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	WORK HEALTH ASSESSMENT QUESTIONNAIRE

	PRIVATE & CONFIDENTIAL


	Information

	Your answers to this questionnaire will be confidential to the Occupational Health (OH) department and will not be given to anyone else without your written permission. The purpose of the questionnaire is to see whether you have any health problems that could affect your ability to undertake the duties of the post you have been offered or place you at any risk in the workplace. 
We may recommend adjustments or assistance as a result of this assessment to enable you to do the job. Our aim is to promote and maintain the health of all people at work. Before health clearance is given for employment you may be contacted by Occupational Health and may need to be seen by an Occupational Health Nurse Advisor or Physician. 
Please answer this form as fully as possible, complete in black pen and use block capitals.


	SECTION ONE: Personal Details

	Surname: 
	     
	Title:      

	First Names:
	      

	Previous Name:
	     

	Date of Birth:
	     
	Male  FORMCHECKBOX 
      Female  FORMCHECKBOX 
 

	Proposed Job: 
	

	Department:
	

	Hospital Base:
	

	Manager:
	

	Are you new to the NHS? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Have you previously worked for us? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Home Address: 
	     

	Postcode:
	     

	Telephone:
	     

	Name of GP:
	     

	GP Address: 
	     

	Postcode:
	     


	SECTION TWO: Previous Employment (last 5 years)

	Employer:
	Job Role:
	Start Date:
	End Date:


	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	SECTION THREE: Tuberculosis Monitoring

	Have you lived continuously in the UK for the last 5 years?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	If no, please list all of the countries you have lived in over the last 5 years:

	     

	Have you had a BCG vaccination?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	Approximate date:      


	SECTION FOUR: All Staff Groups

	To be completed by all staff. If you answer yes to any of these questions, please provide additional details in Section Seven.

	1. Do you have any illness / impairment / disability (physical or mental) which may affect your work?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	2. Have you ever had any illness / impairment / disability which may have been caused or made worse by your work?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	3. Are you having, or waiting for treatment (including medication) or investigations at present? If yes, please provide details of the condition, treatment and dates.
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	4. Do you think you may need any adjustments or assistance to help you to do the job?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	5. Do you have any of the following:


a) a cough which has lasted more than 3 weeks?


b) unexplained weight loss?


c) unexplained fever?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	6. Have you had tuberculosis (TB) or been in recent contact with open TB?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 



	SECTION FIVE: Healthcare Workers

	To be completed by all those involved in patient care / patient contact / body fluid sample handling (including laboratory workers).

	Have you ever had chickenpox?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Can you provide documented evidence of immunity to measles & rubella?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Have you ever tested positive for HIV / Aids? 
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Have you ever tested positive for Hepatitis B? 
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Have you ever tested positive for Hepatitis C?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	SECTION SIX: Exposure Prone Procedures

	Exposure Prone Procedures (EPP) are those procedures where the worker’s gloved hands may be in contact with sharp instruments, needle tips or sharp tissue (e.g. spicules of bone or teeth) inside a patient’s open body cavity, wound or confined anatomical space where the hands or fingertips may not be completely visible at all times.
EPP staff include all surgeons (including FY1 and FY2 doctors with a rotation into one of the EPP areas), dental staff, theatre staff, midwives, A&E doctors and nurses. Renal unit staff must provide documentary evidence of Hepatitis B status. If you are unsure about your EPP status, please contact the Occupational Health (OH) department on 01753 634760. 

EPP staff must provide documentary evidence of Hepatitis B status. Documentary evidence of Hepatitis C and HIV status is also required for staff undertaking EPPs for the first time. This must be an identified validated sample (IVS). Health clearance for EPP work cannot be given until these results have been received and processed by the Occupational Health department. If you have previous blood results and/or documented evidence of relevant vaccinations, please supply a copy when you submit this form. 

If results are not available, you will be tested by OH and health clearance for EPP work will be delayed until these results are processed. You will be asked to show formal photographic ID (e.g. Passport, Driving Licence, or Trust ID badge) for this procedure. This is to comply with the Department of Health’s standard for Identified Validated samples (IVS).
Healthcare workers who perform EPPs have a legal duty to inform the OH department if they suspect or know that they are carriers of HIV, Hepatitis B, or Hepatitis C. 

	Will you be performing EPP procedures?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Will you be working on a renal unit?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 



	SECTION SEVEN: Further Information 

	If you answered yes to any of the questions in section four, please provide further details here, specifying which question your answer refers to. Please also use this section to detail any additional previous employments you have had within the past 5 years, or provide us with any further information you think we should know about your health.

	     

	DECLARATION

	I declare that the answers to the above questions are true and complete to the best of my knowledge and belief. I give permission for a member of the Occupational Health department to communicate with my own general practitioner (GP), or any other health professional, if further information is required, and for that GP or healthcare professional to give details of my clinical condition or other relevant information to the OH Nurse Advisor or Physician at Heatherwood and Wexham Park Hospitals NHS Foundation Trust.
I understand that I shall be contacted to obtain my fully informed consent before any report is requested and that under the Access to Medical Reports Act, 1988: 
· I have the right to see the report before it is sent. 
· I am entitled to ask the doctor to amend or modify information which I consider is inaccurate.

· I have 21 days from notification to seek access to the report.
 FORMCHECKBOX 
  *I wish to seek access to this report   OR    FORMCHECKBOX 
  *I do not wish to seek access to this report

	I understand that if any recommendations to my employer are necessary as a result of this Work Health Assessment, the Occupational Health department will discuss the recommendations with me before making them to my employer.
 FORMCHECKBOX 
  
*I give consent for the Occupational Health department to make recommendations to 
my employer, without me having seen a written copy of the recommendations first. 

OR

 FORMCHECKBOX 
  
*I would like to see a written copy of any recommendations the Occupational Health 
department may make to my employer before they are sent to my employer.
* please tick the relevant statements above before signing this declaration. 

	Print Name:      

	Signature: 
	Date:      
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