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Pre-Employment Medical, Health and Wellbeing Questionnaire

This form can only be used after a job offer has been made. 
This form and its contents upon completion must be treated as strictly private and confidential.
APPLICANT/JOB DETAIL 

Please complete all sections as indicated for the Applicant or Manager. 

Please use Black ink when completing this form.

Section 1   APPLICANT'S JOB DETAILS

	To be completed by Manager

	Title Dr/Mr/Ms/Mrs/Miss/other: 

	Surname: 


	Forenames:  FILLIN   \* MERGEFORMAT 

	Position applied for:  FILLIN  \d  \* MERGEFORMAT 

	How many hours per week will the employee work?



	
	Will the employee work nights?      

Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 


	Section the employee will be assigned to:
	

	Name of Manager Fitness for Work report to be sent to:
	       FILLIN   \* MERGEFORMAT 

	Name of Line Manager


	


Section 2     To be completed by the Applicant
	

	Address: 


	Telephone numbers:

Home: 

Mobile:

Work: 

Email address:

	Postcode: 
	

	Date of Birth (dd/mm/yy):         
	Age (Years): 
	Sex:     M  FORMCHECKBOX 
    F  FORMCHECKBOX 


	Do you consent to being contacted by email?           Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If Yes, please provide your home email address
	Home email address:



	Do you consent to being contacted on your mobile? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If Yes, please provide your mobile phone number
	Mobile phone number:




The table below is for completion by the prospective line manager. By ticking the relevant boxes in the left most column it will clarify to the employer organisation those elements of fitness of particular importance to the proposed employment. The Line manager can then advise on any required health surveillance prior to employment. 

	KNOWN RISKS - To be completed by Manager

	Please tick in the first column if the work involves:-

	 FORMCHECKBOX 

	Regular lifting

	 FORMCHECKBOX 

	Working at heights/on ladders

	 FORMCHECKBOX 

	Confined spaces

	 FORMCHECKBOX 

	Mainly indoors

	 FORMCHECKBOX 

	Sedentary/semi-sedentary

	 FORMCHECKBOX 

	Driving duties

	 FORMCHECKBOX 

	LGV/PSV vehicles

	 FORMCHECKBOX 

	Licensed Taxi

	 FORMCHECKBOX 

	Agricultural/horticulture/gardening work

	 FORMCHECKBOX 

	Regularly outdoors in all weathers

	 FORMCHECKBOX 

	Shift/nights

	 FORMCHECKBOX 

	Work needing hearing protection

	 FORMCHECKBOX 

	Powered vibrating tools

	 FORMCHECKBOX 

	Regular bending

	 FORMCHECKBOX 

	Regular or prolonged standing

	 FORMCHECKBOX 

	Regular walking on uneven ground

	 FORMCHECKBOX 

	Food preparation/catering

	 FORMCHECKBOX 

	Manual cleaning/sweeping/domestic duties

	 FORMCHECKBOX 

	Residential/day care work

	 FORMCHECKBOX 

	Home care work

	 FORMCHECKBOX 

	Work with students/children

	 FORMCHECKBOX 

	Significant use of computers (DES regs.)

	 FORMCHECKBOX 

	Contact with hazardous substances (COSHH regs., includes sewerage, body fluids/blood)

	 FORMCHECKBOX 

	Physical/sport/leisure duties

	 FORMCHECKBOX 

	High mental stress content

	 FORMCHECKBOX 

	Working with challenging behavior

	 FORMCHECKBOX 

	Working with asbestos


	Section 3 To be completed by the Applicant
	Yes
	No

	1. Do you need any adaptions to assist you at work, whether or not you have a disability 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2. Do you have a medical condition or disability which may affect your ability to carry out your proposed work?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3. Are you having, or waiting for, treatment or investigation of any kind at present?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



EQUALITY ACT  2010
The Equality Act puts employers under a duty to make reasonable adjustments in the workplace for disabled employees and job applicants. The Act defines a disabled person as a person with a disability. A person has a disability for the purposes of the Equality Act 2010 if he or she has a physical or mental impairment which has a substantial and long-term adverse affect on their ability to carry out normal day-to-day activities. 
If you have a condition that may fall under the scope of the Equality Act 2010, we may need to advise your manager on suitable workplace adjustments. 
	Disability
	Yes
	No

	1. Do you have any kind of chronic health condition or disablement?

(If yes, please answer both questions below)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2. Do you have a disability which may affect your ability to carry out your proposed work?

If Yes, please describe the nature of your disability below:


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3. Have you ever left a previous employment through ill-health or a work related injury or condition
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4. I consent to Occupational Health advising the employer of the likelihood that I would fall within the scope of the disability provision of the Equality Act 2010?


	 FORMCHECKBOX 

	 FORMCHECKBOX 



PLEASE ONLY COMPLETE SECTION 4 OF THE FORM IF YOU HAVE ANSWERED YES TO ONE OR MORE OF THE QUESTIONS STATED ABOVE
Section 4 
	Absence History - Please provide reason & dates 

	Reason
	Start
	End

	
	/     /
	/     /

	
	/     /
	/     /

	
	/     /
	/     /

	
	/     /
	/     /

	
	/     /
	/     /

	
	/     /
	/     /


Declaration of Fitness - To be completed by All Applicants
I declare that the information I have given on this form is true to the best of my knowledge and belief. I understand that a failure to provide information and/or a submission of inaccurate information relating to my health may result in disciplinary action being taken which would lead to 

dismissal.

I am willing to undergo a medical examination if necessary 
	Signed :
	
	date (dd/mm/yy) :   
	                /           /


	Print Name:
	        


Post applied for: ……………………………………………………………………………………………… 

Vacancy reference number: …………………………………………………………………………………
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