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MEDICAL HISTORY QUESTIONNAIRE 
STRICTLY CONFIDENTIAL WHEN COMPLETE

Print Full Name…………………………………………………………………………..


Are you Registered Disabled	YES / NO			

PLEASE ANSWER THE FOLLOWING QUESTIONS

	1
	Do you suffer from Heart disease (including High Blood Pressure)?
	YES/NO

	
	
	

	2
	Do you suffer from any lung disease, including Asthma or COPD?
	YES/NO

	
	
	

	3
	Do you have recurrent back, muscle, joint pain or injury requiring more than over the counter pain relief?	
	YES/NO

	
	
	

	4
	Are you waiting for any medical treatment or investigations, assessments etc?	
	YES/NO

	
	 
	

	5
	Do you have a condition that may impact on your ability to carry out your current role that has or may require adjustments either now or in the future?  If so, please provide details below.
	YES/NO

	
	
	

	6
	Do you suffer from depression/anxiety or other mental health condition?			 
	YES/NO

	
	
	

	7
	Do you suffer from fits, blackouts, fainting or any other loss of consciousness?						 
	YES/NO

	
	
	

	8
	Do you suffer from recurrent Migraine or severe headaches?
	TES/NO

	
	
	

	9
	Do you suffer from Recurrent ear / nose / throat disease or hearing loss?
	YES/NO

	
	
	

	10
	Have you ever suffered from HAVS, Raynaud’s Disease or Carpal Tunnel Syndrome?
	YES/NO

	
	
	

	11
	Do you have diabetes either diet, tablet or insulin controlled?
	YES/NO

	
	
	

	12
	Do you suffer from any skin disease such as psoriasis eczema or dermatitis?
	YES/NO

	
	
	

	13
	Have you lost time from work or school due to illness in the past two years?
	YES/NO



IF YOU HAVE ANSWERED YES TO ANY OF THE ABOVE QUESTIONS, PLEASE GIVE DETAILS BELOW:





I certify that the details I have recorded on this application form are, to the best of my knowledge, correct and I hereby authorise the company to investigate that statements contained herein, including the contacting by the company any previous employer (if currently employed, the present employer with my permission), referee or government department as the company considers necessary.


Signature of applicant………………………………………………			Date……………………………………….
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