

PRE-EMPLOYMENT 

HEALTH SCREENING QUESTIONNAIRE

The questionnaire will be assessed by an independent occupational health advisor who will report back to the employer in lay terms only. That is to say that no health or medical details will be divulged to your employer. 

Please circle: Mr./Mrs./Miss/Ms/Married/Separated/Single/Widowed/Divorced
Surname:  ……………………………………….
Company to whom you have applied to work

Forename: .....................................................
Company name: ………………………………
Address: …………………...……………………
Company address: ........................................

........................................................................
……………………………………………………

…………………………………………………..

……………………………………………………
Post code: ……………………………………..

Post code: ……………………………………..
Tel. No: …………………………………………
Job Title: ………………………………………..
Date of Birth ……………………………………
Give brief Job Description or attach details

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………….

PLEASE GIVE PREVIOUS JOB HISTORY

	Date From & To
	Name of Company
	Position/Job

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please complete the following:

	Height
	    ft/ins 




or

    metres 




	Weight
	    st/lbs 



or

    kilos  






	Have you ever had:
	Please write

YES or NO
	If appropriate please give further details including which condition you suffer from

	1. Any problems with your eyes / eyesight (if you wear glasses please give details).
	
	

	2. Problems recognizing colours?


	
	

	3. Or are you at present under medical treatment (including the taking of regular medication), observation or investigation?
	
	

	4. Diagnosis of dyslexia or do you believe you could be dyslexic?


	
	

	1. Regular migraine or severe headaches.


	
	

	2. Any fits or epilepsy, giddiness, fainting or blackouts.


	
	

	3. High blood pressure, anaemia, blood disorders or heart problems.


	
	

	4. Hepatitis B or been vaccinated against Hepatitis B.


	
	

	5. Mental or nervous disorders, including stress, anxiety, depression or emotional problems.

	
	

	6. Asthma, recurrent bronchitis, tuberculosis, pneumonia or breathing difficulties.


	
	

	7. Recurrent or persistent indigestion including gastric or duodenal ulcers.


	
	

	8. Colitis, recurrent bowel disorder, jaundice, liver disease or gall stones.


	
	

	9. Kidney, bladder or other urinary disorder.


	
	


	
	
	

	Have you ever had:-
	Please write

YES or NO
	If appropriate please give further details including which condition you suffer from

	10. Backache, lumbago, sciatica, slipped disc or any other Musculo-skeletal problems, including wrist or foot problems.


	
	

	11. Or do you have any known allergies including food allergies?


	
	

	12. Any skin disorders e.g. dermatitis, eczema, psoriasis or warts.


	
	

	13. Any ear/nose/throat disorders including discharge from ears, tinnitus or deafness.


	
	

	14. Diabetes or thyroid gland disorder.


	
	

	15. Any breast/gynaecological or menstrual (females) 

      or testicular or prostate problems 
      (males)?.
	
	

	16. To leave employment due to ill health or unsatisfactory attendance.

If yes please specify which.
	
	

	17. Any drug or alcohol related problems.


	
	

	18. Are you suffering from any physical or mental disorders not already mentioned.


	
	

	19. Have you taken sick leave over the last 3 years?

Please circle

YES

NO
	If ‘YES’ give details below.

	Nature of illness
	Start date of illness
	End date of illness
	Number of days / weeks away from work, school or college.

	
	
	
	


	
	Please write

YES or NO
	
	

	20. Do you smoke.
	
	If ‘YES’ what and how many.
	

	21. Do you drink alcohol.
	
	If ‘YES’ how many units per week or give actual amount and type of drink per week.
	*

	22. Do you use illegal drugs.
	
	If ‘YES’ what, how frequently and how much.
	


*      1 unit – ½ pint beer or cider / 1 glass of wine / 1 pub measure of spirits.

I declare that the above particulars are true to the best of my knowledge and belief and understand that failure to disclose medical information affecting my employment may lead to termination of my job.

Signed:  






Date:









Print Name:  
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