HEALTH SCREENING FORM

NAME:

_____________________________________________

Address:
_____________________________________________ 

                 

_____________________________________________

Please complete BOTH PARTS of this form to the best of your knowledge and YES or NO. 

PART ONE

The following questions are designed to help assess if you have any health condition, which could affect your ability to undertake night work. Please note that by ticking ‘YES’ does not necessarily mean that you are unfit for night work, simply that we may need to refer you for further medical assessment.

	
	YES
	NO

	1. Have you ever had diabetes needing insulin?
	
	

	2. have you ever had heart or circulation problems?
	
	

	3.Have you ever had stomach or intestinal disorders such as ulcers?
	
	

	4.Have you ever had any medical condition affecting your sleep?
	
	

	5.Have you ever had any chronic chest disorder where night time symptoms are troublesome?
	
	

	6. Do you have any medical condition requiring medication on a strict timetable?
	
	

	7. Have you ever had any condition where the timing of a meal is important?
	
	

	8. Is there any health factors that might affect your fitness to do night work?
	
	


PART TWO

Alertness and reasonable physical fitness are essential for the duties of a Security Officer. It is therefore important to be accurate with your answers. When you declare ‘NO’ you are accepting a degree of responsibility for your safety.

	feerfre
	YES
	NO

	9. Have you ever suffered from epilepsy or fits?
	
	

	10. Have you ever had black-outs, recurrent dizziness or any condition which may lead to sudden collapse or incapacity?
	
	

	11. Have you ever had discomfort or pain in the chest or shortness of breath on exercise eg climbing a flight of stairs?
	
	

	12. Have you ever had difficulty in moving rapidly over short distances including on slopes, steps or rough ground?
	
	

	13. I am able to see clearly for a distance of 40 yards (with prescribed spectacles if necessary)
	
	

	14. Have you ever had difficulty hearing normal conversations?
	
	

	15. Are you taking any medication?
	
	

	16. Have you ever used drugs of abuse?
	
	

	17. Have you ever had any alcohol-related illnesses?
	
	

	18. I am able to smell smoke, fire and harmful gases?
	
	


