HEALTH QUESTIONNAIRE

PRIVATE & CONFIDENTIAL

Name ……………………………
D.O.B……………………………………….….

Address…………………………
Position for which

…………………………………...
Application is made……………….…………
…………………………………….
Location of Position ………………………….

This questionnaire asks for information of a personal nature but it is necessary to establish your ‘health status’.  There are aspects of work which require us to make risk assessments in order to protect our employees and our clients.

As a result of the information given it may be necessary to request your permission to obtain further information from your General Practitioner.  This would be done according to the guidelines of the Access to Medical Reports Act 1988, and therefore your co-operation and honesty in completing this questionnaire is appreciated.

Please tick the answer appropriate to you






 Yes     No      If yes please give details
1.
Have you had time off work


…………………………………………

Due to illness or injury in the


………………………………………….

Last two years?

2.
Do you take regular



………………………………………….


medications?




…………………………………………

3.
Have you had an operation?


…………………………………………







………………………………………….

4.
Have you been a patient


………………………………………….


in hospital?




…………………………………………

5.
Are you awaiting a hospital


admission or out-patient


………………………………………….


appointment?




…………………………………………

6.
Do you smoke?




………………………………………….








………………………………………….


7.
Do you drink alcohol?



………………………………………….








………………………………………….


8.
Are you allergic to anything?


………………………………………….








………………………………………….






Yes
No
If yes, please give details

__________________________________________________________________________

__________________________________________________________________________

9.
Have you ever or do you



now suffer from:

10.
Diabetes?




…………………………………………








…………………………………………

11.
Epilepsy?




…………………………………………








…………………………………………

12.
Asthma, bronchitis or TB?


…………………………………………








…………………………………………

13.
Heart disease or high blood


…………………………………………


Pressure?




…………………………………………


14.         Jaundice?




…………………………………………








…………………………………………

15.
Blood borne virus 



…………………………………………

(I.e. Hepatitis/HIV) ?



…………………………………………

16.
Back problems?



…………………………………………








…………………………………………

17.
Arthritis?




…………………………………………








…………………………………………


18.
Any psychiatric problems?


…………………………………………








…………………………………………


19.
Difficulty with vision or hearing?

…………………………………………








…………………………………………

20.
Dysentery or typhoid?



…………………………………………








…………………………………………

21.
Dermatitis, eczema or psoriasis?

…………………………………………








…………………………………………

22.
Please give last date of 

Immunisation or vaccination of:


Rubella (German measles) Tuberculosis (BCG)
   Tetanus
     Hepatitis B


(Persons working within the caring profession are advised to seek GP’s guidance in relation to immunisation and vaccination)


23.
Last Chest X-Ray and date







Yes
No
If yes, please give details
24.
Have you been in contact with 


…………………………………………


a person suffering from 


…………………………………………


Tuberculosis(TB)?

25.
When did you last consult
…………………………………………………………….


Your GP and why?

…………………………………………………………….






…………………………………………………………….

26.
Name and Address of your GP
…………………………………………………………….






…………………………………………………………….






…………………………………………………………….

27.
is there any additional 
information regarding your health not covered above?


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


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


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


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


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


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


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


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

28.
a) Height ………………………………. b) Weight ………………………………………..

c) Distinguishing marks (i.e. scars) ……………………………………………………….

1 declares that the information I have given is correct.

Signature ……………………………………… Date ………………………………………………
NOTE: Withholding information may lead to summary dismissal and may invalidate insurance.

EQUAL OPPORTUNITIES POLICY

The Company confirms its commitment to a comprehensive policy of Equal Opportunities.  The Company aims to create the condition whereby the methods and procedures for recruitment, service provision and training etc do not in any way allow for discrimination on the grounds of race, religion, gender, age, sexual orientation and disability.

Employment procedures and practices will be undertaken strictly in accordance with the following and all other relevant legislation:

RACE RELATIONS ACT 1976

SEX DISCRIMATION ACT 1975 – 1985

RACE RELATIONS CODE OF PRACTICE 1994

DISABILITY DISCRIMINATION ACT 1995

In order for us to actively promote, monitor and keep under review our procedures and practices, we invite all applicants to complete the attached form.

This information will be kept confidential.

Information provided will not be used during selection or short listing processes.

(Please return completed form with your application form)

EQUAL OPPORTUNITIES FORM

NAME OF APPLICANT: …………………………………………………………………………………………….
ADDRESS: ………………………………………………………………………………
……………………………………………………………………………….……………

DATE: ………………….. POST APPLIED FOR: …………………………………….
FROM WHAT SOURCE DID YOU HEAR OF THE VACANCY?
(If from a Friend please state their Name /s)

 ……………………………………………………………………………………………

The commission for Racial Equality recommends the categories used in the 1991 Census as follows:  (please tick one answer only for each question)

1.
I would describe my ethnic origin as follows:


White


Black –African


Black- Caribbean


Black- Other (please specify)


Indian


Pakistani


Bangladeshi


Chinese/Vietnamese


Mediterranean (please specify)


Other (please specify)

2.
I am a female


I am a male

3.
I am aged
16-24

25-34

35-44

45-54




55-64

65-74

75 and over

4.
Do you have a particular disability:

Yes / No


If the answer was Yes, please state briefly the nature of your disability:
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