UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST


Occupational Health Department (OHD) – Confidential Health Declaration

It is compulsory that all sections of the form are completed; if you answer Yes to any questions you must give full details.  Incomplete forms may result in a delay of your proposed employment.  
SECTION A  - 
MUST BE COMPLETED BY APPOINTING OFFICER (Prior to sending to applicant)

Post applied for: MB ChB Medical Student          Dept/Division: Warwick Medical School
                           2023 Cohort Full-Time (4 Years)                      University of Warwick

IMPORTANT RISK INFORMATION 
   Please tick any boxes that apply to this post:   
DRIVING
       NIGHT WORK                EXPOSURE PRONE PROCEDURES (EPP)
 (

HEIGHTS            FOOD HANDLING
           C.O.S.H.H. EXPOSURE           LONE WORKING
SECTION B      -
TO BE COMPLETED BY THE APPLICANT
If you are unable to complete this form due to any disability or other reason please telephone the Occupational Health Department on 024 7696 5420 where assistance can be arranged.

Surname…………………………………………… Dr/Mr/Mrs/Miss/Ms    Date of Birth…….../…..../……..

Forenames……………………………..…………   Maiden Name…………………………… Male/Female

Address……………………………………………………………………………………………………………..
……………………………… …………
Postcode………………….Email………………………………………
Telephone No.   Home………….………..…….Work…………………………Mobile…………………………
General Practitioner…………………………………………………………….………………………………….
Address……………………………………………………………………………………..……………………….
DECLARATION - IMPORTANT - Please sign below when you have read, understood and accepted the declaration.

It is a criminal offence to make a false declaration. This form asks questions about your past and present health.  It will be used solely to make an assessment of your health in relation to your status as a medical student.  The information given to the Occupational Health Department is not routinely shared with the medical school and will only be given, with your consent, where your declaration may impact on your fitness to study medicine. You may be asked to attend for a health interview or medical examination.  This information will be stored on an occupational health computer system.  Please return this form to 
Occupational Health Department, University Hospital, Clifford Bridge Road, Coventry CV2 2DX 

1. I declare that the information given in this document is true and completed to the best of my knowledge, and I understand that failure to disclose information may affect my employment.

2. I consent to a medical interview and examination if necessary.

3. I agree and accept any immunisations/blood tests necessary to undertake the duties of the post, and that relevant details and results can be sent to my General Practitioner and line manager.
4. I agree to report to Occupational Health if I have contact with, or suffer any personal illness/disorder, which could present a health hazard to anyone with whom I work (i.e. patients or members of staff)

5. I agree that the Occupational Health Department may obtain details of any previous health screening/sickness records and immunity/vaccination details from my previous employer, General Practitioner or Medical Adviser.

SIGNED…………………………………………………………………DATE………/…………../…………….. 

FAILURE TO SIGN THIS FORM WILL NULLIFY IT AND DELAY YOUR ASSESSMENT
PLEASE ANSWER THE FOLLOWING QUESTIONS TO THE BEST OF YOUR ABILITY.

SECTION C  -  IF THE ANSWER IS YES TO ANY QUESTION PLEASE GIVE APPROPRIATE DETAILS IN THE SPACE PROVIDED AT THE END OF THIS SECTION.
	Do you have, or have you ever had, any of the following?
	YES
	NO
	DON’T KNOW

	1. Do you have any impairment, which may affect your ability to work safely?


	
	
	

	2. Have you seen a doctor in the last year for any kind of health condition?


	
	
	

	3. Do you have, or have you ever had, a health condition affecting your ability to carry out normal day to day activities for at least 12 months, or likely to last more than 12 months?
	
