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OCCUPATIONAL HEALTH SERVICE
PRE-EMPLOYMENT HEALTH ASSESSMENT QUESTIONNAIRE
Section 1 - this Page is to be completed by the Employing Manager / Head of Department prior to sending to the applicant.  Incomplete details will delay processing.

	1. JOB APPLIED FOR

	Job Title:     
	Full Time  FORMCHECKBOX 

	Part Time  FORMCHECKBOX 


	Department:     
	Location:     

	Start Date:     

	The job involves work with:

	 FORMCHECKBOX 
 Respiratory sensitisers or laboratory

     allergens 
	 FORMCHECKBOX 
 Food handling

	 FORMCHECKBOX 
 Human blood, tissues, fluids
	 FORMCHECKBOX 
 Regular night shifts

	 FORMCHECKBOX 
 Regular overseas Travel
	 FORMCHECKBOX 
 Regular VDU usage

	 FORMCHECKBOX 
 Regular manual handling/lifting duties
	 FORMCHECKBOX 
 Other hazards (please state)…
          

	 FORMCHECKBOX 
 Regular group II vehicle driving duties
	 FORMCHECKBOX 
 Latex

	Please provide applicant with appropriate supplementary health screening form to be returned attached. 

	Employing Manager
	Signature
	Date

	Name:     
	
	     

	Contact No.     
	
	


Sections 2 – 6 to be completed by the applicant. Please read the following before completing the questionnaire.

· If Section 1 has not been completed please contact your employing manager / interviewer before completing this questionnaire

· UCL Occupational Health Service will retain the questionnaire. It will be used to assess whether there are any health issues relevant to the proposed work and to guide UCL on any special requirements you may have during employment. Further assessment by the Occupational Health Service may be needed and you may be required to attend for regular health surveillance during employment.  Advice regarding fitness for work will be given to your employing officer in general terms; detailed clinical information will not be revealed without your consent.

· If further information is required from your GP or Specialist this will only be obtained with your written consent.
· In signing this questionnaire you confirm that all information provided is true to the best of your knowledge. You also accept that in the event of being employed, if it is subsequently shown that medical information has not been disclosed by you, or has been misleading or false, then you could become liable to disciplinary proceedings that may include dismissal. 

· When you have completed the questionnaire, please send it directly to : 

Occupational Health Service, University College London,

Gower Street, London WC1E 6BT

	2. PERSONAL DETAILS

	Surname:     
	Prof./Dr/Mr/Miss/Mrs/Ms:     
	Date of Birth:     

	Forenames:     
	Maiden/Previous Name:     

	Address:     

	Contact Details:
	home:     
	mobile:     

	
	work:     
	email:     


	3. WORK RELATED HEALTH HISTORY

	
	Yes
	No
	If YES, give details and dates

	Have you previously worked at University College London as an employee, in an honorary capacity or as a postgraduate student?


	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Have you been absent from work or full time study due to ill health during the last 12 months (including illness such as colds etc)?
If YES include:-

· Number of days 

· Reason.
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Have you ever left, or been denied a job on health grounds?


	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Have you ever been denied a driving licence on health grounds?

	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Have you ever suffered from any work-related health conditions?


	 FORMCHECKBOX 

	 FORMCHECKBOX 
    
	


	Continued….
	Yes
	No
	If YES, give details and dates

	Have you ever had an accidental sharps injury or exposure to blood / bodily fluids with broken skin or mucous membranes?


*If YES include opposite: - 

· Date of the incident

· Status of source, if known

· Details of treatment given at time of injury

· Details of follow up blood test results / surveillance


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


	4. HEALTH HISTORY

	Do you have or have you had in the past:
	YES
	NO
	If YES, give details and dates

	Conditions of the lungs?

Asthma? Bronchitis? Pleurisy? Tuberculosis?

Other chest complaints? Coughing up blood? 

Shortness of breath? Any other conditions?
	 FORMCHECKBOX 

	   FORMCHECKBOX 
   
	

	Conditions of the heart?

