	Dear Applicant
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	Your appointment is subject to satisfactory health clearance which requires you to complete this form and return it to:-

Occupational Health Service

West Suffolk Hospitals NHS Trust

Hardwick Lane

Bury St Edmunds

Suffolk      IP33 2QZ


	If you have any questions about completing this form, please do not hesitate to contact the department on (01284) 713424.

All information given to us about your health will be treated with the STRICTEST CONFIDENCE.  Your answers to this questionnaire will help us to make sure that the work you are planning to undertake will not place your health at risk, and also ensure that you are not a health risk to patients or staff.

You are required to declare at the end of the questionnaire that all your answers are true and you should be aware that if you leave anything out or answer untruthfully your employment may be affected.

A member of the Occupational Health Service may contact you for further information and you may be required to attend for a medical examination.

	

	POST APPLIED FOR
	
	
	WARD/DEPT
	
	

	

	LOCATION
	
	
	PROPOSED START DATE
	
	

	

	PLEASE COMPLETE ALL SECTIONS CLEARLY

	

	SURNAME
	
	
	FORENAME(S)
	
	

	

	TITLE
	
	
	PREVIOUS NAME(S)
	
	

	

	DATE OF BIRTH
	
	
	PLACE OF BIRTH
	
	

	

	NATIONAL INSURANCE NUMBER
	
	

	

	HOME ADDRESS


	
	

	

	POST CODE
	
	
	TELEPHONE NUMBER
	
	

	

	NAME & ADDRESS OF GP


	
	

	

	POST CODE 
	
	
	TELEPHONE NUMBER
	
	

	


	MEDICAL HISTORY (PLEASE ANSWER ALL QUESTIONS)

	
	
	
	
	

	Height (without shoes)
	
	
	Weight (with clothes)
	
	

	

	DO YOU OR HAVE YOU EVER HAD ANY OF THE FOLLOWING:-
	
	YES
	
	NO

	1.
	Tuberculosis, Pneumonia, Pleurisy, Asthma, Bronchitis, night sweats or other chest problems?
	
	
	
	

	2.
	Eczema, Psoriasis, Dermatitis or other skin disorder?
	
	
	
	

	3.
	Epilepsy, giddiness blackouts, repeated fainting attacks or fits?
	
	
	
	

	4.
	Sciatica, persistent back ache, disc or other back problem?
	
	
	
	

	5.
	Neck or shoulder problem?
	
	
	
	

	6.
	Joint problems of any description, eg, Arthritis?
	
	
	
	

	7.
	Condition or deformity of hand/arm/leg/foot which affects movement?
	
	
	
	

	8.
	Diabetes?
	
	
	
	

	9.
	Deafness, persistent ear infection or other ear problem?
	
	
	
	

	10.
	Wear glasses or contact lenses (please delete)?
	
	
	
	

	11.
	Defect of vision, colour blindness or eye disorder?
	
	
	
	

	12.
	Heart or circulatory problems, high blood pressure?
	
	
	
	

	13.
	Liver disease or jaundice?
	
	
	
	

	14.
	Kidney or bladder problems?
	
	
	
	

	15.
	Stomach or bowel problems?
	
	
	
	

	16.
	Persistent diarrhoea?
	
	
	
	

	17.
	Hernia?
	
	
	
	

	18.
	Allergy of any description?
	
	
	
	

	19.
	Chicken Pox, Shingles, Mumps or Measles (please delete)?
	
	
	
	

	20.
	Mental health problems including depression, nervous breakdown, anxiety state, eating disorder (eg, Anorexia, Bulimia), Schizophrenia, confused state?
	
	
	
	

	21.
	Consultations with a Psychiatrist, Psychologist or Counsellor?
	
	
	
	

	22.
	An addiction to drugs or alcohol?
	
	
	
	

	23.
	Any health problems not mentioned above?
	
	
	
	

	24.
	Have you ever been a patient in hospital?
	
	
	
	

	25.
	Have you ever attended a hospital clinic for any reason?
	
	
	
	

	26.
	Are you under the care of a Doctor or receiving treatment or medication at present?  (Please give details of medication and dosage over page)
	
	
	
	

	27.
	Do you smoke?
	
	
	
	

	28.
	How many units of alcohol do you drink per week?
	
	

	29.
	How many days have you taken off from work or training/education due to illness in the last two years?
	
	

	If you have answered YES to any of the previous questions, please give further details, ie, dates, treatment, medication and if you have recovered below.  (If necessary, please continue on a separate sheet)

	

	SERIOUS COMMUNICABLE DISEASES

	I am aware that the post applied for involves Exposure Prone Procedures and I enclose evidence of my Hepatitis B Immune Status (Accredited UK Pathology Report) and understand that failure to enclose this information will delay my employment.

	Please tick if applicable
	
	

	I am aware that I have a duty of care to myself and to my patients and will advise the Occupational Health Department if I suspect or know that I am HIV Positive now or in the future.

	Please tick
	
	
	
	

	

	OCCUPATIONAL HISTORY

	

	Is this your first job since professional qualification?
	
	

	

	PREVIOUS OCCUPATIONAL HISTORY

	To enable this department to arrange appropriate occupational health care, please complete the following for each different post you have held, providing information regarding any special hazards or health risks to which you were exposed.

	Employer/Company
	From/To
	Brief Job Description Including Hazards

	
	
	

	

	Have you ever worked for the West Suffolk Hospitals NHS Trust?
	YES
	
	
	NO
	
	

	

	If yes, when did you leave?
	
	

	

	IMMUNISATIONS

	Please complete the following for those immunisations you have received

	BCG (TB)
	
	Date
	  /    /  
	
	
	
	

	
	
	
	
	
	
	
	

	
	Heaf Test
	Date
	  /    /  
	Result
	
	
	

	
	
	
	
	
	
	
	

	Rubella
	Immunisation
	Date
	 /    /  
	
	
	
	

	
	
	
	
	
	
	
	

	
	Blood Screening
	Date
	  /    /  
	Result
	
	
	

	
	
	
	
	
	
	
	

	Hepatitis B
	Full Course Completed
	Date
	  /    /  
	
	
	
	

	
	
	
	
	
	
	
	

	
	Blood Test
	Date
	  /    /  
	Result
	
	
	

	
	
	
	
	
	
	
	

	
	5 year Booster(s)
	Date(s)
	  /    /  
	
	
	
	

	
	
	
	
	
	
	
	

	Polio
	Primary Course
	Date
	  /    /  
	Last Booster
	Date
	  /    /  
	

	
	
	
	
	
	
	
	

	Tetanus
	Primary Course
	Date
	  /    /  
	Last Booster
	Date
	  /    /  
	

	
	
	
	
	
	
	
	

	DECLARATION

I declare all the above answers to be true and correct to the best of my knowledge.  I understand that before being finally accepted for training/appointment I may be required to undergo a medical examination as arranged by my prospective employer.  I understand false answers may lead to dismissal.



	Candidates Signature
	
	Date
	
	

	


	OFFICIAL USE
	YES
	NO

	a)   Fit for the post for which he/she has applied
	
	

	b)   Unfit for the post for which he/she has applied
	
	

	c)   Require pre-employment health/medical assessment
	
	

	d)   Awaiting further medical advice/information
	
	

	e)   Screened by form only
	
	

	COMMENTS


	First Week Induction

YES/NO



	Signature (Nurse/Doctor)
	
	Date
	


