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This questionnaire is designed to help the Company meet its legal Health and Safety duties, assess whether there are any existing health issues likely to affect your employment and to find out if any changes need to be made to the workplace under the Disability Discrimination Act 1995. Information given by you will also help us to work out if you need any vaccinations or any health checks as part of your job.
The information supplied will remain strictly confidential and can be accessed only by authorised personnel. No information will be given outside of the company. A copy will be available when leaving the company’s employment.
Applicant Reference Number (for office use only):
Title: Mr/Mrs/Miss/Dr/Other.......................................(please delete as appropriate)
First Name(s): …………………………………………  Surname: …………………………………………….
Name and Address of your Doctor: …………………………………………………………………................
……………………………………………………………………………………………………………………………………………………………………………………………………Post Code: ...…………………………

1. Have you ever at any time suffered or sustained any major illness or injury? 		Y/N
Please give details: …………………………………………………………………………………….
…………………………………………………………………………………………………………….
2. Do you suffer from any physical disability, which would be likely to interfere with the proper discharge of duties for the post for which you now apply? 				Y/N
Please give details: …………………………………………………………………………………….
…………………………………………………………………………………………………………….
3. Please give details of all absences from work/school/college etc of more than 3 weeks duration due to illness or injury during past 3 years: 					Y/N
Please give details: …………………………………………………………………………………….
…………………………………………………………………………………………………………….
4. Are you suffering from or have you ever suffered from a chronic disease? 		Y/N
Please give details: …………………………………………………………………………………….
…………………………………………………………………………………………………………….
5. History of Gastric or Duodenal Ulcers of Indigestion? 					Y/N
6. Have you ever been abroad during the last 12 months? If so, which country/countries have you visited: ………………………………………………………………………………………………
…………………………………………………………………………………………………………….
7. Have you ever contracted a disease which can be transmitted by Blood, Saliva or Bodily Fluids such as Hepatitis or HIV? 							Y/N
8. History of contact with typhoid or enteric fever? 						Y/N
9. Have you suffered with Hepatitis a, b, c, d, e?						Y/N 
10. History of skin disease, boils, dermatitis, eczema or psoriasis?				Y/N
11. Any discharge from eyes, ears or nose?							Y/N
12. Any history of back trouble, e.g. slipped disc, back strain, sciatica, spina bifida?		Y/N
13. Any history of bronchitis, asthma, TB or emphysema?					Y/N
14. Have you ever been treated for any Drug Dependencies? (This includes Alcohol)		Y/N
15. Do you smoke? If yes, how many cigarettes per day……………………………………………….
16. Do you drink alcohol? If yes, how may units per week: …………………………………………….
17. Any history of kidney disease or infection of urine?					Y/N
18. Any history of heart disease?								Y/N
19. Have you suffered from Pins and Needles associated with a loss of power in limbs or muscles?										Y/N
20. Any history of aneurysms?								Y/N
21. Any history of fits, fainting attacks or dizzy spells?					Y/N
22. Have you ever suffered from epilepsy?							Y/N
23. Have you ever suffered from Schizophrenia, depression, anxiety, psychosis or any Mental Illness?											Y/N
24. Have you ever received treatment for these diseases?					Y/N
25. Have you ever had any hospital investigation or treatment? If yes, give dates and details	Y/N
…………………………………………………………………………………………………………….
…………………………………………………………………………………………………………….
…………………………………………………………………………………………………………….
26. When did your own Doctor last see you?  Give dates and details ………………………………...
…………………………………………………………………………………………………………….
…………………………………………………………………………………………………………….
…………………………………………………………………………………………………………….
27. Are you at present on any treatment such as injections, tablets or medicines?		Y/N
Please give details: ……………………………………………………………………………………
…………………………………………………………………………………………………………….
28. Have you recently had any form of Vaccinations?					Y/N
Please give details: …………………………………………………………………………………….
…………………………………………………………………………………………………………….
29. Do you have a hearing defect of any kind?						Y/N
30. Do you wear glasses or contact lenses?							Y/N
31. Do you suffer from any allergies? (This includes drug allergies)				Y/N
32. Do you suffer from hay fever?								Y/N
33. Are you colour blind?									Y/N
34. Do you have any other injury or disease not mentioned above?				Y/N
Please give details: …………………………………………………………………………………….
…………………………………………………………………………………………………………….
…………………………………………………………………………………………………………….
35. Have you been in contact with any ill persons recently?					Y/N
Please give details: …………………………………………………………………………………….
…………………………………………………………………………………………………………….
36. Would you be prepared to undergo a medical examination?				Y/N
37. Are you a Registered Disabled person?							Y/N
What is your Registered Number: …………………………………………………………………….
38. Do you have a recognised First Aid Certificate?						Y/N
39. If yes, is the Certificate current?								Y/N

I declare to the best of my knowledge, the information on this form is correct.  I understand that any false statement may disqualify me from employment or render me liable to dismissal.
	
Signature:
	
Date:
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