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Confidential to the Occupational Health Service 

This form must be completed in full by the candidate and returned to HR or brought to the interview 
sealed in the CONDFIDENTIAL envelope provided. 
The purpose of this screening is to make sure that your health is not going to be affected by the work 
for which you have applied.  We also need to make sure that you will be able to work safely without 
undue risks to yourself, clients and colleagues.  This questionnaire is NOT used to select the right 
person for the job, which is why it remains confidential to Occupational Health staff and is only 
assessed after interview. 
Please complete using black ink.  If you leave any gaps of unanswered questions, this will delay your 
health clearance.  Continue on a separate sheet if necessary. 

 

Surname:  Title:   

First Name(s):  M  F  

Previous surname(s):  Date of Birth:  

Address: 
 National Ins. No 

 
         
         

 Work Tel No:  

 Home Tel No:  

Postcode:  Mobile No:  

E-mail address:  
Where can we contact you?  Work   Home   Mobile  
Proposed job title:  

 Full time   Term time  Relief   Part time – state number of hours   
Have you previously attended the Essex County 
Council Occupational Health Service?  Yes   No   Approximate Year: ...............

 

Please indicate the total number of days sickness absence you have taken from work/education over 
the past 12 months: (if nil, please enter ‘0’) 
No. of days: .......................................  Reasons: 
No. of occasions:...............................  

Please give list of jobs, voluntary work or full time education for the last five years, including your 
current job. 

 

Name of Employer Job title Date from  Date to 
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Please answer the following questions, providing brief details. CONTINUE ON A SEPARATE 
SHEET IF NECESSARY. 
1. Do you have any mental health, physical condition or long-standing impairment 

which affects your normal day-to-day activities? If yes please give details, 
including dates: 

 
Yes  No  

2. Do you need any special aids / adaptations to assist you at work, whether or not 
you have a disability? If yes please give details: 

 
Yes  No  

3. Are you currently having or waiting for any medical treatment (including 
medications) or investigations of any kind? If yes please give details, including 
dates: 

 
Yes   No  

4. Have you ever had any health problems, which may have been caused, or made 
worse by work? If yes please give details, including dates: 

 
Yes  No  

I declare that to the best of my knowledge and belief, the above responses are true and 
complete. I consent to a clinical assessment if required.  
I understand that an opinion on my fitness to work will be sent to the relevant appointing 
manager based on this information. No confidential or personal health information will be 
released without my written permission. I understand that if I withhold information, or give 
misleading answers, my employment may be at risk.  
I consent to County Council recording and processing date on this questionnaire in 
accordance with its notification under the Date Protection Act. 
 
Your Signature:  Date:   
 

For use by Occupational Health Centre only: 
 Date  Initials Further information 

Referred   Advice given: DSE assessment    

Approved/Fit    Manual Handling RA    

GP report requested    Other (state):    

Appt with OHA / OHP   Additional info:   

Reason for appointment       

Fit Certificate sent       
 
All Essex County Council Forms are issued by Corporate Document Services (CDS), County Hall, Chelmsford (see Official Forms Catalogue 


	Your Signature:
	Date: 

