Application/monitoring number:


[image: image1.png]~~~~~~~~~~




28 Farlough Road, Newmills, Dungannon, Co. Tyrone, BT71 4DT

Pre-Employment Health Questionnaire

Please read carefully the following and tick the appropriate box.  If the answer is ‘yes’ you must provide us with further detail in the space provided at the end of this questionnaire.

	Have you ever suffered any of the following:
	Yes
	No

	Visual defects/eye conditions not corrected with glasses/contact lenses
	(
	(

	Do you have any problems with your ears/hearing
	(
	(

	Severe anxiety/depression
	(
	(

	Any neurological disorders
	(
	(

	Fainting attacks/blackouts/epilepsy or fits
	(
	(

	Recurrent headaches, migraines
	(
	(

	Vertigo
	(
	(

	Heart disease, high blood pressure
	(
	(

	Asthma, bronchitis, tuberculosis or other chest disease
	(
	(

	Peptic Ulcer or other digestive or bowel disorder
	(
	(

	Liver disorder
	(
	(

	Kidney or bladder problems
	(
	(

	Recurrent backache, arthritis, rheumatism
	(
	(

	Any blood disorder
	(
	(

	Eczema, dermatitis, other skin conditions such as allergic rashes
	(
	(

	Diabetes, thyroid or other gland problems
	(
	(

	Any recurrent infections
	(
	(

	Any alcohol or drug related problem or illness
	(
	(

	Any other medical condition physical or mental not previously mentioned
	(
	(

	Do you have any problems that may have been caused by work
	(
	(

	Do you have any health problems that you think may affect your performance or safety at work
	(
	(

	Do you have any problems that cause you difficulty with:

· Sitting

· Standing

· Moving around

· Bending, lifting or carrying

· Working with a computer


	(
	(

	Are you taking any medication or are you under any current treatment
	(
	(

	Have you ever been admitted to hospital
	(
	(

	Are you waiting on any admissions or treatment from the hospital
	(
	(

	Do you consider yourself to have a disability

(a person has a disability for the purposes of this Act

if he has a physical or mental impairment which has a substantial and long-term adverse effect on

his ability to carry out normal day-to-day activities.)
	(
	(


If you have answered yes to any of the above please give further details 

(to include the type of the problem, the effect it has on you, when it occurred, how long it lasted, whether it still affects you in anyway)

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I declare that, to the best of my knowledge the information I have given is correct, and I understand that failure to disclose relevant information or giving false information may result in termination of my employment

Signature:________________________________

Date:________________
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