BEEDON CofE  PRIMARY SCHOOL
EMPLOYMENT OFFER MEDICAL SCREENING FORM

	Name
	

	Position Applied for
	


	PURPOSE

	Information collected on this form will be used to determine your fitness to carry out the duties of the job for which you have been made an offer of employment.  If you require any adjustments to carry out the full duties of the role, this will be explored with you before you take up appointment or at the beginning of your employment. 
The school will complete Part A

ALL potential employees should complete part B and the Declaration
Potential employees in categories of employment specified in Part A and/or who answer ‘yes’ to any questions in Part B should complete Part C
The school will retain this form confidentially on file. The information supplied will only be used in connection with the stated purpose.  Where additional health screening is required, the form will be sent to Occupational Health.


	PART A To be completed by HR before sending to potential employee

	Does the applicant fall into any of the following employment* categories, which will require automatic medical scrutiny by Occupational Health:

	Caterers

Carers

Drivers

Lifters

Departmentally determined category (Please specify below)

     
	YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

YES      FORMCHECKBOX 


	NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 



	


	PART B To be completed by ALL potential employees

	How many days sickness absence have you had in the last two years?  


	

	How many periods of sickness have you had in the last two years?
 

	

	Have you any of the illnesses/conditions in the following categories:
	

	
	Severe or chronic illness in the last 5 years

Work related sickness absence in the last 5 years

Back problems at any time

Stress, anxiety or depressive illness at any time
	YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

	NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 


	If you have answered YES to ANY of the above questions, please complete Part C 

If your proposed employment falls into one or more of the categories specified in Part A, please complete Part C           

 If you do not need to complete Part C, please go to the declaration.


Part C for completion by potential employees meeting criteria above
DATE OF BIRTH:

ADDRESS (in block capitals):

TELEPHONE NO:

PRESENT OR PREVIOUS JOB:

GP & ADDRESS (in block capitals):
	QUESTION
	Tick if YES
	please give details 

	Do you feel you may have any health problems that may be connected with your workplace or previous work activities?
	 FORMCHECKBOX 


	

	Have you any ongoing illness/symptoms?
	 FORMCHECKBOX 


	

	Have you ever had any serious illness, operations or accidents?
	 FORMCHECKBOX 

	

	How many days absence have you had in the past two years?
	
	

	Are you on regular medication?

	 FORMCHECKBOX 

	

	Have you seen a doctor in the last year?

	 FORMCHECKBOX 

	

	Do you consider yourself to have a disability ?

	 FORMCHECKBOX 

	

	HAVE YOU EVER HAD:



	Eczema or Dermatitis?

	 FORMCHECKBOX 

	

	Any mental illness?

	 FORMCHECKBOX 

	

	Anxiety or Depression?

	 FORMCHECKBOX 

	

	Epilepsy/Fits/Giddiness?

	 FORMCHECKBOX 

	

	Back or neck problems?

	 FORMCHECKBOX 

	

	Any other joint problem?

	 FORMCHECKBOX 

	

	Do you have any Chest symptoms? Eg cough

	 FORMCHECKBOX 

	

	Have you ever had Typhoid/Dysentery?

	 FORMCHECKBOX 

	

	Is your sight good?

	 FORMCHECKBOX 

	

	Do you wear Glasses or Contact Lenses?

	 FORMCHECKBOX 

	

	Is your hearing good?
	 FORMCHECKBOX 

	

	Do you drink alcohol? If so, how much a week?

	 FORMCHECKBOX 

	

	Have you ever smoked?

	 FORMCHECKBOX 

	

	Do you still smoke? If so, how many a day?
	 FORMCHECKBOX 

	


	Height (barefoot):     Ft.                  Inches
	Weight:                 Stone                 lbs


HAVE YOU EVER BEEN VACCINATED AGAINST THE FOLLOWING?

	Tuberculosis   
Do you have a scar       
	YES      FORMCHECKBOX 

YES      FORMCHECKBOX 


	NO      FORMCHECKBOX 

NO      FORMCHECKBOX 


	Polio
If yes give date
	YES      FORMCHECKBOX 


	NO      FORMCHECKBOX 



	Rubella (German Measles) 

Did you have a blood test

following this

Was it Positive               
                                          
	YES   FORMCHECKBOX 

YES    FORMCHECKBOX 

YES    FORMCHECKBOX 


	
	NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 


	Hepatitis B

If yes give date:

Did you have a blood test following this

Was it positive              
	YES    FORMCHECKBOX 

YES    FORMCHECKBOX 

YES    FORMCHECKBOX 


	
	NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

    

	Do you have any reason to think you altered immunity
	YES      FORMCHECKBOX 


	NO      FORMCHECKBOX 


	Hepatitis A
	YES      FORMCHECKBOX 


	NO      FORMCHECKBOX 




	DECLARATION

	I declare that all statements above are true and complete to the best of my knowledge and belief. I understand that wilful withholding or misstatement of facts asked for above may result in withdrawal of an offer of employment ,or termination of employment.

	Signed:
	
	Date:
	


This completed form should be sent back to:

office@beedon.w-berks.sch.uk
FOR COMPLETION BY THE MANAGER / HUMAN RESOURCES where referral to Occupational Health is required
AUTHORITY:
WEST BERKSHIRE COUNCIL

JOB TITLE:            

SERVICE:        

MANAGER’S NAME:    

LOCATION:                                

CONTACT TELEPHONE NUMBER FOR MANAGER:  

	DEMANDS OF THE JOB: Does the job involve:


	Lifting and Handling

VDU Work

Childcare

Adult Care


	YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

	NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

	Driving
Working at Heights
Health Surveillance
under COSHH
	YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

YES      FORMCHECKBOX 

 FORMCHECKBOX 

	NO      FORMCHECKBOX 

NO      FORMCHECKBOX 

NO      FORMCHECKBOX 




SIGNATURE OF MANAGER/HUMAN RESOURCES:
DATE:

OCCUPATIONAL HEALTH USE ONLY






TICK AS APPROPRIATE

FIT







ANY ACTION NEEDED

UNFIT








FIT WITH RESTRICTIONS




Signed:  ______________________________________

Date: ___________________

PAGE  

