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Health Declaration Questionnaire
For use as a Baseline Health Assessment/Post Employment


Employee Details  
Please provide Employee details below for your NEW position. If you are not changing jobs then your current position             
	Mr
	
	Mrs
	
	Miss
	
	Ms
	
	Please tick ✔ appropriate box

	  Full Name
	
	Current/New Job Title
	

	Date of Birth
	
	NI Number
	

	Company
	
	Site/Branch Name
	

	Home Address
	

	Email
	
	Contact Tel No
	


HR/Manager/Recruiter Details

Please provide details below for your NEW HR contact. If you are not changing jobs then your current HR contact 
	HR/Manager/Recruiter Name:
	

	HR/Manager/Recruiter Email:
	

	HR/Manager/Recruiter Phone:
	

	Full Time
	
	Part Time
	
	Shifts
	
	Temp/Agency
	
	Other
	


Employee - Job Exposure History over the Last 10 Years
Please tick ✔ appropriate box if in the last 10 years your employment included any of the following working requirements
	Manual handling lifting 25Kg or Above
	
	Fumes/Respiratory Sensitizers
	

	Repetitive Manual Work/Process
	
	Noisy environments 85 dB or above
	

	Bending and twisting
	
	Lone working
	

	Prolonged standing
	
	Night working
	

	Driving of vehicles (e.g. lift trucks or LGV’s)
	
	Working with lead, asbestos, ionizing radiation
	

	Working at heights/Risk of fall
	
	Confined space working
	

	DSE (Display Screen Equipment)
	
	Biological exposure prone procedures – Healthcare Workers 
	

	Food handling
	
	Working with whole body vibration or vibrating tools
	

	Exposure to weather
	
	Challenging, Responsibility, Pressure & Targets
	

	Contact with chemicals, solvents, etc.
	
	Other
	
	

	Dust/Respiratory Sensitizers
	
	
	


Sickness History over the last 12 months
For every occasion on which you have had sickness absence in the last 12 months, give length of absence and reason
	Date
	Number Of Days
	Reason

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Current Health Questionnaire
Please read the following 5 statements and tick the box below if any of these apply

1. Do you need any special aids/adaptations to assist you at work, whether or not you have a disability?

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

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

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

	YES
	

	NO
	


ONLY IF YOU HAVE TICKED YES PLEASE COMPLETE THE MEDICAL HISTORY BELOW
Medical History                      
	Please tick ✔ appropriate box if Yes
	

	(1) Are you aware of any problems with your hearing?
	

	(2) Are you aware of any problems with your eyesight other than glasses or contact lenses, e.g. Colour Blindness?
	

	(3) Do you have any difficulties Bending, Lifting, Standing, Sitting, Twisting, Mobility?
	

	(4) Do you have any difficulties working with computers e.g. Vision, Backache, etc.?
	

	(5) Are you aware of any problems with your skin, e.g. Eczema, Allergic Rashes, Skin infections?
	

	(6) Are you aware of any problems with your chest or lungs, e.g. Persistent wheezing, coughing, asthma, bronchitis, TB, breathlessness?
	

	(7) Have you ever had any problems with Fainting, Blackouts, and Seizures?
	

	(8) Are you aware of any physical, mental or learning impairment which may require adjustments to your work?

	

	(9) Are you aware of any allergies that you have? 
	

	(10) Are you currently taking any medications (do not include contraception)?
	

	(11) Are you currently receiving, awaiting medical treatment or investigation by a GP or Hospital?
	

	(12) Are you currently receiving physiotherapy or counselling? 
	

	(13) Have you consulted a Doctor/GP/Specialist in the past year? 
	

	(14) Have you ever had an industrial injury or disease?
	

	(15) Have you ever left or been denied a job on ill-health grounds?
	

	(16) Do you consider yourself to have a disability? 
	

	(17) Do you have any health problems that may affect your and others safety at work? 
	

	(18) Do you have any health problems that may affect your performance at work?
	

	(19) Do you have any medical conditions that require regular absence from work? 
	

	(20) Do you have any other medical diagnosed health conditions not indicated above? 
	

	(21) Have you ever applied for ill health retirement?
	


If you have indicated YES as to having any of the above please give details below

	Question Number
	Details

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Employee Declaration

Please read and sign this declaration after ensuring you have completed the questionnaire in full. 

I understand that the purpose of this questionnaire is to help assess how my health may be affected by my work, and how my health could affect my ability to work.

In addition consideration needs to be made as to what reasonable workplace adjustments may be required. 

I understand that no clinical details will be given to my employer without my prior consent and that this questionnaire will be retained in confidence by Occupational Health.

I declare that the information I have given is true and complete, to the best of my knowledge. 

In the event of there being a work / health issue we may confirm to your employer whether the relevant information was disclosed by you on the questionnaire.
I understand that I may be contacted by Occupational Health to clarify my responses on this questionnaire or may be required to have an appointment with an Occupational Health Practitioner.
I understand that I must notify my employer if there are any significant changes in my health after signing this questionnaire during my employment and that a further assessment may be required.

Declaration                      
By Signing or Agreeing below you understand and agree with the above Declaration
Questionnaires filled in electronically must Agree or Disagree and include Print Name and Date
PLEASE RETURN VIA EMAIL VIA Employment Support Service at NYCC: EmploymentSupportService@northyorks.gov.uk  
If you do not have access to email then please return VIA line manager in a sealed envelope marked “Private and Confidential FAO Occupational Health Adviser” to NYCC Health and Wellbeing Service.
	I Agree
	
	 I Disagree
	
	                                   Cut/Paste me >       
	         ✔


   

	Print Name
	


	Signature
	


	Date
	


	For Office/Clinical use only
	Date
	
	Outcome completed
	

	

	OHA

Signature:
	
	NMC Number:
	
	Date:
	


Postal Address for Questionnaires:


Health and Wellbeing Service


Occupational Health


50 South Parade


Northallerton


North Yorkshire


DL7 8SL
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