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OCCUPATIONAL HEALTH DEPARTMENT

CONFIDENTIAL HEALTH QUESTIONNAIRE
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SECTION A:  TO BE COMPLETED BY THE APPOINTING OFFICER


Applicants Ref No.�
�
�
�
This job involves:-�
Tick Box(es)�
�
Applicants Name�
�
�
Tick Box�
Contact with patients�
�
�
Proposed Job Title�
�
Full-time�
�
Contact with children�
�
�
Ward/Dept�
�
Part-time�
�
Exposure prone procedures�
�
�
Interview Date�
�
Hours if p/t�
�
Theatre work�
�
�
Appointing Officer�
�
�
�
Clinical Waste Handling�
�
�
App Officer Tele Number�
�
DOCTORS ONLY�
Shift work�
�
�
Estimated Start Date�
�
Rotational�
�
Driving�
�
�
�
Tick Box�
New�
�
Food Handling�
�
�
Already employed by FPH�
�
Grade�
�
Night Work�
�
�
�
�
�
�
Lifting >15kg(about 30lbs)�
�
�
�
�
�
�
Other (Specify)�



�
�






READ THE ENCLOSED LEAFLET AND THE NEXT PARAGRAPH CAREFULLY BEFORE YOU PROCEED


The form is divided into various sections; some of which will not apply to you. You must fill in Section B,C,D E and J sign and date the form at the bottom. Only fill in other parts of the form that apply to you; read the heading before you fill in a section. The end of the form tells you about your rights under the Access to Medical Reports Act and how we will contact your doctor, if we need to. Signing this form is your consent to allow Occupational Health to contact your doctor. If you want to see any report that your doctor prepares about you, you should indicate this at the bottom of this page.  The questionnaire and any report will be confidential but it will be used by Occupational Health to tell management about your fitness to do the job. If you want more information ring 01276-604051. Please return this form in the envelope provided. IF YOU ARE ALREADY EMPLOYED AT FPH ONLY ANSWER THOSE QUESTIONS THAT APPLY IF YOUR HEALTH HAS CHANGED SINCE YOU STARTED AT THE HOSPITAL.


SECTION B: ABOUT YOURSELF; PLEASE USE CAPITAL LETTERS


Your Surname�
�
Gender�
Male/Female�
�
Your First Names�
�
Your name before you married (if applicable)�
�
�
Date of Birth�
�
Your GP’s name�
�
�
Your Address�
�
Your GP’s address�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
Post Code�
�
Post Code�
�
�
Telephone No.�
�
GP’s telephone no.�
�
�
Other contact tel. numbers�
�
How long have you been a UK resident?�
………yrs. If less than 6 months give country of origin …………………..�
�
Your Nat. Ins. number�
�
Is this your first job in the NHS?�
YES/ NO�
�
Have you worked at the Frimley Park hospital before?�
YES/NO�
Dates of employment at FPH(if known)�
�
Your e-mail address:�
�
DECLARATION: I HAVE FILLED IN THE FORM TO THE BEST OF MY ABILITY AND DECLARE THE ANSWERS TO BE TRUE. I UNDERSTAND THAT A FALSE DECLARATION MAY RESULT IN DISCIPLINARY ACTION BY THE HOSPITAL. I HAVE READ THE NOTES ON THE ACCESS TO MEDICAL REPORTS ACT. I CONSENT TO OCCUPATIONAL HEALTH CONTACTING MY GP\SPECIALIST. I DO/DO NOT WISH TO SEE ANY REPORT FROM MY DOCTOR BEFORE IT IS SENT TO OCCUPATIONAL HEALTH.





Signed...............................…….Date.............................





Tick here if you wish to discuss with an Occupational Health professional





SECTION C: ABOUT YOUR GENERAL HEALTH. 


Answer the questions below. If you answer YES to any of the questions (except the first one) please give details in the box at the bottom of this section  or on a separate piece of paper.


