
 

 
Please answer all the questions.  The information you supply on this form is strictly confidential to Valentine 
Occupational Health and only an opinion on your medical fitness, without clinical details, will be given to your 
employer. When you attend for medical examination please bring any medication you are taking, spectacles, hearing 
aid or any other medical aids you may require. 

 
 

 
Additional page(s) to be used if necessary 

 

Have you worked in, or do you currently work 
with, any of the following?  State type 

Yes No If yes, please give details 

Dusts or Chemicals    

Noise    

Asbestos    

Ionising Radiations    

Vibrating Tools or Machinery    

Any other hazard    

 
    
Have you experienced difficulty when working 
with Display Screen Equipment (screen, 
keyboard, mouse)? 

   

 

 
PERSONAL DETAILS 

Do you suffer, or have you ever suffered from 
any of the following? 

Yes No If yes, please give details; dates; treatment received; are 
there ongoing symptoms and if so whether activities at 
home or work are affected; have you had any time off 
work in the last 2 years due to these problems.  Use 
additional sheets if required. 

Heart disease, rheumatic fever or high blood 
pressure, chest pain/irregular pulse 

   

Any lung disease including bronchitis, 
emphysema, asthma or TB 

   

Recurrent stomach or bowel complaint including 
ulcers and hernia 

   

Diabetes    

Kidney or urinary complaint or blood in the urine    

Recurrent headaches, fits, fainting, blackouts, 
dizziness, loss of balance 

   

Anxiety/Depression or any other nervous 
disorder 
 

   

Title Mr/Mrs/Miss/Ms Surname  Forename(s)  

 
Address 

 
 
 
 

Tel No.  

DOB  

Job Title  Site  

Have you changed your pattern or methods of 
work or left any work for medical reasons? 

   



Treatment for drug or drink dependency    

Dermatitis, eczema, or other skin disorder    

Are you allergic to anything    

Any hearing difficulties     

Any other ear conditions    

Any eye trouble, e.g. any difficulty in reading 
print of standard size or using DSE 

   

Colour blindness    

Do you wear glasses or contact lenses    

Do you have any medical condition likely to 
cause sudden incapacity or loss of consciousness 

   

Do you ever suffer from tingling/numbness or 
whiteness of the fingers 

   

Any serious accident or injury    

Any back or neck pain, arthritis, other joint pain 
or stiffness which affects moving around, e.g. 
climbing stairs, moving across rough ground, etc 

   

Do you have any difficulties with 
driving/walking/normal daily activities 

   

Have you consulted a doctor within the last two 
years and or had an operation or hospital 
admission 

   

Are you taking any tablets or medicines    

Have you any medical complaints at the moment    

Have you any medical condition which you 
believe to have been caused or made worse by 
work 

   

Do you smoke: cigarettes/other   Amount per day: 

Do you drink beer/lager/spirits   Amount per week: 

 
 

I confirm that all the answers given above are true to the best of my knowledge and have been recorded correctly.  I 
have not knowingly withheld any medical information. 

 
Signature   Date  

 

 
 
 
 
 
 


