Belfast Health & Social Care Trust

Occupational Health Service
Pre-employment Questionnaire
The purpose of this questionnaire is to help the Occupational Health Practitioner to assess your fitness and suitability for the position for which you have applied.  Information will be treated in confidence and be seen only by Occupational Health Staff. 
Please complete all sections
	Surname


	
	Title
	Sex

                       M / F

	Forename


	
	Date of birth

	Previous name

(if any)
	
	National Insurance number

	Home Address
	
	Tel No.
	

	
	
	Work
	

	
	
	Home
	

	
	
	Mobile
	

	Post Code
	
	E Mail
Address
	

	Name of your GP:

Practice address:
	

	Job title applied for 


	Please circle: (Full time / part time)

	Employer
	

	Countries where you lived/ worked/visited for more than FOUR weeks in last  FIVE years (outside UK and Ireland)
	

	Have you ever had a health assessment for employment within the Health and Social Services?

	If yes give name of organisation and date if known:

	
	

	Please list all past employment.

Job Title/Employer (continue on a separate sheet if necessary)
	From
	To

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please answer all of the following questions. If you answer yes please give details in the space provided on opposite page.

	
	
	YES
	NO

	1
	Do you have any impairment that may affect your ability to work safely?
	
	

	2
	Do you have any eyesight problems not corrected with spectacles/contact lenses?
	
	

	3
	Do you have any hearing problems?
	
	

	4
	Do you have any special needs to help you do your job, e.g. hearing aids or access requirements?
	
	

	5
	Do you have any problems with your hands, arms, legs or feet which affect movement or normal use?
	
	

	6
	Do you have any difficulty in standing, bending, lifting or other movements?
	
	

	7
	Have you seen a doctor or any other health professional in the last 2 years for any kind of health problem?
	
	

	8
	Are you having any treatment or investigations or have you had any in the past two years?
	
	

	9
	Are you waiting for any treatment or investigation?
	
	

	10
	Have you ever had any kind of skin problem?
	
	

	11
	Have you any kind of back and/or neck problem?
	
	

	12
	Have you ever had any kind of problem with your joints including pain, swelling or stiffness>
	
	

	13
	Have you ever had any mental health or psychological problems e.g. anxiety, depression, stress, eating disorder?
	
	

	14
	Have you ever had a problem with, or abused alcohol, drugs or other substances?
	
	

	15
	Have you ever had fits, blackouts or epilepsy?
	
	

	16
	Do you have any allergies e.g. to nickel, latex (rubber) or any other substances?
	
	

	17
	Have you ever had asthma, bronchitis or chest problems?
	
	

	18
	Have you, or any member of your family ever had Tuberculosis (TB)?  
	
	

	19
	In the past 12 months have you had a cough for more than 3 weeks, coughed up blood or had any unexplained loss of weight, fever or night sweats?
	
	

	20
	Have you ever had hepatitis, jaundice, or blood disorders which affect the immune system e.g. HIV/AIDS?
	
	

	21
	Do you have diabetes?
	
	

	22
	Do you have any other medical condition/symptoms?
	
	

	23
	Are you currently taking any medication?
	
	

	24
	Have you had any time off work due to sickness during the past two years? 
	
	

	25
	Have you ever had any illness or injury that may have been caused or made worse by your work?
	
	

	26
	Have you ever been retired or had to leave work on the grounds of ill health?
	
	

	27
	Do you have any current/recurring health condition/disability, which might affect your ability to do the proposed job?
	
	


Use this section to provide further information on any of the questions to which you have answered ‘Yes’ 

Details, which may be useful, include:

A) How long have you had this problem?

B) What type of treatment, if any, did you receive?

C) Were you admitted to hospital, unable to work or prevented from carrying out your normal activities because of the problem?

D) Does the condition continue to affect you in any way?

                                              Please continue on a separate sheet if necessary
	Question

Number
	                                                  Details

	
	

	
	

	
	

	
	

	
	


PLEASE INDICATE IF YOU HAVE HAD THE FOLLOWING VACCINATIONS / TESTS. PLEASE BRING EVIDENCE OF THESE TO YOUR APPOINTMENT (Evidence can be obtained from GP / School health records / Student/ Occupational Health departments if previously employed in the Health & Social Services)
	Vaccination
	    
	Date if known
	Vaccination
	
	Date if known

	Polio
	
	
	Do you have a BCG scar?
	
	

	Rubella
	
	
	Hepatitis A
	
	

	Varicella 
	
	
	Hepatitis B
	
	

	Diphtheria
	
	
	1st
	
	

	BCG
	
	
	2nd
	
	

	Heaf /Mantoux/IGRA test (TB test)
	
	
	3rd
	
	

	Tetanus
	
	
	Titre 
	
	

	Typhoid
	
	
	booster
	
	

	MMR 1ST 
	
	
	
	
	

	MMR 2nd 
	
	
	Have you had a chest x ray in the past 12 months?
	
	


To be completed by Food Handlers

1.
Have you now, or have you over the last seven days, suffered 

from diarrhoea and/or vomiting ?






YES/NO

2. At present, are you suffering from:

i) skin trouble affecting hands, arms, head scalp or face?


YES/NO


boils, styes or septic fingers?






ii) discharge from eye, ear or gums/mouth?




YES/NO

3. Do you suffer from:

i) Recurring skin or ear trouble?





YES/NO

ii) A recurring bowel disorder?






YES/NO

4. Have you ever had, or are you now known to be a carrier of, 

typhoid or paratyphoid?







YES/NO

5. In the last 21 days have you been in contact with anyone at 

home or abroad, who may have been suffering from typhoid 

or paratyphoid?     








YES/NO 

Employee Declaration

I declare that the answers are complete and accurate to the best of my knowledge and that no relevant information has been withheld.  I understand that if any of my answers are false or misleading my suitability for employment may be reconsidered.

I understand that I may be required to undergo health screening by the Occupational Health Service, and that I may be asked to agree to further relevant information being obtained in confidence from my general practitioner or hospital doctor.
Signature: 






          Date: 





Please print full name: 











If you are called for a Pre Placement Health Assessment you must bring photographic identification with you to the appointment. (Driving license/Passport/ Electoral ID card only)
	For official use.

	

	


Y / N








