Company Procedure

	System Element :
	Pre Employment Medical Assessment

	Ref Number:
	PEMA 01



Personal and Confidential
	Surname:
	First Name:
	Title: Mr/Mrs/Ms/Miss/Dr

	Date of Examination
	Name of Examiner:
	Status:

	

	Proposed Job Details:
	

	Job Title:
	Location:

	Department:
	Contract Co.


	Date of Birth:
	Emergency Contact:

	Current Age:
	Name:

	
	Address:

	
	

	Gender:
	Telephone Number:

	Young Person under 18 yrs   YES/NO
	Relationship:


	Home Address:
	GP Name & Address:

	
	

	
	

	
	

	Telephone No.
	Telephone No.


Occupational History 
Please start with your recent job
	Company
	Dates From/To
	Job Title

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Past Medical History
Please circle “yes" or “no”. If “yes” please provide details in the space below.

	Have you ever had a serious industrial accident of suffered from an industrial disease/condition?
	
	

	Have you ever left or been denied a job on health grounds?


	
	

	Have you been away from work due to ill health during the last two years?


	
	


_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

For the following questions please circle “yes” or “no”. If “yes” please provide details in the space provided below.

	Have you ever been treated in hospital for a serious illness or operation?


	
	


____________________________________________________________________________________________________________________________________________________________

	Are you attending an out patient clinic or on a waiting list for hospital investigation or admission?
	
	


____________________________________________________________________________________________________________________________________________________________

	Are you at present taking/using or have you recently taken any form of medicine/cream?
	
	


____________________________________________________________________________________________________________________________________________________________

	Are you at present having medical treatment?


	
	


____________________________________________________________________________________________________________________________________________________________

	Do you consider yourself to have any disability that may require adjustments to be made to your workplace?
	
	


____________________________________________________________________________________________________________________________________________________________

Medical Record

Do you have or have you ever been investigated for any of the following? Please indicate “yes” or “no”. If “yes” please give details, including dates in the space provided.

	Questions
	YES
	NO
	Details

	Allergy to any medication
	
	
	

	Any other allergies
	
	
	

	Dermatitis/eczema or other skin conditions
	
	
	

	Eye disorder/injury
	
	
	

	Defect of hearing, ear disease or injury
	
	
	

	Diabetes
	
	
	

	Asthma, bronchitis or any other chest condition
	
	
	

	Heart disease, hypertension
	
	
	

	Chest pain or angina
	
	
	

	High blood pressure
	
	
	

	Stress, depression
	
	
	

	Fits, faints, blackouts or epilepsy
	
	
	

	Head injury or knocked unconscious
	
	
	

	Anaemia or blood disorder
	
	
	

	Gastric/duodenal ulcer or other digestive problem
	
	
	

	Frequent diarrhoea or other bowel disorder
	
	
	

	Hepatitis, jaundice or other liver problem
	
	
	

	Gynaecological problems
	
	
	

	Hernia
	
	
	

	Arthritis, joint problems or muscular disorders
	
	
	

	Recurrent back, neck, shoulder, leg pain or injury
	
	
	

	Repetitive strain injury, upper limb disorders
	
	
	

	Any other medical conditions
	
	
	


Health/Social Habits

	How many units of alcohol do you drink, on average, in a week: _________________________

1 unit of alcohol:

½ pint of standard strength beer/lager/cider

¼ pint strong beer/lager/cider

1 single measure of spirits

1 standard glass of wine




What hobbies and leisure pursuits do you have?  Please give details on the activities and frequency.

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Family History

Is there any history of the following in your family?

	Questions
	YES
	NO
	Relationship to you and Details

	Cardiovascular/heart disease
	
	
	

	Diabetes
	
	
	

	Deafness
	
	
	

	Any other diseases
	
	
	


I declare that the following information given in this questionnaire is true to the best of my belief, and I am willing to be examined medically. 

Signature:___________________________________
Date:
________________________
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	The Issue and Revision Status should always be checked against the “online” version or the master record.