�
YES�
NO�
�
Are you at this time in good health?�
�
�
�
Do you have now, or have you had in the past, any medical problems with:-�
�
�
�
your chest e.g. asthma, bronchitis, (ignore the occasional ‘colds’)?�
�
�
�
your heart e.g. high blood pressure, angina, a heart attack?�
�
�
�
your abdomen e.g. gall stones, ulcers. liver problems?�
�
�
�
your urinary or genital system  e.g. prostate problems, period problems, hysterectomy?�
�
�
�
your back?�
�
�
�
other joints or muscles?�
�
�
�
your skin e.g. eczema, dermatitis?�
�
�
�
mental ill-health e.g. depression, anxiety, anorexia, bulimia, long standing mental or psychological problems?�
�
�
�
your eyes e.g. glasses for work or driving?�
�
�
�
your nervous system e.g. migraine, muscular dystrophy?�
�
�
�
drug or alcohol abuse?�
�
�
�
Have you recently been in contact with any infectious disease, e.g. Tuberculosis, Chickenpox, 


Hepatitis or HIV.�
�
�
�
Do you have:-�
�
�
�
Diabetes?�
�
�
�
Epilepsy?�
�
�
�
Do you:-�
�
�
�
require any on-going medication from you doctor?�
�
�
�
attend hospital on a regular basis?�
�
�
�
smoke ?                                                              How many?�
�
�
�
drink more than 25 units of alcohol each week ( 1 unit= ½ pt beer, 1 glass of wine or spirits)?�
�
�
�
have any allergies?�
�
�
�
Are you:�
�
�
�
awaiting an operation of any kind?�
�
�
�
disabled?�
�
�
�
Do you have any condition, not mentioned above, which will affect your ability to do the job if appointed?�
�
�
�
Do you have a family history of:-�
�
�
�
Diabetes?�
�
�
�
Heart Disease?�
�
�
�
Arthritis?�
�
�
�
This space is for you to give more information about any of the questions to which you have answered ‘YES’:-


OR enclose details on another piece of paper.














What is your height?...................................					What is your weight?.................................





SECTION D: FILL IN BELOW THE REASONS AND TIME YOU HAVE HAD AWAY FROM �WORK OR SCHOOL DUE TO SICKNESS IN THE LAST 2 YEARS 


Start Date�
End date�
Reason for sickness�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
Write here any additional details





SECTION H: FILL THIS PART IN IF YOU DO SHIFT WORK OR WILL BE CLASSED AS A NIGHTWORKER  (Regular work between 11:00 PM and 06:00 a.m.)


�
YES�
NO�
�
Do you have a medical condition which might affect your ability to do night or shift work (See box)�
�
�
�
If YES give details below














�
�
Under the Working Time Regulations you will be entitled to a regular Health Assessment. If you would like a Health Assessment please contact Occupational Health.





Medical conditions which might affect your ability to do shift or nightwork


diabetes (particularly insulin requiring)


heart and circulatory problems


chronic chest problems


stomach problems


medical conditions requiring regular medication





SECTION G: FILL IN THIS SECTION IF YOU ARE APPLYING TO WORK IN CATERING.


�
YES�
NO�
�
Have you ever suffered from Tuberculosis?�
�
�
�
Do you have a long-standing skin problem e.g. eczema. psoriasis�
�
�
�
Do you have a long standing infection of the nose, eyes or ears�
�
�
�
Do you have any long-standing tummy problems? E.g. Crohn’s. Ulcerative Colitis�
�
�
�
Do you have diarrhoea or a tummy upset at present?�
�
�
�
If you answered YES give details of dates and whether you are still having treatment








�
�






SECTION F: IF YOU ARE A DOCTOR OR NURSE AND MAY BE IN CONTACT WITH BLOOD OR BODY FLUIDS (EXPOSURE PRONE PROCEDURES) YOU MUST ANSWER THE QUESTIONS BELOW








�
YES�
NO�
�
To the best of your knowledge have you been infected with the Hepatitis B virus?�
�
�
�
To the best of your knowledge have you been infected with Hepatitis C?�
�
�
�
Has your blood been checked for Hepatitis B vaccine response?�
�
�
�
Have you enclosed with this questionnaire a laboratory certified Hepatitis B and/or C vaccine response level?�
�
�
�
To the best of your knowledge do you have HIV/AIDS?�
�
�
�
Do you have any other infection that might affect your ability to do your job e.g. MRSA�
�
�
�
If you have a laboratory certified Hepatitis B and/or C vaccine response level please enclose it?  If you require a blood test please contact the Occupational Health Department to arrange a test. This should be done prior to your agreed start date.�
�
�
�
Note: Failure to enclose a certificate of Hepatitis B and C status may delay your application.�
�
�
�






Fill in this section if you are: - a doctor, a midwife, will work in any operating theatre, or will be involved with exposure to blood or body fluids e.g. phlebotomy; the tick box on the front of this form indicates that this job involves Exposure Prone Procedures.








