UNIVERSITY OF SUSSEX

HEALTH QUESTIONNAIRE – CONFIDENTIAL

Section A must be completed by the School / Department Head / Manager before Section B.

Section B to be completed by the job applicant.
Section A: SCHOOL / DEPARTMENT HEAD or MANAGER

Manager’s name ………………………………...……… Telephone number …………………

JOB DETAILS

Position / Job offered……………………………………………………………..Full / Part-time

School / Department …………………………
Base / Location..…………………….………    

Permanent / Fixed term / Casual as & when / Job Transfer

Job Description - Please complete the job description to indicate the work risks / hazards

to enable the Occupational Health Department to evaluate the need for health screening
This job involves:



         There is potential for exposure to:

	Computer use
	yes/no
	Hazardous substances
	yes/no

	Latex glove use
	yes/no
	Sensitisers (respiratory/skin)
	yes/no

	Lifting weights, more than10kgs.
	yes/no
	Solvents, fumes, vapours
	yes/no

	Food Handling
	yes/no
	Allergy causing substances
	yes/no

	Driving
	yes/no
	Biological agents (cells/blood etc)
	yes/no

	Working at heights
	yes/no
	Radiation
	yes/no

	Night working
	yes/no
	Excessive dust 
	yes/no

	Noise
	yes/no
	Excessive noise
	yes/no

	Repetitive actions
Confrontational situations
Other ……………………………..
	yes/no
	Stressful working environment
	yes/no

	
	yes/no
	Other ….…………….…..………………
	


Section B: APPLICANT

Please complete this form and return in the addressed envelope provided, NOT with any other paperwork.

1. PERSONAL DETAILS

Professor / Dr / Mr / Mrs / Miss / Ms / Other (please specify). 

     Male / Female

     Surname ………………………………………………………..…………………………….. 
 

     First name/s …………………………………………………… …..Date of Birth………………..

     Previous surname (if married or changed)………………………… ……………………………

     Current address …………………...……………………………………………………………….

     ……………………………………………………………………………………………….……….

     Post Code ………………………. ……………….E-mail………………………………………….

     Telephone……………………………………….. Mobile…………………………………………                              

2.   HEALTH HISTORY

a.
Please give your:
Height …………………………….       Weight ……………………….

b. Do you, or have you recently had any of the following?  Complete boxes with details.



	Health condition 
	PAST health  

approximate dates
	CURRENT health, treatment and relevant dates. How does this affect you now e.g. does this cause physical or mental limitations? 

	Heart / circulation 

Blood pressure, angina, palpitations, heart attack, chest pains etc
	  
	

	Lungs

Asthma, chest infections, shortness of breath, wheeze, bronchitis, etc
	
	

	Digestion

Stomach / bowel problem ulcers, bleeding, IBS, diarrhoea, etc
	
	

	Musculoskeletal 

Joint or bone pains, fractures, slipped discs, arthritis, back pain, etc
	
	

	Nervous System

Fits, epilepsy, migraines, blackouts, ME, MS, other
	
	

	Mental Health

Depression, anxiety, psychological disorders, mental illness, other
	
	

	Sensory

Sight / hearing problems


	
	

	Skin 

Eczema, dermatitis psoriasis, skin allergy
	
	

	Allergies

Food / chemicals, allergic reaction, hayfever, etc
	
	

	Endocrine System

Thyroid, diabetes, pancreatitis, other
	
	

	Injuries / operations

Accidents, head injury, routine surgery
	
	

	Other

Please give details


	
	


   2c.
 Are you waiting for any treatment, tests or other investigations?

      Yes/No

Please give details and dates.  ………………………………………………………………………..…………………………...…………………………………………………………………………………………………….

d.  Are you taking any tablets, medicine, inhalers or having any treatment?            Yes/No

 Please give details. …………………………………………………………………………………..……………………………………………………………………………………………………………………………………….

     e.  Are you, or have you ever been, drug, alcohol or substance dependent?          Yes/No

 Please give details. …………………………………………………………………………………………………….

      f.  Do you smoke?               No /Yes – for ..…. yrs  cigarettes / tobacco / cigars          / day

          Have you ever smoked? No /Yes – for…. …yrs  cigarettes / tobacco / cigars          / day

3.  DISABILTY 

         Do you have a disability?                                                                                     Yes / No

          If yes, what is the disability?……………………………………………………………………

Do you have any illness/impairment/disability (physical or psychological) which may affect your work?


                                                              Yes/No
      
Have you ever had any illness/impairment/disability which may have been caused or made worse by your work?                                                                          Yes/No
Do you think you may need any adjustments or assistance to help you to                   do the job?                                                                                                    Yes/No
This question is asked to enable us to identify what reasonable adjustment to the work /

working environment may be necessary to help you fulfil the role or to work safely, e.g. the need for a personal emergency evacuation plan.   
(‘Disability’… a person has a disability if they have a physical or mental impairment

         which has a substantial and long-term adverse effect on their ability to carry out normal 

         daily activities which is likely to last at least 12 months, has lasted 12 months, or is  

         likely to last for the rest of the person’s life).  
4.   OCCUPATIONAL HISTORY

a.  
Are you or have you been previously employed by this University?

    Yes / No



b.
In any previous work have you ever been in contact with substances or environments 

     you know to be harmful to health?  Please circle. 

Sensitisers – respiratory / skin, irritants – respiratory / skin, solvents, fumes, cancer causing substances, laboratory animals, human / animal tissues, excessive dust or noise, extremes of temperature, stressful environments. 

Other (please specify)..…………………………………………………………………………

c. Have you ever experienced any health problems related to your previous employment  e.g. accident / injury / disease / excessive exposure?                                      Yes / No

     Please provide details………………………………………………………………………….

     …………………………………………………………………………………………………….

5.   VACCINATION STATUS

Please complete ONLY if your work involves exposure to pathogens, animal or human waste, tissue, blood, body fluids; working in unhygienic conditions; travel abroad.

	Vaccination 
	Initial Course Dates
	Last vaccination / booster
	Test results

	Hepatitis B
	
	
	Titre              mmol / l

	Tuberculosis test or BCG
	
	
	Immune / not immune

	Hepatitis A
	
	
	

	Typhoid
	
	
	

	Polio
	
	
	

	Meningitis A / C
	
	
	

	Diphtheria
	
	
	

	Tetanus 
	
	
	

	Other


	
	
	


5. Please give any additional health information you may wish to add.

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

DECLARATION BY APPLICANT

Please make sure that you have completed this questionnaire fully and that you have signed the declaration. Failure to do so could delay confirmation of your appointment.

Your signature on this questionnaire confirms that you have read and understood the information, and it is truthful to the best of your knowledge; any false statement would be a breach of contract, which may lead to disciplinary proceedings and possible dismissal. 

I agree to supply health information so that my health and safety can be protected while at work and understand that human resources department will be informed of my fitness status. 

I understand that I may be required to undergo health screening or a medical examination by the Occupational Health Department and that all health information is treated in strictest confidence.

Signed ……………………………………


Date………………………………

This form should be returned to the Occupational Health Advisor, Hastings Building, University of Sussex, Falmer, Brighton, BN1 9RJ.  If you have any queries, please contact the Occupational Health Advisor on 01273 877255.

