H t h I d Eeathlands Village
eathlands Drive
'.‘3‘ ea a n Prestwich
. Manchester
Village
Tel: 0161 7724800

www.heathlandsvillage.co.uk

Caring with dignity & respect info@heathiandsvillage.co.uk

CONFIDENTIAL

HEALTH QUESTIONNAIRE

Please complete this section in block letters, and return the whole form to us.

Surname Title
Forename(s) Maiden Name
Address Male/Female

Date of Birth

Place of Birth

Telephone No. (Home)

(Work)

General Practitioner (Name, Address and Telephone Number): -

Post Applied For

Place of Work

Permanent / Temporary / Bank

Full Time / Part Time
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Please tick appropriate columns below and give details in the right hand column.

YES | NO DATE DETAILS

1 | Have you had a recent medical
for employment?

2 | If yes, which employer?

3 | Were you accepted
unconditionally?

4 | Are you in good health?

5 | Have you ever been off
work/school for more than one
week in the past 2 years
through iliness?

If yes, give details.

6 | Have you ever been exposed to
any known industrial hazards?

7 | Have you ever suffered from
any industrial disease?

8 | Have you ever been retired due
to ill health?

9 | Have you got any defect in your
sight?

10 | Do you wear glasses?

11 | Do you have any hearing
defect?

12 | Have you any disability that
may affect your performance
for the post you have applied
for?

13 | What jobs have you had in the past? (List in order with approximate date, including present

occupation).
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EFAMILY HISTORY

14

Please state age and present state of health of the following. If dead, please give age
at death and cause, if known.

Father

Mother

Brothers

Sisters

Children

Husband/Wife

15

Has any close relative suffered from TB, Epilepsy or Diabetes?

Give details

Have you ever had any of the following: - (please tick appropriate column)

YES | NO

16 | German Measles (Rubella)?

17 | Typhoid, Dysentery, Tuberculosis, Hepatitis,
Jaundice or Diarrhoea?

18 | Prolonged or severe Diarrhoea or any
Diarrhoea following holiday or after residence
abroad?

19 | Chronic eye trouble, eye injury or visual defect
not corrected by glasses or contact lenses?

20 | Painful or running ears or hearing defect?

21 | Hay fever, sinusitis, asthma, bronchitis or
pneumonia?

22 | Heart or circulatory trouble?

23 | Pains in chest?

24 | Breathlessness, palpitations or ankle swelling?

25 | Raised blood pressure?
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YES

NO

26 | Cystitis, bladder or kidney trouble?

27 | Back or neck trouble?

28 | Rheumatism or arthritis?

29 | Foot trouble or varicose veins?

30 | Blackouts, fainting attacks, epilepsy or dizzy
spells?

31 | Skin trouble or rashes?

32 | Sensitivity or allergy to medication or other
substances?

33 | Diabetes, thyroid or other gland trouble?

34 | Nervous or mental trouble or ‘nerves’
(including debility, anxiety, depression,
anorexia nervosa or phobias)?

35 | Stomach trouble — or indigestion for more than
a few days?

36 | Bowel disturbance — chronic or repeated?

37 | Rupture (Hernia)?

38 | Migraine or frequent headaches?

39 | Any operations?

40 | Are you, at present, having any medical

treatment, including medicines, injections,
pills, tablets, ointments, or other drugs?

ANY FURTHER COMMENTS YOU WISH TO MAKE ABOUT YOUR HE ALTH

| certify that the answers to the questions are correct to the best of my knowledge. | give

consent to be medically examined, if necessary.

| HEREBY GIVE / DO NOT GIVE PERMISSION for my medical condition and its implication
to be discussed with the Manager of the Department.

Signature:
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