SECTION E: TELL US ABOUT YOUR VACCINATIONS. WE NEED TO KNOW ABOUT� HEPATITIS B, BCG(TB VACCINATION), POLIO, TETANUS,RUBELLA, CHICKENPOX


Have you had�
The disease�
The vaccination�
Immune status�
�
Hepatitis B�
YES  /NO  /DON’T KNOW�
Date:�
�
�
Tuberculosis�
YES  /NO  /DON’T KNOW�
Date(BCG):�
�
�
Tetanus�
�
Date:�
�
�
Polio�
�
Date:�
�
�
Measles�
YES  /NO  /DON’T KNOW�
Date:�
�
�
Mumps�
YES  /NO  /DON’T KNOW�
Date:�
�
�
Rubella�
YES  /NO  /DON’T KNOW�
Date: �
�
�
Chickenpox�
YES  /NO  /DON’T KNOW�
Date:�
�
�



You should send printed details of your vaccinations with this form. You may be able to get a copy from your doctor. 


Failure to supply this information MAY delay your start date at the hospital and you WILL be required to attend the Occupational Health Department BEFORE you start work for a health check and blood tests.


IF YOU HAVE HAD A BLOOD TEST FOR HEPATITIS B AND/OR HEPATITIS C AND HAVE A CERTIFICATE PLEASE ENCLOSE A COPY.


Doctors and Exposure Prone staff see next section





SECTION J: ALL APPLICANTS TO COMPLETE THIS SECTION. 


THIS SECTION ASKS YOU IF YOU HAVE HAD TUBERCULOSIS OR HAVE ANY SYMPTOMS.


�
YES�
NO�
�
Have you ever suffered from Tuberculosis?�
�
�
�
Have you ever been treated for Tuberculosis?�
�
�
�
Do you currently suffer from any of the following:


cough (with or without sputum), fever, weight loss, shortness of breath or chest pain?�
�
�
�
Are you homeless or recently from a refugee camp?�
�
�
�
Are you a frequent long-haul traveller?�
�
�
�
To the best of your knowledge do you have HIV/AIDS?�
�
�
�
If you answered YES to any of the questions give details of dates and, if appropriate, whether you are still having treatment








�
�






THIS PART OF THE FORM TELLS YOU ABOUT YOUR RIGHTS UNDER THE ACCESS TO MEDICAL REPORTS ACT 1988 AND HOW WE WILL CONTACT YOUR DOCTOR, IF WE NEED TO. PLEASE READ IT CAREFULLY.





READ THE INFORMATION ON THE FOLDED LEAFLET THAT COMES WITH THIS QUESTIONNAIRE:�“HOW TO COMPLETE YOUR CONFIDENTIAL MEDICAL QUESTIONNAIRE”





Occupational Health Dept. may write to your doctor specifically about the medical conditions you have answered ‘YES’ to in Section C. Occupational Health will use the front of this questionnaire as your consent to do this.


If you do not wish us to do this without discussing it with you tick the box on the front of the questionnaire and if we feel it is appropriate to write to your GP/Specialist a member of the Department will contact you,.





The Access to Medical Reports Act allows you to see a medical report written by your GP or another doctor who is looking after you before it is sent to Occupational Health 


You don't have to see the report but if you want to you must tell us. Cross out "DO" or "DO NOT" on the front of this questionnaire. If you don’t cross out anything we will assume you DO NOT wish to see the report


If you want to see the report, it is up to you to make arrangements to go to your doctor to have a look at it. If you don't see it within 21 days your doctor can send it anyway; although he must keep a copy for 6 months. This may delay a decision on your job.


There are several things you can do when you have seen it:-





1. You can tell your doctor he can send it





2.You can tell your doctor he cannot send it.





3.You can ask your doctor to change those parts of the report with which you disagree; he doesn't have to do this.





4. You can attach a sheet of paper showing those parts of the report with which you disagree.





Under certain circumstances, which are listed in the Act, your doctor may tell you that you cannot see the report; this will be very unusual. In this unlikely event the reasons will be explained to you at the time.








For Occupational Health use only:





Fit						Fit subject to.......................................................................





Unfit									More information needed


									.................................................


									.................................................








Signed.......................................						Date.................................


Occupational Health professional





You can scan and e-mail this form and relevant documents to:fhft.occupationalhealth@nhs.net
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