	
	

	4. Backache, back injury or slipped disc?


	
	
	

	5. A problem with any manual handling process? 

     (including lifting, putting down, pushing, pulling, carrying or moving a load)
	
	
	

	6. Prolonged arthritis or injury to the neck?


	
	
	

	7. Severe injury or condition of upper or lower limbs?


	
	
	

	8. Rheumatism, rheumatic fever, arthritis or other joint pain?


	
	
	

	9. Nervous breakdown, mental illness, anxiety, depression or any other psychological problems?


	
	
	

	10. Have you ever received treatment or counselling for drug or alcohol use?


	
	
	

	11. Conditions of the nervous system?

(Parkinson’s, multiple sclerosis etc)


	
	
	

	12. Fits, epilepsy, blackouts or giddiness?


	
	
	

	13. Heart Disease, angina or raised blood pressure?


	  
	
	

	14. Asthma, bronchitis, pneumonia, tuberculosis or any other chest   

      condition?


	
	
	

	15. In the last 12 months have you had a cough for more than 3 weeks, ever coughed up blood or had any unexplained loss of weight or fever?


	
	
	

	16. Diabetes

	
	
	

	17. Have you any reason to suspect that you may have been exposed to hepatitis B, hepatitis C or human immuno deficiency virus (HIV) or any other blood borne virus?


	
	
	

	18. Do you have any known allergies e.g. dust, rubber/latex, foods, medicines?


	
	
	

	19. Dermatitis, eczema or other skin condition?


	
	
	

	20. Do you have any hearing difficulty not corrected with a hearing aid?


	
	
	

	21. Do you have any eyesight problems not corrected with glasses?


	
	
	

	22. Are you at present under medical supervision/taking tablets/medicines?


	
	
	


	Do you have, or have you ever had, any of the following?
	YES
	NO
	DON’T KNOW

	23. Are you awaiting treatment and or investigations?


	
	
	

	24. Do you have any other medical conditions not mentioned?


	
	
	

	25. Have you ever had any illness which may have been caused or made worse by work?
	
	
	

	26. Do you have a health condition or are you receiving treatment known to affect your immune system?
	
	
	


	PLEASE USE THIS SECTION TO PROVIDE DETAILS OF ANY QUESTIONS TO WHICH YOU HAVE ANSWERED ‘YES’. RELEVENT DETAILS ARE:  DATES, LENGTHS OF ABSENCES FROM WORK, WHEN THE PROBLEM COMMENCED, TREATMENT RECEIVED, HOSPITAL ADMISSIONS / INVESTIGATIONS.  PLEASE STATE IF THE CONDITION IS AFFECTING YOU IN ANY WAY AT THE PRESENT TIME. CONTINUE ON A SEPARATE SHEET OF PAPER IF NEEDED

	Question Number
	DETAILS



	
	

	
	

	
	

	
	


	PLEASE GIVE DATES TO ENABLE COMPUTERISED RECORDS TO BE ESTABLISHED

- See Information Sheet

	VACCINATIONS/IMMUNISATIONS
	YES/NO
	FULL DETAILS INCLUDING DATES

	Have you worked in the NHS before? If yes, give leaving date
	
	

	Have you had a TUBERCULOSIS (TB) skin test in the past 5 years? e.g. Mantoux test
	
	Give date and grade if known.

	TUBERCULOSIS (BCG) 

If Yes, do you have a scar?
	
	

	MMR x 2 documented doses
	
	

	VARICELLA   (CHICKENPOX)     

Have you had Chickenpox or shingles?

Have you ever been tested for antibodies?     If yes, please state result.
	
	

	HEPATITIS B  Injection 1ST  

                        Injection 2nd  

                        Injection 3rd  
	
	

	TITRE LEVEL Give full results (include copy of *laboratory report for staff undertaking exposure prone procedures)
	
	

	HEPATITIS B BOOSTERS
	
	

	COVID-19 Vaccination
Injection 1st



Injection 2nd



Injection 3rd 
	
	


Please complete and return this form to:  
Occupational Health Department, University Hospital, Clifford Bridge Road, Coventry CV2 2DX Or by Email occupationalhealth@uhcw.nhs.uk 

NOTE: If sending by email, please password protect your document with the password: warwickms
