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CONFIDENTIAL

OCCUPATIONAL HEALTH SERVICE

FOR

ROCHDALE METROPOLITAN BOROUGH COUNCIL

PRE-EMPLOYMENT HEALTH QUESTIONNAIRE












Ref No:

Return in the envelope provided,

marked ‘Confidential - Health Questionnaire’

	Completed by employing department

POST APPLIED FOR  ________________________________________
	HOURS PER WEEK ___________

	EMPLOYING DEPARTMENT
	_______________________________
	FULL/PART-TIME  _____________

FOOD HANDLER    YES / NO

	Please complete this section in block letters

SURNAME
	FORMER NAME(S) ____________

	FIRST NAME(S)
	
	MALE / FEMALE  ______________

	ADDRESS
	
	

	
	
	

	TELEPHONE NUMBER
	
	PLACE OF BIRTH 

	DATE OF BIRTH
	
	                (Town)

	
GENERAL PRACTITIONER
	
	

	(name and address)
	
	


	
	Yes
	No
	Date

To
	From

	Have you worked for the Council before?
	
	
	
	

	If yes,
job title
	
	
	
	

	
employing department
	
	
	
	

	
reason for leaving
	
	
	
	


This is a standard form covering all Council jobs.  Some questions may not seem relevant for your particular occupation but please answer all the questions as fully as you can.  If you have any concerns or difficulties in completing any part of this form, please ring a Central Welfare Officer (01706) 865607/865604 or Mediscreen on 0161 627 8093 if it is about a confidential medical matter.

Please tick appropriate column below and give further comments on the space provided at the end of the questionnaire.

	
	
	Yes
	No
	Date

	1
	(i)   Have you ever been examined for employment before?
	
	
	

	
	(ii)  If yes, for whom?

	
	(iii) Were you accepted unconditionally?
	
	
	

	2
	(i)   Have you ever retired or left employment due to ill health?
	
	
	

	
	(ii)  If yes, name of employer and date
	
	
	

	
	(iii)  Job title
	
	
	


PMS 93

	3
	How many days of sickness absence have you taken from work/school in the last three years?

How many occasions does this represent?

Note: This information will be verified from your references.
	........................

........................
	days

occasions


4
What jobs (or, if not in employment, what voluntary jobs) have you had in the past?


(List in order with approximate date, including present occupation.)


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________

	
5
	Have you ever been exposed to any known industrial hazards?
	Yes
	No
	Date

	6
	Have you ever suffered from any industrial disease?
	
	
	


FAMILY HISTORY

7
Some inherited conditions, e.g. Huntington’s Chorea, Sickle-cell anaemia, may need adjustments to your working arrangements so please state age and present state of health of the following.  If no longer alive, please give age at death and cause if known.


Father  ______________________________________________________________________________


Mother  ______________________________________________________________________________


Brothers  ____________________________________________________________________________


Sisters  ______________________________________________________________________________


Have you ever had any of the following:-  (please tick ( appropriate column)

	
	
	Yes
	No
	Approximate

Date
	Further Information

	8
	Diarrhoea or vomiting lasting for 24 hours or longer, Typhoid, Dysentery, Hepatitis, Salmonella, Paratyphoid, Enteric Fever, Jaundice? 
	
	
	
	

	
	Was this following holiday or after residence abroad?
	
	
	
	

	9
	Stomach trouble - or indigestion for more than a few days?
	
	
	
	

	10
	Bowel disturbance chronic or repeated?
	
	
	
	

	11
	Eating disorders (ie anorexia, bulimia)
	
	
	
	

	12
	Chronic eye trouble, eye injury or visual defect not corrected by glasses or contact lenses (including colour blindness)?
	
	
	
	

	13
	Painful or running ears or hearing defect?
	
	
	
	

	14
	Do you suffer from frequent sore throats, infection of the mouth, nose or eyes?
	
	
	
	

	15
	Hay fever, sinusitis, asthma, bronchitis or pneumonia?
	
	
	
	

	16
	Heart or circulatory trouble?
	
	
	
	


	
	
	Yes
	No
	Approximate

Date
	Further Information

	17
	(i)
Do you have Raynaud’s disease or any similar circulatory condition?
	
	
	
	

	
	(ii)
Have you ever had symptoms such as tingling or numbness of the fingers, particularly in cold weather?
	
	
	
	

	
	(iii)
Have you had a hand, arm vibration assessment in the past 18 months?
	
	
	
	

	18
	Pains in chest, Tuberculosis or persistent cough?
	
	
	
	

	19
	Breathlessness, palpitations or ankle swelling?
	
	
	
	

	20
	Raised blood pressure?
	
	
	
	

	21
	Recurrent cystitis, bladder or kidney trouble?
	
	
	
	

	22
	Back or neck trouble?
	
	
	
	

	23
	Strains or sprains?
	
	
	
	

	24
	Rupture (hernia)?
	
	
	
	

	25
	Rheumatism or arthritis?
	
	
	
	

	26
	Foot trouble or varicose veins?
	
	
	
	

	27
	Migraine or frequent headaches?
	
	
	
	

	28
	Blackouts, fainting attacks, epilepsy or dizzy spells?
	
	
	
	

	29
	Diabetes, thyroid or other gland trouble?
	
	
	
	

	30
	Do you suffer or have you ever suffered from negative effects of stress?
	
	
	
	

	31
	Nervous or mental trouble or ‘nerves’ (including anxiety depression, phobias, attempted suicide)?
	
	
	
	

	32
	Skin trouble, rashes, dermatitis, eczema, frequent boils or septic fingers?
	
	
	
	

	33
	Sensitivity or allergy to medication or other substances?
	
	
	
	

	34
	Do you bite your nails?
	
	
	
	

	35
	Do you smoke?

How many daily?
	
