	Pre-Employment Health Questionnaire
	STRICTLY CONFIDENTIAL

	This questionnaire should be completed as fully as possible in capital letters. 

The information will be treated in confidence between the School and its Medical Adviser/Occupational Health Adviser/Doctor.



	Forename:
	
	Title (Dr, Mr, Mrs, Ms)
	

	Surname::
	
	Date of birth:
	

	Address
	
	Name and address of GP:
	

	Position applied for:
	

	Medical history

	Please complete the following questions by ticking the appropriate box. If the answer is ‘yes’, give details including (a) date, (b) amount of time lost from work/school (if any), (c) treatment (if any).

	Have you ever suffered from any of the following illnesses?

	
	Yes
	No
	If yes, please give details

	Visual defects/eye conditions (including colour blindness)
	
	
	

	Hearing defects/ear conditions
	
	
	

	Severe anxiety, depression, other psychiatric disorder
	
	
	

	Paralysis or other neurological disorder
	
	
	

	Fainting attacks, blackouts, epilepsy or fits
	
	
	

	Recurrent headaches, migraine
	
	
	

	Vertigo, giddiness or tinnitus
	
	
	

	Heart disease, high blood pressure
	
	
	

	Asthma, bronchitis, tuberculosis or other chest disease
	
	
	

	Liver disorder
	
	
	

	Kidney or bladder problems
	
	
	

	Recurrent backache, arthritis, rheumatism
	
	
	

	Any blood disorder
	
	
	

	Eczema, dermatitis, other skin conditions
	
	
	

	Diabetes, thyroid or other gland problems
	
	
	

	Hay fever, allergies to drugs, animals etc
	
	
	

	Any recurrent infections
	
	
	

	Any impairment of immunity to infection
	
	
	

	Hernia
	
	
	

	Any alcohol or drug related problems or illness
	
	
	

	Any other medical condition, physical or mental, not mentioned above
	
	
	

	Have you?

	
	Yes
	No
	If yes, please give details

	Ever undergone a surgical operation or been admitted to hospital for any reason?


	
	
	

	Had more than 20 days’ sickness absence in the past 2 years?


	
	
	

	Ever been, or are, a Registered Disabled Person?


	
	
	

	Present health status
	
	
	

	
	Yes
	No
	If yes, please give details

	Are you at present taking any medication prescribed by a doctor?


	
	
	

	Are you at present receiving any treatment prescribed by a doctor?

	
	
	

	Do you have any physical disability necessitating special aids, or requirements for access to premises?


	
	
	

	Do you have any other relevant health problems?

	
	
	


Declaration

1.
I declare that, to the best of my knowledge, the information I have given is correct and that I know of no reasons, on grounds of mental or physical health, why I should not be able to discharge the responsibilities required by the post in question.

2.
I understand that any offer of employment made to me by the School will be conditional upon the verification of my medical fitness and that I may be required to attend a medical examination.
3.
I understand that failure to disclose relevant information or giving false information may result in termination of my employment or the withdrawal of an offer of employment.
4.
I hereby give my consent to Ashbourne College processing the data supplied above.
Signature     ………………………………………..
Date ………………………………………..
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