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Occupational Health Medical Questionnaire
Hospital Doctors
Personal Details:
	Title (Dr., Mr, Mrs, Ms)
	
	
	First Name (as per Passport)
	

	Surname (as per Passport)
	
	
	Date of Birth
	

	Home Telephone
	
	
	Work Telephone
	

	Mobile Telephone
	
	
	GP Address
	


Immunisation History:

	Have You Ever Had The Following Immunisations?
	Yes
	No
	Date (Year)

	1
	Diphtheria
	
	
	

	2
	Poliomyelitis
	
	
	

	3
	Tetanus
	
	
	

	4
	BCG Vaccination
	
	
	


Health Declaration:

	
	Question
	Yes
	No

	1
	Have you ever had to leave a job (voluntarily or been dismissed from one) for reasons related to your health?
	
	

	2
	Have you ever been retired from any job before the normal retirement age for that job because of ill health?
	
	

	3
	Have you ever suffered from any health problem or medical condition that you believe (or have been told) was work-related or caused by your work?
	
	

	4
	Have you ever been told by a doctor to avoid any particular job, type of work or any particular work activity?
	
	

	5
	Have you ever had to have a job you were employed in permanently altered, or been moved to a different job, because of a health problem?
	
	

	6
	Over the last two years, have you had any continuous period of sickness absence or unfitness for work that has gone on for four weeks or longer as a result of any health problem?
	
	

	7
	Over the past two years from today, have you ever taken a total of more than 10 days sickness absence during any calendar year?
	
	

	8
	Are you aware of any need or plan for an operation or other form of treatment in the future for which you will need to take sickness absence?
	
	

	9
	Have you suffered from any health problem or medical condition that you have been told could get gradually worse or keep coming back and would make it difficult for you to do any part of this job?
	
	

	10
	The definition of a disabled person is someone with a physical or mental impairment that has a substantial and long-term adverse effect on their ability to carry out normal day-to-day activities (the definition does not relate to work activities). Considering this, do you feel yourself to be disabled?
	
	

	11
	Do you take any drugs, medicines or other treatments that affect you in a way that would make it more difficult for you to do any part of this job (such as drowsiness)?
	
	

	12
	Do you have any allergies or other physical reactions to any substances that you may be exposed to through this job, such as dusts, fumes, materials, foods, animals, liquids, chemicals or detergents? Eg. Do you have a reaction to gloves or glove powder?
	
	


	
	Question
	Yes
	No

	13
	Have you ever had any skin condition that you think may have been caused or made worse by your work?
	
	

	14
	Have you ever become unfit for work or not been able to do a particular part of a job because of the effects of a skin condition?
	
	

	15
	Do you have to avoid (or take particular care with) any task at home or at work because it causes significant problems for your skin (such as washing up, using soaps or detergents, cooking and handling paper)?
	
	

	16
	Have you had any chest (breathing) condition that has been either caused or made worse by contact with any substance, environment or activity that you have conducted at work (such as irritant or allergic asthma)?
	
	

	17
	Do you have any health problem that makes you more vulnerable than normal to any type of infection, or makes you have to take special measures to avoid infection?
	
	

	18
	Do you have any health problem that would make it difficult for you to work the hours needed for this job (including the length of the working day, the start and finish times or any need for shifts, emergencies, overtime or flexible working)?
	
	

	19
	Do you need to use any artificial aids or appliances at work as a result of a health problem or disability (such as a wheelchair, artificial limb, hearing aid or pacemaker) that might make us need to alter this job or workplace, to make it safe and accessible for you?
	
	

	20
	Do you have any health problems that will lead to special needs at work (such as clean area for self-treatment, special requirements for toilet access, more regular work breaks, disabled parking or access or particular first-aid or treatment facilities)?
	
	

	21
	Do you have any health problem that you believe will limit the sort of environment in which you can work safely or the sort of work you can do (such as working alone, outside, in hot or cold conditions, in noisy places, with vibrating tools, or with computers and keyboards)?
	
	

	22
	Do you have any health problem that might lead to a risk of you losing consciousness, blacking-out, collapsing, falling asleep or becoming less alert or aware of yourself and  what is going on around you (such as epilepsy, diabetes, irregular heartbeat, fainting, TIAs or sleep apnoea)?
	
	

	23
	Do you have any problems that significantly reduce your ability to see (for example, enough to make driving, reading, understanding warning signs or using a computer difficult) that cannot be adequately corrected with lenses or glasses?
	