	
	
	

	36
	Do you drink alcohol?

If yes, please give the amount you drink in a typical week (number of units).
	
	
	
	

	37
	Do you have any history of drug (illegal or prescribed), alcohol or substance abuse or dependency?
	
	
	
	

	38
	Do you have any history of self harming behaviour?
	
	
	
	

	39
	Are you at present having any medical treatment including medicines, injections, pills, tablets, ointments, other drugs, physiotherapy or other therapy?
	
	
	
	


	
	
	Yes
	No
	Approximate

Date
	Further Information

	40
	Have you ever had a chest x-ray?

If so when and with what results?
	
	
	
	

	41
	Have you ever been investigated or treated in hospital or other as an in or out patient?
	
	
	
	

	42
	Have you visited your dentist in the past 12 months?
	
	
	
	

	
	


43
What is your weight?  _______________  Is it*    steady   FORMCHECKBOX 
         gaining   FORMCHECKBOX 
         losing   FORMCHECKBOX 
   *please tick.

44
What is your height?  ________________

45
Have you ever been immunised against the following?

	
	Yes
	No
	Approximate

Date
	Approximate

Date of Booster

	
Poliomyelitis
	
	
	
	

	
Tetanus
	
	
	
	

	
Hepatitis A or B
	
	
	
	


	46
	Is there any other medical information about you not included in the above questions? 

Please detail below.




47
(i)
Do you consider yourself to be a disabled person

Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 


(ii)
What adjustments/aids/adaptations, if any, do you consider you need to do the job you have applied for?



I certify that the answers to the questions are correct to the best of my knowledge.  I give consent to be medically examined if necessary.  I understand that no medical details will be divulged, without my permission, to any person outside the Occupational Health Department, but an opinion about my fitness to work will be given to Management.  I understand that giving false information or failure to disclose information may lead to disciplinary action being taken by the Authority.

Signature  ____________________________________________

Date  ___________________________

Date revised:  November 2002  

OLDHAM NHS TRUST

Tuberculosis Questionnaire for Prospective Employees

Name …………………………………………………………………………………..   Date of birth …………………...

Address ………………………………………………………………………………..   Place of birth …………………..

…………………………………………………………………………………………..   Job ……………………………..

1.
Have you ever had a chest X-ray?



                                         Yes/No



If yes:       Where?  …………………………………………………………………………………………………..



When?   …………………………………………………………………………………………………...



Results? …………………………………………………………………………………………………..

2.
Has anyone in your family or household had TB?





Yes/No


If yes:
Who? ………………………………………………………………………………………………………



When? …………………………………………………………………………………………………….

3.
Have you ever lived abroad?






Yes/No


If yes:
Where? ……………………………………………………………………………………………………



When? …………………………………………………………………………………………………….

4.
Have you ever had TB?






Yes/No


If yes:
When? …………………………………………………………………………………………………….



Where treated? …………………………………………………………………………………………..



Treatment? ……………………………………………………………………………………………….



Outcome? ………………………………………………………………………………………………..

5.
Have you ever coughed up blood? ………………………………………………………………………………..


If yes:
When? ……………………………………………………………………………………………………



Why? ……………………………………………………………………………………………………..

6.
Do you suffer from asthma or other chest problems?




Yes/No


If yes: 
 Please give details ……………………………………………………………………………………..



Onset of symptoms? …..………………………………………………………………………………..



Treatment? ………………………………………………………………………………………………

7.
Have you had a persistent cough for more than three weeks in the past year?

Yes/No


If yes:  
When? ……………………………………………………………………………………………………



Treatment? ………………………………………………………………………………………………

8.
Have you had unexplained weight loss in the past year? ……………………………………………………..


If yes:
How much? …………………………………………………………………………………………….



Have you regained the weight? ………………………………………………………………………

9.
Have you had unexplained fever, high temperature and/or night sweats?


Yes/No


If yes: 
lease give details ………………………………………………………………………………………



Investigations, if any …………………………………………………………………………………..

10.
Have you ever had a Mantoux or Heaf Test? 






Yes/No


If yes:  When? ……………………………………………………………………………………………………..


Result? ……………………………………………………………………………………………………………..

11.
Have you ever been immunised against TB (BCG vaccination)? ……………………………………………


If yes:  
Date? ……………………………………………………………………………………………………



Where? …………………………………………………………………………………………………

Signature of employee ……………………………………………………………………………………………………

Signature of Occupational Health Advisor ……………………………………………………………………………..

Date  ………………………………………………………………………………………………………………………..

SR480796.Oth
SR480796.Oth

