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Medical Questionnaire
	Full name
	

	Date of birth
	

	Home address
	


Please indicate whether or not you suffer from or are aware of any tendency to the illnesses described:
                                                                                 Yes       No                                                                                     Yes     No
	Asthma or bronchitis
	
	
	Disease of the nervous system
	
	

	Rheumatic fever, rheumatism or arthritis
	
	
	Fits or epilepsy
	
	

	Tuberculosis, pleurisy, pneumonia or any other disease of the lung
	
	
	Any mental or stress related illness, depression, anxiety
	
	

	Typhoid or paratyphoid
	
	
	High/low blood pressure
	
	

	Jaundice or hepatitis
	
	
	Blood disorders/anemia/varicose veins
	
	

	Other ailments of the stomach, bowels or digestion
	
	
	Skin diseases or rashes
	
	

	Any disease of the kidneys or bladder
	
	
	Diabetes
	
	

	Heart disease
	
	
	Tumour, cancer 
	
	

	Rupture (hernia)
	
	
	HIV/other sexually transmitted disease                                                                        
	
	

	Backstrain, disc trouble or difficulty with bending or lifting
	
	
	Excessive use of alcohol
	
	

	Any other crippling conditions, incapacity or serious injury
	
	
	Migraine/severe headache
	
	

	Allergies
	
	
	

	Please specify details for the questions where you answered ‘Yes’: 




Injections
	Please state when you had your last tetanus injection?
	dd/mm/yyyy
	

	Please state when you had your last hepatitus injection?
	dd/mm/yyyy
	


	
	Yes
	No
	Please specify:

	Do you consider yourself to have a disability?

	
	
	

	Do you ordinarily enjoy good health?

	
	
	

	Have you ever left work for health reasons?
	
	
	

	Are you returning to work after being signed off due to illness
	
	
	

	How many days have you had off sick in the last 2 years?
	
	
	


Please supply a medical certificate for your injections. We cannot place you into assignments if this is not provided as it could pose a health risk and jeopardise insurance.

I declare that I have answered the above questions honestly and fully and that I am not otherwise aware of any physical or mental disability which will or may affect my working capacity.  
Applicant: ______________________ (signature)
Date: dd/mm/yyyy

I declare that, to the best of my knowledge, this Medical Questionnaire to be accurate and true.

Doctor’s name: ________________________     Doctor: _______________________ (signature)
Date: dd/mm/yyyy
Address of Medical Practice (Doctor): ________________________________________________________________________________________

Not valid until signed and stamped by the doctor/medical organisation! [image: image1.png]