	

	24
	Do you have any problems that significantly reduce your ability to hear (for example, enough to make it difficult for you to hear normal conversation, hear a warning alarm or cry for help, use a normal telephone or hear conversation in a busy area)?
	
	

	25
	Do you have any health problems that make it difficult for you to communicate clearly using speech or by reading and writing (such as a speech difficulty or dyslexia)?
	
	

	26
	Do you have any health problems that affect your balance or that cause dizziness, vertigo, double vision, unsteadiness or falls?
	
	

	27
	Do you have any health problems that significantly affect your co-ordination or dexterity, so that it is difficult for you to do precise or delicate work?
	
	

	28
	Do you have any physical or other health problems that affect your mobility such as by significantly reducing the speed or distance you can walk, your use of stairs, your safety on rough or uneven surfaces or steps, or your ability to get yourself out of a building quickly in an emergency?
	
	

	29
	Do you have any physical or other health problems that would reduce the amount you could stand, sit or walk while doing this job, or that would significantly limit your ability to bend, crouch, drive, work on a computer or work in awkward spaces?
	
	

	30
	Do you have any physical or other health problem (including back, neck, hand, arm, shoulder or other joint problems) that would reduce or limit the amount that you feel you could lift, push, pull, carry or handle in this job?
	
	

	31
	Do you have any health problem that would limit your fitness, stamina or safe limits for physical work while doing this job, such as though heart or lung disease?
	
	


	
	Question
	Yes
	No

	32
	Have you any health problem, injury or illness that you believe has had a significant and lasting effect on your ability to think, concentrate, understand or remember things, to the extend that you have difficulty either with everyday tasks or the sort needed to do this job?
	
	

	33
	Have you had any psychotic, delusional or hallucinatory mental health problem affecting your behaviour, mood, self-awareness, beliefs or insight (such as schizophrenia, bipolar affective disorder or an alcoholic psychosis)?
	
	

	34
	Have you suffered from any mental health problem (such as depression, anxiety or an eating disorder) for which you have had to get medical help or treatment more than once over the years, or on a regular basis?
	
	

	35
	Have you found yourself to be vulnerable to physical or mental ill health if experiencing stress at home or at work?
	
	

	36
	Have you lost any work time or felt unfit for work as a result of stress in your life (from pressure at home or at work) at any point over the last two years?
	
	

	37
	Have you lost any time from work, felt unable to work, or been certified as unfit for work over the last two years as a result of chronic fatigue or debility, or been diagnosed with chronic fatigue syndrome (ME)?
	
	

	38
	Have you at any point over the last 12 months, persistently misused alcohol, drugs or any prescription medicines?
	
	

	39
	Have you ever been addicted to or dependent on alcohol, drugs or any prescription medicines at any time over the last three years?
	
	

	40
	Do you have any injury, physical or mental health problem or disability not already covered in the questionnaire above, which puts you at particular risk if you were to suffer injury or ill health?
	
	

	41
	Would you like to discuss any health problem with an occupational health adviser before we advise about whether or not you are fit for this position?
	
	


	Question
	Details / Explanation

	
	


Chicken Pox, Shingles and TB / TB Symptoms:
	
	Question
	Yes
	No
	Date (Year)

	1
	Have you ever had chicken pox or shingles?
	
	
	

	2
	Have you ever had a positive TB skin test?
	
	
	

	3
	Have you ever had an abnormal chest X-ray?
	
	
	

	4
	Have you recently had the mucous you cough up tested for TB?
	
	
	

	5
	If yes, were you told it was positive?
	
	
	

	6
	Have you ever been told you have Infectious Tuberculosis?
	
	
	

	7
	If yes, how long ago?
	
	
	

	8
	Have you ever been treated with medication for Infectious Tuberculosis?
	
	
	

	9
	Are you still taking medicine for TB?
	
	
	

	10
	Did you take all the TB medicine prescribed by the health care professional?
	
	
	

	11
	Do you live with or have you been in close contact with someone who was recently diagnosed with TB eg close friend, relative, partner?
	
