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	CONFIDENTIAL HEALTH PROFILE QUESTIONNAIRE

PLEASE READ THIS CAREFULLY BEFORE COMPLETING THIS FORM




The purpose of this questionnaire is to see whether you have any health problems that could affect your ability to undertake the duties of the post you have been offered or place you at any risk in the workplace. We may recommend adjustments or assistance as a result of this assessment to help you to do the job. Our aim is to promote and maintain the health of all people at work. Your answers to this questionnaire will remain confidential to Lincoln Occupational Health and no medical details will be passed to your employer without your consent.

This section to be completed by the EMPLOYER
School:


Referring Manager details (to whom reports should be returned):




Manager’s name:

Manager’s email address:

Manager’s contact number:

Employee/Candidate Name:

Job title and description of duties e.g. Teacher/ Teaching Assistant (or attach job description):

Full / Part time
This section to be completed by the EMPLOYEE 
Full name:






Mr/Mrs/Miss/Ms



Home address:

Date of birth:






Contact Number:

Name of GP:
Address:
Previous Employment (during the last 10 years) - with approximate dates.
………………………………………………………………………………………………………………………………

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

Please answer the below questions and give details where appropriate
	1
	Do you have problems with any of the following:-
	Yes
	No

	
	a.
	Mobility? e.g. walking, using stairs, balance:
	
	

	
	b.
	Agility?  e.g. bending, reaching up, kneeling down:
	
	

	
	c.
	Dexterity?  e.g. getting dressed, writing, using tools:
	
	

	
	d.
	Physical Exertion?  e.g. lifting, carrying, running:
	
	

	
	e.
	Communication?  e.g. speech, hearing:
	
	

	
	f.
	Vision?  e.g. visual impairment, colour blindness, tunnel vision:
	
	

	If YES to any of the above, please give full details (e.g. extent of impairment, how you manage, support needs):

	

	

	

	

	2
	Have you ever required special work arrangements to accommodate a disability or health concern? (e.g. special equipment, extra time in exams, part-time working)?
	Yes
	No

	If YES please give details: and an indication of date and duration etc

	

	

	

	


	3
	Do you have, or have you had, any of the following?
	Yes
	No

	
	a.
	Chronic Skin Condition? e.g. eczema, psoriasis.
	
	

	
	b.
	Neurological Disorder? e.g. epilepsy, multiple sclerosis.
	
	

	
	c.
	Allergies? e.g. latex, medicines, foods.
	
	

	
	d.
	Endocrine Disease? e.g. diabetes.
	
	

	
	e
	Hep B/ Hep C/ HIV?
	
	

	If YES to any of the above please give details including an indication of date and duration etc (e.g. when condition developed, severity, effects and treatment/medication):

	

	

	

	


	4
	Have you ever been affected by:
	Yes
	No

	
	a.
	Sudden Loss of Consciousness? e.g. fit or seizure:
	
	

	
	b.
	Chronic Fatigue Syndrome?(or similar condition):
	
	

	
	c.
	Mental Health Issues?  e.g. anxiety, depression, phobias, OCD, nervous breakdown, personality disorder, over-dose or self-harm, drug or alcohol dependency:
	
	

	
	d.
	An Eating Disorder?  e.g. bulimia, anorexia nervosa, compulsive eating:
	
	

	
	e.
	An illness requiring more than two week’s absence from school or work?
	
	

	If YES to any of the above please give details including an indication of date and duration etc (e.g. when condition developed, severity, effects and treatment/medication):

	

	

	


	5
	Have you ever received treatment from a psychiatrist, psychotherapist or counsellor?
	Yes
	No

	If YES to any of the above please give details including an indication of date and duration etc. (e.g. when condition developed, severity, effects and treatment/medication):

	

	

	

	


	6
	Are you currently taking any medication or treatment?
	Yes
	No

	If YES  please give details: including current dose

	

	

	

	


	7
	Do you have any disability or health condition not already mentioned for which you think you may require support during your employment.
	Yes
	No

	If YES to any of the above please give details:

	

	

	

	


	8
	What is your height?
	
	What is your weight?
	


Data Protection

You are advised that information given in this form will be held on computer and/or manual records.  This information will be processed by Lincoln Occupational Health and will remain confidential.  
Lincoln Occupational Health takes your privacy and data security very seriously. Information regarding how we process and store personal data, how long we will keep it for and your rights in relation to this information as well as other important information about your personal data will be detailed in our Privacy Notice.  Please email elizabeth@lincolnoccupationalhealth.co.uk for a copy should you like to view this. This information will also be available to view on our website www.lincolnoccupationalhealth.co.uk from June 2018.

PLEASE READ THIS STATEMENT CAREFULLY BEFORE SIGNING
I declare that all the answers to the above questions are true and complete to the best of my knowledge.
I understand that further medical information may be requested from my doctor or Specialist, if considered necessary (subject to obtaining further consent under the Access to Medical Reports Act).
I consent to Lincoln Occupational Health processing and storing my personal data (please tick as appropriate).
	Yes
	No


Signed:  ………………………………………………………………….

Print Name: …………………………………………………………..          Date:  ……………………………………….
 Please return this form to:-  Beth Arman, Occupational Health Administrator, Lincoln Occupational Health LLP, P.O. Box 
 696,  Aylesbury, BUCKS, HP22 9WX  E: elizabeth@lincolnoccupationalhealth.co.uk  T: 0844 481 0093  
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