Health and Hygiene questionnaire 

Forename:    




Surname:   





Are you fit and well?



Yes/No

Are you a registered disabled person?

Yes/No

Are you Allergic to Anything?


Yes/No

Do you bite your nails?



Yes/No

Is your sense of smell good?


Yes/No

Is your sense of touch good?


Yes/No

Is your sense of hearing good?


Yes/No

Can you feel hot and cold satisfactorily?

Yes/No

Do you smoke?




Yes/No

How much alcohol do you drink?

Each day?  











Each week?





How often do you visit the dentist?


Date of last visit:





Have you had a chest x-rays recently?
Yes/No  Date and Place:  





	Have you suffered from any of these illnesses in the past 2 years?

Skin rash of other skin trouble
Yes/No

Boils of septic spots

Yes/No

Trouble with hands or nails
Yes/No

Discharge from any other site
Yes/No

Cough for more that 1 week
Yes/No

Dental trouble or tooth decay
Yes/No

Catarrh lasting more that 1 week
Yes/No

Bronchitis


Yes/No

Tuberculosis


Yes/No

Asthma/Hay Fever

Yes/No

Varicose Veins


Yes/No

Hernia



Yes/No

Stand for long periods of time
Yes/No

Back trouble                                      Yes/No

Can you bend, lift etc

Yes/No

Diarrhoea &/or vomiting for more that one day
                                           Yes/No

Discharge from eye and/or eye Infection

                                           Yes/No

Discharge from nose and/or nasal infection

                            Yes/No

Discharge from throat and/or throat infection
                                          Yes/No

Epilepsy, Fainting attacks, Blackouts

                                          Yes/No
	Have you ever had any of the following?

Typhoid fever or Paratyphoid
Yes/No

Dysentery


Yes/No

Tuberculosis


Yes/No

Yellow Jaundice


Yes/No

Parasitic Disease (Worms)

Yes/No

Please give the last date of immunisation or Vaccination for:

Rubella (German Measles)




Tuberculosis





Diphtheria Schick Test




Poliomyelitis





Tetanus






Hepatitis B







	
	


	Are you receiving any treatment, drugs, tablets, medications etc? Details:



	Have you ever lived abroad in the last 6 months?  If so where?



	Have you in the last 6 months travelled abroad?  If so where?





I declare that the above statements are true and complete to the best of my knowledge.

I consent to the employment medical adviser obtaining further information about any of the above conditions from any doctor or hospital by whom I have been treated.

I agree to inform the supervisor and nursing staff if any of the above occur in the future.

Signed:  




Date:
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