	
	

	12
	Do you have a cough that has lasted longer than three weeks?
	
	
	

	13
	Do you cough up blood or mucous?
	
	
	

	14
	Have you lost your appetite? Aren’t hungry?
	
	
	

	15
	Have you lost weight (more than 10 pounds) in the last two months without trying to?
	
	
	

	16
	Do you have night sweats (need to change the bedclothes or your clothes because they are wet)?
	
	
	


	Question
	Details / Explanation

	
	


HIV / AIDS (Non Exposure Prone Candidates Only):
	
	Question
	Yes
	No
	Result
	Date (Year)

	-
	Have you had an HIV blood test?
	
	
	
	

	-
	Do you have any reason to believe that you may have been exposed to HIV infection?
	
	
	
	


 A validated sample of blood is required for HIV testing for the following category of employee. Please send documentation with this form if you have been tested. If you have not been tested;
· All EPP workers who are new to the NHS and who will perform EPPs.

· Existing workers who are new to EPP.

All health care workers who are new to the NHS will be offered an HIV antibody test.

Hepatitis C (Non Exposure Prone Candidates Only):
	
	Question
	Yes
	No
	Result
	Date (Year)

	-
	Have you had a Hepatitis C antibody check?
	
	
	
	

	-
	Do you have any reason to believe that you may have been exposed to Hepatitis C infection in any of the circumstances mentioned below? Do you have...
	
	
	
	

	
	Receipt of unscreened blood or untreated plasma products (in the UK before September 1991 and 1986 respectively);
	
	
	
	

	
	Receiving medical or dental treatment in countries where Hep C is common and infection control precautions may be inadequate.
	
	
	
	


A validated sample of blood is required for Hep C antibody testing for the following category of employee. Please send documentation with this form if you have been tested. If you have not been tested;

· All EPP workers who are new to the NHS and who will perform EPPs.

· Existing workers who are new to EPP.

All health care workers who are new to the NHS will be offered a Hep C antibody test.

	Confirmation
	Yes
	No

	I herby confirm that I refuse to undergo a HIV screening and/or Hepatitis C Screening
	
	

	I also accept that my agency Catto International Ltd have informed me of the risk of working without undergoing HIV screening and/or Hepatitis C Screening
	
	


Candidate Declaration: 

I affirm that the information set out in this form is true and correct, is not misleading and that no material information has been omitted. I understand and agree that if I submit any false or misleading information this may result in an offer of employment being withdrawn or, if I have already been employed, in my dismissal. I also affirm that Catto International Limited have informed me of the risk of working without undergoing HIV Screening and/or Hepatitis C Screening.
Signature:
Print Name:
Date:

	Checklist of Items Enclosed for Catto
	Attached?

	HIV
	Proof of HIV Screening EPP Workers.
	

	Hepatitis C
	Proof of Hepatitis C non-infectivity for staff performing EPP including an identified validated sample of most recent pathology report.
	

	Hepatitis B
	Copy of the most recent pathology report showing titre levels of 100lu/l or above if possible or antigen status if titre level is below 100lu/l/ The report must be an identified validated sample.
	

	Mumps
	Certificate of two MMR vaccinations or blood test result is required showing Mumps immunity.
	

	Measles
	Certificate of two MMR vaccinations or blood test result is required showing Measles immunity.
	

	Rubella
	Certificate of two MMR vaccinations or blood test result is required showing Rubella immunity.
	

	Tuberculosis
	We require an occupational health/GP certificate of a positive scar or a record of a positive skin test result.
	

	Varicella
	You must provide a written statement to confirm you have had chicken pox or shingles in a blood result showing Varicella immunity.
	


	BCG Sighted
	Yes
	No
	Date

	Sighted By (Full Name)
	
	
	

	Signature
	
	
	

	GMC or NMC PIN Number
	
	
	

	GP Stamp, Occupational Health Stamp  or Department Stamp for Verification Purposes




	Occupational Health Screening History
	Details
Yes / No
	Date

	Name of hospital that conducted your most recent screening?
	
	

	Were the results in anyway abnormal? 
	
	

	Have you worked in the NHS in the past 12 months? 
	
	


Please complete and return this document to our offices – thank you.
Return to Catto via:

	Post
	OR
	Fax
	OR
	Email

	Catto International Limited

75 Lynwood Drive

Camberley

Surrey GU16 6BU
	
	Within the UK: 01276 500 529

Outside the UK: +44 1276 500 529

From the USA: 011 44 1276 500 529

From Australia: 00 44 1276 500 529
	
	Scan and email to:

medical@catto.net








Catto International Limited

75 Lynwood Drive, Camberley, Surrey GU16 6BU
Tel 01276 500 522  Fax 01276 500 529
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