High blood pressure? Heart attacks? Angina?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
   
	

	Nervous system disorder?
Blackouts? Epilepsy? Muscular weakness? Paralysis?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Migraine or persistent headaches?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Conditions of the digestive system?

Irritable bowel syndrome?
Liver complaints/jaundice?

Colitis? Gastric/duodenal ulcer?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
   
	

	Conditions of the kidney or bladder?
Urinary infection? Kidney stone?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Conditions of the bones, joints and limbs?
Arthritis? Rheumatism? Back problems? Neck or shoulder problems? Sciatica? Upper limb disorder? Tennis elbow? Any other conditions?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Allergies?  (Including allergies to drugs, animals and pollens).
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	


	Continued….
	YES
	NO
	If Yes, give details and dates

	Skin conditions? 

Eczema? Dermatitis? Psoriasis? Recent Infection?  Skin cancer?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Gland trouble? 
Diabetes? Thyroid overactive/under active?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Eye conditions?
Restricted vision? Glaucoma? Iritis? Any other condition? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Ear conditions?
Restricted hearing? Tinnitus? Ear infections?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Alcohol or drug problems?
Problems related to alcohol or drug usage or dependency?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Mental illness and/or stress related problems?
Nervous breakdown? Mental fatigue? Anxiety? Depression? Panic attacks? Significant sleep disturbance? Stress related problems? Eating disorders? Self harm? Any other conditions?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Have you consulted a specialist or needed any operations other than already stated?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Have you spent any time in hospital other than already stated?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Have you consulted your GP in the last 12 months?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Are you receiving medical treatment at the present time?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Do you take any regular medication?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	

	Are you aware of having any disability that is covered by the Disability Discrimination Act
?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	


	Continued….
	YES
	NO
	If Yes, give details and dates

	Have you any disabilities affecting sight, hearing, standing, sitting, walking, lifting, driving, stair climbing, use of the hands or ability to carry out any work indicated in section 1?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
   
	

	Have you any other health issues that have not been mentioned above or about which you would like to provide further details?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
     
	


	5. VACCINATION HISTORY (for applicants working with biological hazards)

	HAVE YOU HAD THE FOLLOWING IMMUNISATIONS or TESTS?
	YES    
	NO
	DATES + RESULTS 

	Hepatitis B primary course 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Hepatitis B Booster/s
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Hepatitis B Antibody blood test?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Typhoid
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Hepatitis A
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Rubella
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Varicella IgG (or history of chicken pox )
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	TB skin test e.g. Heaf test 

Please state result or grade.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	BCG (protection against TB)?

If ‘YES’ do you have a BCG scar?
	 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 

	


6. DECLARATION -    To be completed by ALL applicants.   

1. I declare that all the foregoing statements are true to the best of my knowledge. 

2. I understand and accept that I may be required to attend for an Occupational Health assessment.

3. I understand and accept that further medical information may be requested from my doctor if considered necessary and subject to the occupational health adviser obtaining my consent under the Access to Medical Reports Act 1988


Name (BLOCK CAPITALS): 

Signature:







Date:

FOR OFFICE USE ONLY

	Date and

Question No
	Telephone consultations:

Further details given by applicant

	
	


Advice given to applicant re outcome of assessment:
Outcome:


· Fit


· Pre employment clinical assessment with OHA / OP (advised

· Health Interview required

· Fit with adjustments or advice

Details:

OHA Signature 





Date

 

� Disability Discrimination Act 1995 You would be regarded as disabled if you have a medical condition that has lasted or is likely to last for more than one year and is sufficient to impair normal day-to-day activities.  UCL is committed to making reasonable adjustments to facilitate individuals with disabilities. Disability does not preclude consideration for employment.


� To reduce the need for further blood tests, please provide a laboratory report or certificate signed and dated from your GP or Vaccination Centre as evidence of hepatitis B immunity.


Thank you for answering the questions. Please check that you have given all the information required and then complete the declaration. Failure to do so may delay your application.


( Delete as appropriate





