 
Occupational Health Questionnaire


Title…………… Surname…………………Family / First name………………………


Date of Birth……………………………

Home address………………………………………………………………………….

Phone number……………………………mobile Phone………………………………

E-mail…………………………………………………………………………………

Health questionnaire; Please answer the following questions

	  Do you suffer from or ever suffered from any one  of the following illness/ conditions 
	yes
	No

	
	
	

	1. Chest pain

	
	

	2. Tuberculosis

	
	

	3. Asthma

	
	

	4. Diabetes

	
	

	5. Heart or circulatory disorders

	
	

	6. Stomach or intestinal disorders

	
	

	7. Any condition which causes difficulty sleeping

	
	

	8. Any medical condition requiring medication to a strict timetable
	
	

	9. Any other health factors that might affect fitness for work
	
	

	10. Ear infection

	
	

	11. Any surgical procedure?

	
	

	12. Back problems

	
	





	13. Cataract

	
	

	14. Mental Health problem e.g. depression/ anxiety

	
	

	15.  Hallucinations

	
	

	16. Any other medical condition/ illness not covered in  the above questions
	
	






If you suffer from any of the medical condition, please provide details including medicines being taken in the box.




Vaccinations:


	Vaccination
	Date
	Booster, if applicable
	Comments

	Polio
	
	
	

	Hepatitis B
	
	
	

	Hepatitis C
	
	
	

	Measles
	
	
	

	Diphtheria
	
	
	

	MMM
	
	
	

	Tetanus
	
	
	

	Rubella
	
	
	

	Pneumonia
	
	
	

	Flu
	
	
	

	Any other vaccinations
	
	
	





Declaration


I ………………………………………………declare that the information provided by me in this form is true to knowledge and have deliberately not withheld any relevant health related information. I understand that any false declaration or disclosure of important medical information could result in dismissal from the post.


I also give consent to social care consortium to contact my medical practitioner to obtain information necessary to declare my fitness to the job.




Name…………………………………………

Signature………………………………………….Date………………………………
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