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Medical Questionnaire 
MEDICAL QUESTIONNAIRE GUIDANCE NOTES
Please read these notes carefully before completing the medical questionnaire.

Our aim in requesting this information is to enable us, as your employer, to provide you with any support and or assistance you may require you may need to enable you perform your duties in your role.
Please complete the questionnaire and return to HR.  A copy of this may be forwarded to our Medical Adviser, a practising GP, who will assess your health in relation to the job offered.

The Medical Adviser may occasionally need to contact your GP and/or hospital specialist for further information.  Please indicate on the form whether or not you consent to this.

All information supplied will be held in the strictest confidence.

Details of medical records will not be disclosed to other persons without your permission.

You may request, in writing, to see medical information held about you under the provisions of the Access to Medical Reports Act 1988 and Access to Health Records Act 1990.

Deliberately providing false or misleading information may lead to the offer of employment being withdrawn or if you are already working lead to disciplinary action.

MEDICAL QUESTIONNAIRE FORM

	NAME
	     

	DATE OF BIRTH
	     

	ADDRESS
	     


Please answer by ticking ‘yes’ or ‘no’.  If you answer ‘yes’ to any question, please give details on the following page.

	
	Yes
	No

	Do you have any medical problems that may have a long-term effect on your health or are you in receipt of any invalidity or other related benefit?
	
	

	Have you ever suffered from any disorders of the heart, circulatory problems including high blood pressure, angina, congenital heart problems or increased cholesterol?
	
	

	Do you have any history of kidney, bladder, prostate or gynaecological problems?
	
	

	Do you suffer from any endocrine problems including diabetes or thyroid disease?
	
	

	Do you have a history of any disease of the digestive system including problems with stomach, bowels, liver, gall bladder or pancreas?
	
	

	Do you have a history of problems with your respiratory system, asthma, allergies or any lung disease?
	
	

	Do you have any problems affecting your sight or hearing or any other eye, ear, nose or throat problems?
	
	

	Do you have a history of any blood disorders, or have you ever suffered from any type of cancer?
	
	

	Do you have a history of problems with any joints, chronic back problems, arthritis or rheumatism, or any other musculoskeletal disorder?
	
	

	Have you ever had any treatment medical or otherwise for mental illness including stress, anxiety, depression, alcoholism or other addiction?
	
	

	Do you have any history of chronic fatigue syndrome, or chronic neurological condition including epilepsy, multiple sclerosis or strokes?
	
	

	Do you suffer with any chronic skin disorders?
	
	

	Are you waiting to see a hospital specialist, or for the result of any investigations?
	
	

	Have you ever had any long periods of time off work due to ill health?
	
	


	Please give details here of any medical conditions which you have declared in boxes 1-14 above.  Give as much information as possible about the condition, including when it started, treatment received and whether or not it is an on-going condition.  Please state whether any condition resulted in time off work, how long you were off, and when.  (Continue overleaf if necessary).

	


	Please make a list of any regular medication you take.

	


	Please give the name, address and telephone number of your General Practitioner.

	


Declaration by candidate

1. I confirm that the information I have provided on this questionnaire is accurate and complete and sets out all medical conditions (if any) that I am aware that I have.  I consent to a medical practitioner appointed to contact me for further information about any matter I have disclosed on this form should this be deemed necessary and agree to co-operate fully with this process.
2. I also agree to inform the manager of any change to my medical circumstances or condition that takes place after I submit this form and before I start work.
3. I do/do not* consent for further information to be given by my GP and/or hospital specialist, if requested by the Medical Advisor.
4. I wish/do not wish* to see any report written by my GP or hospital specialist.

* Delete as appropriate
Signature: …………………………………………….......................... Date: ..........................................
Name: ..................................................................................................................................
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