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	SECTION A – FOR OFFICE USE ONLY – (to be completed by the Manager)

Borough LBH&F/RBK&C/WCC (Delete as appropriate)

	Post applied for (please attach JD) 
	SEND Specialist Development Lead Teacher

	Full Time or Part Time 
	Full Time

	Part-time, if yes, hours per week
	

	Manager’s name
	Alison Leao

	Department 
	Children’s Services

	Unit
	SEND

	Name of HR Consultant
	


	Does the job involve:

	
	Yes
	No
	Brief Details

	Manual work
	
	x
	

	Handling food/preparation
	
	x
	

	Driving council vehicle HGV, PCV, LGV – please specify
	
	x
	

	Working in confined spaces
	x
	
	

	Working in a noisy environment
	
	x
	

	Working at heights or on ladders
	
	x
	

	Use of display screen equipment
	x
	
	

	Working with machinery or plant lifting or bending
	
	x
	

	Exposure to hazardous substances
	
	x
	

	Working at night (out of hours)
	
	x
	

	Shift work
	
	x
	

	Dusts
	
	x
	

	Vibration
	
	x
	

	Blood, bodily fluids
	
	x
	

	Good vision (colour)
	
	x
	

	Sedentary
	
	x
	

	Physically active
	x
	
	

	Other


	
	x
	


	SECTION B (1) – APPLICANTS DETAILS (to be completed by the Employee)

	First Name 
	

	Surname
	

	Address


	

	Date of Birth
	

	Daytime telephone number
	

	Email address
	

	Have you previously worked for the council – if yes please give details
	

	Height
	

	Weight
	

	Apart from the effects of dieting is your weight steady
	

	Do you have any problems with your hearing
	

	Do you smoke, if yes, how many a day
	

	Is your eyesight normal (with glasses, contact lenses if necessary)?  If no, please give details
	

	No of days absent due to sickness in the last 2 years
	

	How many episodes of absence does this represent
	

	Reasons for absences


	

	Have you ever resigned or retired from work because of ill-health? If yes, please give details


	

	SECTION B – (2) – DOCTORS DETAILS (to be completed by the Employee)

	GP’s Name
	

	GP’s Address


	

	Specialist’s name
	

	Specialist’s address


	

	SECTION B – (3) – PREVIOUS EMPLOYMENT IN LAST 5 YEARS (to be completed by the Employee)

	Start date
	Finish date
	Position held with brief description of duties

	
	
	

	
	
	

	
	
	

	
	
	


	Please only complete this section if you will work in any of the following areas:

With the public, children, students, parents, elderly, adults with learning disabilities, laboratory worker

	Can you provide documented evidence of immunity to the following
	YES
	NO

	Measles
	
	

	Rubella (German Measles)
	
	

	Hepatitis B
	
	

	Tuberculosis
	
	

	Tetanus
	
	

	Polio
	
	

	Typhoid
	
	

	Have you ever had Chicken Pox
	
	


	SECTION C – APPLICANTS DETAILS (to be completed by the Employee)

	Do you or have you ever had any of the following? 

	
	Yes
	No
	If yes, please provide brief details and dates

	Allergies
	
	
	

	Any condition requiring attendance at hospital (including operations or injuries)
	
	
	

	Any other illness or injury which may be adversely affected by your work or may affect your working
	
	
	

	Are you taking medication (including injections or inhalants)
	
	
	

	Arthritis
	
	
	

	Asthma or hay fever
	
	
	

	Back problems
	
	
	

	Blackouts (including epilepsy)
	
	
	

	Bronchitis or pneumonia
	
	
	

	Chest pain or shortness of breath
	
	
	

	Diabetes
	
	
	

	Ear infection or discharge
	
	
	

	Eye condition
	
	
	

	Foot problems
	
	
	

	Gynaecological problems
	
	
	

	Hand, wrist, neck or other joint complaint
	
	
	

	Heart problem or angina

	
	
	

	Hernia
	
	
	

	High blood pressure
	
	
	

	Jaundice or liver disease
	
	
	

	Kidney or bladder trouble
	
	
	

	Mental illness (including depression, nervous breakdown, anxiety, panic attacks or eating disorder
	
	
	

	Rheumatism
	
	
	

	Sensitivity to chemicals or detergents
	
	
	

	Severe headaches (including migraines)
	
	
	

	Skin condition
	
	
	

	Stomach problems (including ulcers or bowel problems)
	
	
	

	Stroke
	
	
	

	Thyroid problems
	
	
	

	Tropical disease
	
	
	

	Tuberculosis
	
	
	

	Varicose veins/leg ulcers
	
	
	


	SECTION C – APPLICANTS DETAILS (to be completed by the Employee)

	ALL STAFF TO COMPLETE THIS SECTION

Do you consider yourself to have a disability? Yes/No

Do you have any illness/impairment/disability (physical or psychological) which may affect your work? Yes/No

If yes please give details below



	Do you think you may need any adjustments or assistance to help you to do the job?  Yes/No

If yes please give details below



	Have you ever had any illness/impairment/disability which may have been caused or made worse by your work? Yes/No

If yes please give details below



	Are you having, or waiting for treatment (including medication) or investigations at present? Yes/No

If yes please provide further details of the condition, treatment and dates




	DECLARATION

I declare that the answers and statements given above are true and complete to the best of my knowledge.  I accept that in the event of my being employed and it subsequently being shown that medical information has not been disclosed by me, or has been misleading or false, that I become liable to disciplinary proceedings which may include dismissal and may invalidate a claim for pension.

I understand that:

· I may be required to attend for consultation and physical examination if so requested by the Occupational Health Unit.  Further medical information may be requested from my GP if considered necessary however this will be subject to my consent

· The Occupational Health Unit will retain this form and will uphold the principles of the Data Protection Act 1998

· A proforma giving a decision as to my fitness to work in the stated job will be passed to the employer.  You will be informed before your employer if any recommendations or any adjustment or modifications to the job are recommended by the Occupational Health Unit.



	Signature
	Print Name
	Date

	
	
	

	For Occupational Health Unit staff use




Please now ensure that you return this form to the Occupational Health Unit.  

Do not hand this to your line manager, this is a confidential document.

Occupational Health Unit


EMPLOYMENT HEALTH ASSESSMENT FORM 





Please complete this form and return it directly to the Occupational Health Unit by post or email. Do not hand this form to your manager or HR, this is a confidential document.








London Borough of Hammermith and Fulham


Occupational Health


Room 31, Ground Floor


Hammersmith Town Hall King Street


London


W6 9JU


Email: � HYPERLINK "mailto:OccupationalHealth@lbhf.gov.uk" �OccupationalHealth@lbhf.gov.uk�








STATEMENT





Your answers to this questionnaire will be confidential to the Occupational Health Unit and will not be given to anyone else without your written permission.  The purpose of the questionnaire is to see whether you have any health problems that could affect your ability to undertake the duties of the post you have been offered or place you at any risk in the workplace.  Where necessary Occupational Health will recommend adjustments or assistance as a result of this assessment to enable you to do your job.  Our aim is to promote and maintain the health of all people at work.  Before health clearance is given for employment you may be contacted by a member of the Occupational Health Unit and may need to be seen by an occupation health advisor or physician.





Please help us to help you by completing the questionnaire as fully as possible.





YOUR EMPLOYERS WILL BE ADVISED ON THE FOLLOWING:





Fitness to carry out the duties of your intended post


Any requirements for adjustments to your workplace in accordance with the Equality Act 2010  
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