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WORK EXPERIENCE - CONFIDENTIAL HEALTH QUESTIONAIRE
Complete in BLACK and in BLOCK CAPITALS.  If you have any queries please call us on (01273) 696955 ext 67960
	Title:  
Miss
 FORMCHECKBOX 

Mr
 FORMCHECKBOX 

Mrs
 FORMCHECKBOX 

Ms
 FORMCHECKBOX 

Other
     

	Surname/Family name:
      

	Forename/First name: 
     



	Previous names (if applicable):      

	Date of birth:
     /      /     
	Male
 FORMCHECKBOX 
 
Female
 FORMCHECKBOX 


	Email: 
      

correspondence is routinely sent by encrypted email - please check your junk folder for bsuh emails

	Home address line1:       

	Address line 2:       
	Tel home:
     


	Town/county: 
     
	Mobile: 
     


	Post code: 
     



	please list all areas where you will be undertaking your placement(s)

	Ward / Department
Start date
End date
Site
     
     
     
RSCH  FORMCHECKBOX 
     PRH  FORMCHECKBOX 
     Other 
     
     
     
     
RSCH  FORMCHECKBOX 
     PRH  FORMCHECKBOX 
     Other 
     
     
     
     
RSCH  FORMCHECKBOX 
     PRH  FORMCHECKBOX 
     Other 
     


	Name of GP:      


	GP Tel :      


	GP address line1:       

	GP Address line 2:       
	GP Post code:      



	1. Do you have any physical or mental health conditions or disability which may affect your hospital placement? 

	
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, please give full details below: 

	
Dates:
     



Diagnosis:
     

Symptoms:
     

Treatments:
     

How it affects you now:
     


	

	2. Are you having, or waiting for treatment (including medication) or investigations at present? 

	
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, please give full details below:


	
Reason for appointment/referral:
     



Condition:
     

Treatment and dates:
     

How it affects you now:
     


	3. Do you think you may need any adjustments or assistance to help you during your placement?

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, please give full details below of what adjustments you may require:

     


	4.
Are you taking any medication or receiving any therapy or treatment that affects your immune system?

	
 Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, please give full details below: 

     



	5.
Do you have, or have you ever had, eczema, dermatitis or any other skin condition on your hands?


	
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

If yes, please give full details below: 

	
Dates:
     

Diagnosis:
     

Symptoms:
     

Treatments:
     

How it affects you now:
     

	6.
Have you ever reacted after handling/using latex, balloons, condoms, elastic, or rubber?



	
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, which one and what was the reaction?

     

	
	7.
Do you have any allergies which may affect you during your course/clinical placement?


	
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, which allergy(ies) and what was the reaction?

     

	
	8.
Do you have any of the following:


	
	(a) A cough which has lasted for more than 3 weeks?
 Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


	
(b)
Unexplained weight loss or night sweats?
 Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


	
(c)
Unexplained high temperature?
 Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


	
(d)
Have you had tuberculosis (TB) or been in recent contact with open TB?
 Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


	
(e)
Have you had contact with a family member or friend with TB?
 Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If yes, please give full details below including dates, and information about treatment received if applicable: 

     


	

	


	9.
Apart from the United Kingdom, please list all countries that you have lived in/visited for a total of 3 months or more AND/OR any time spent undertaking clinical work abroad within the past 2 years.


	Country

Date from

Date to 

Clinical Work? 

     
     
     
Yes 
 FORMCHECKBOX 
 
No
 FORMCHECKBOX 

     
     
     
Yes 
 FORMCHECKBOX 
 
No
 FORMCHECKBOX 

     
     
     
Yes 
 FORMCHECKBOX 
 
No 
 FORMCHECKBOX 

     
     
     
Yes 
 FORMCHECKBOX 
 
No 
 FORMCHECKBOX 



	

	10.
Have you had chicken pox (Varicella)
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If Yes, were you residing in the UK at the time
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


If No, state the country
     
You must include with this questionnaire evidence from your GP of your MMR vaccinations or blood test results showing immunity to measles and rubella.
11.
Any other information you wish to provide:


     



DECLARATIONS
I give   FORMCHECKBOX 
   / do not give   FORMCHECKBOX 
  consent for a member of Occupational Health Services to communicate with / request a medical report from my own 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 Advisor / Consultant at Brighton and Sussex University Hospitals NHS Trust.

I understand that I shall be contacted at the time when this information has been 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.

I do  FORMCHECKBOX 
  / do not   FORMCHECKBOX 
 wish to seek access to this report. 

I understand that if any recommendations to my employer are necessary as a result of this health questionnaire, Occupational Health Services will discuss the recommendations with me before making them to my employer.

I give   FORMCHECKBOX 
  / do not give   FORMCHECKBOX 
   consent for Occupational Health Services to make recommendations to my employer, without me having seen a written copy of the recommendations first. 
I declare that the answers to the above questions are true and complete to the best of my knowledge and belief.  I understand that by providing a printed or digital signature, I am confirming that I have completed this health questionnaire and that this signature will be accepted by Occupational Health Services / GP (General Practitioner) as a valid statement of my submission.

	Full Name: 
      

_____________________________________________________________________________________________


	Signed 
     
	              Date 
     




(YOUR TYPED NAME IS ACCEPTABLE)
Thank you for completing this form.  Before sending, please ensure you have checked and completed each page and enclosed any evidence of vaccination/bloods as required.  Incomplete forms will be returned to you and this will delay your application.  Please ensure you return the whole document.
Please return your Health Questionnaire to pehq.occhealth@bsuh.nhs.uk 

or by post to
	
	

	Occupational Health Services 
	Tel: (01273) 696955 ext 67960

	The Art Block, St Mary’s Site, Eastern Road
	

	Royal Sussex County Hospital
	

	Eastern Road, Brighton, BN2 5BE
	www.bsuh.nhs.uk/departments/occupational-health/


© Copyright The information contained in this document is the copyright of BSUH Trust Occupational Health Department and must not be copied or reproduced without permission.
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