Walking
	Use of your hands
	Climbing Ladders

	Stair Climbing
	Driving of a vehicle
	Working on staging

	Section C. 

How many days have you been absent from work in the last three years due to illness or physical injury?                                                    ----------------------------------------Days

	Are you presently taking any prescribed medication?                                                          Yes / No

Or proprietary / over-the-counter painkillers on a regular basis?                                         Yes / No


	Section D



	Previous occupations
	Length of time

 employed
	Name & address of employer

	
	
	

	
	
	

	
	
	

	
	
	

	Section E



	I can confirm that that I have answered the above questions to the best of my knowledge and agree that any failure to disclose information could lead to a re-assessment of my general fitness, which could ultimately lead to the termination of my employment.

Signed:                                                                             Date:
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