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NIGHT WORKERS HEALTH QUESTIONNAIRE

If you have difficulty reading this document please contact <NAME> on <TELEPHONE NUMBER>

Strictly Confidential

The information given by you on any part of this form will not be disclosed to anyone other than our Medical Advisor without your permission.  However, the Medical Advisor will give an opinion to the Council on your fitness to work at night.

Please complete and sign this Health Declaration which will help our Medical Advisor assess your fitness and suitability for the post in which you are employed.  Please answer all the questions.

Before answering the questions you should read the declaration to be signed on Page 3.

Please send the completed form to:

Serco, Occupational Health and Welfare Unit, First Floor, 200 Ashgrove Road West, Aberdeen, AB16 5NY.

To be completed by Applicant

Surname: (please print)……………………………………………………………………….

Forenames: (please print)…………………………………………………………………….

Date of Birth: …………………………………………………………………………………..
Current Address: ……………………………………………………………………………...
…………………………………………………………………………………………………..

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

…………………………………………………………………………………………………..
Family Doctor: …………………………………………………………………………………
Address: ...……………………………………………………………………………………..
…………………………………………………………………………………………………..

…………………………………………………………………………………………………..
Phone No: ……………………………………………………………………………………..
Brief Outline of Job Description: …………………………………………………………….
…………………………………………………………………………………………………..

…………………………………………………………………………………………………..
Shift Pattern Worked: ………………………………………………………………………...
…………………………………………………………………………………………………..

MEDICAL HISTORY

Please answer YES or NO.  If the answer to any of the questions is YES, please give relevant details/comments.

1. Have you worked on a night shift pattern previously? …………………………………
………………………………………………………………………………………………….. 
2a. Have you experienced any difficulties of a medical nature? ……………………….
…………………………………………………………………………………………….........
…………………………………………………………………………………………………..
2b. In particular, do you suffer from:
Heart or Circulatory problems ……………………………………………………………….
Stomach or Intestinal problems ……………………………………………………………..
Chronic Chest problems ……………………………………………………………………..
3. Have you suffered from any anxiety or any mental or depressive illness? ………….
…………………………………………………………………………………………….........
.......................................................................................................................................

4. Are you a Diabetic? ………………………………………………………………………..
…………………………………………………………………………………………………..
5. Are you taking any regular medication or undergoing any treatment at present? 

…………………………………………………………………………………………………..
…………………………………………………………………………………………………..
6. Do you have any sleep disturbance problems or difficulties sleeping after night shifts? …………………………………………………………………………………………..
…………………………………………………………………………………………………..
7. Have you ever had fits, faints or loss of consciousness from any cause? …………..
…………………………………………………………………………………………………..
…………………………………………………………………………………………………..
8. Do you have any medical problem which you believe may be affected by a night shift? ……………………………………………………………………………………………
…………………………………………………………………………………………………..
9. Is there anything else you should declare? ……………………………………………..
…………………………………………………………………………………………………..
…………………………………………………………………………………………………..
Line Manager: …………………………………………………………………………………
Contact Address: ……………………………………………………………………………..
…………………………………………………………………………………………………..
…………………………………………………………………………………………………..
…………………………………………………………………………………………………..
Phone No: ……………………………………………………………………………………..
DECLARATION (TO BE COMPLETED BY ALL APPLICANTS)
I hereby declare to the best of my knowledge and belief that the above answers are true.  I realise that false statements may render me liable to the Council’s Disciplinary Procedure which could include dismissal.  I understand that no medical details will be divulged without my permission to any person, but an opinion about my fitness to work will be given to management by the Medical Advisor.

Signature: ……………………………………………………………………………………
Date: ………………………………………………………………………………………….
When our Medical Advisor has read this Questionnaire, s/he may find it necessary to contact your General Practitioner for further information; your consent will be required in order that this is undertaken. The Occupational Health Service will provide you with an enclosure relating to the Access to Medical Reports Act.
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