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	MEDICAL IN CONFIDENCE



	HOME/LONE WORKER QUESTIONNAIRE



	Assessments may initially be carried out by medical questionnaire and this form is intended to ensure that you are fit to undertake lone working.

Please complete the form as accurately as possible, printing where necessary. If you have answered yes to any of the following questions you must provide details including dates. The completed form should be returned to: 

Occupational Health Dept., Council Offices, Ystrad Fawr, Ystrad Mynach CF82 7SF



	SECTION A – PERSONAL DETAILS

Surname:                                                                               Forename:

Date of Birth:                                 Job Title:                          National Insurance Number:                 

Directorate:                                                                            Location:

Home Address:

Postcode:                                                                              Telephone Number:



	Name of GP:                                                                          Address:

Telephone Number:

	Job Applied for/held:



	GENERAL OCCUPATIONAL HISTORY

Previous jobs

1. ……………………………………………..

2. ……………………………………………..

3. ……………………………………………..


	Dates from/to

   …………………………………………………..

   …………………………………………………..

   …………………………………………………..

	Do you have any medical conditions which may affect you at the present time

                           

        YES                                                              NO                      

If you have answered yes to the question, please complete Section B on this form




	MEDICAL IN CONFIDENCE



	SECTION B

	Have you ever suffered from:
	YES
	NO
	Details (including medication)

	1. Epilepsy:


	
	
	

	2. Black-outs


	
	
	

	3. Fainting Fits


	
	
	

	4. Diabetes


	
	
	

	5. Heart or circulatory disorders


	
	
	

	6. Stomach or intestinal disorders


	
	
	

	7. Medical conditions affecting sleep


	
	
	

	8. Chronic chest disorders


	
	
	

	9. Other medical disorders


	
	
	

	10. Rupture or hernia


	
	
	

	11. Serious operation/accident or injury


	
	
	

	12. Back or limb disorder


	
	
	

	13. Nervous or mental disorder


	
	
	

	Please provide additional information where you have indicated that you have a medical condition. This should include relevant information where your condition is controlled by medication. This information may be checked with your doctor and is important to assess health and safety implications of working alone.



	Do you consider that you have a disability that may affect your ability to work alone?

                           

        YES                                                              NO                      

If yes, please give details.



	Employee signature:                                                                  Date:



	OUTCOME


               Fit                 Call for further investigation                 Recall  Date:     
Checked by:




