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	CONFIDENTIAL TO OCCUPATIONAL HEALTH & WELLBEING

PRE EMPLOYMENT FORM



	SECTION A – RECRUITER - PLEASE COMPLETE THIS SECTION BEFORE ISSUING TO SELECTED APPLICANT

	

	Surname 
	     
	
	Forenames
	     


	Date of Birth
	     
	
	National Insurance Number
	     

	Address

	                                                            

	Post code
	     

	
	Gender
	Male  FORMCHECKBOX 

	Female  FORMCHECKBOX 



	Email Address
	     
	
	Mobile Number
	     


	Telephone Number        


	Post Applied for
	     

	
	Department
	     

	

	Establishment/ Location
	     
	
	Agreed start date (where applicable) 
	     

	

	Part time/ Full time/ Temporary
	     
	
	Cost Code for GP report
	     

	

	Line Manager’s Name
	     
	
	Telephone Number
	     

	
	
	
	
	
	

	Will the job involve:

	

	1. Significant exposure to loud noise on a regular basis?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	

	2. Use of the following or similar vibrating machinery e.g. road breaking equipment, strimmers, chainsaws, grass cutting, buffing machines, handtools etc?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	

	3. Exposure to respiratory sensitisers? 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	

	Respiratory sensitisers include: organic dust, isocyanates, epoxy resin curing agents, colphony fumes (soldering), flour and grain dust, hard wood dusts, glutaraldehyde, fumes from stainless steel welding, any other sensitising agent.
NCC Vehicle Driver?
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
                                          Designated VDU User?  Yes  FORMCHECKBOX 
    No   FORMCHECKBOX 



	Results to be sent to: email address
Postal address only if no email address

	     

	


	SECTION B – THIS SECTION IS TO BE COMPLETED BY OCCUPATIONAL HEALTH

	

	ASSESSMENT  I confirm that this person has been assessed for the proposed appointment             FORMCHECKBOX 
  

	

	FROM THE INFORMATION PROVIDED ON THE FORM THE PREFERRED CANDIDATE APPEARS TO BE SUITABLE FOR THE ROLE

	

	Please see additional advice
	 FORMCHECKBOX 

	        

	

	Name        
	Date      


	
	CONFIDENTIAL TO OCCUPATIONAL HEALTH & WELLBEING

PRE EMPLOYMENT FORM


SECTIONS C, D, E, F & G - THESE SECTIONS ARE TO BE COMPLETED BY THE APPLICANT

Please ensure that you have read the declaration BEFORE submitting the form.

COMPLETED FORMS MUST BE RETURNED TO OCCUPATIONAL HEALTH – SEE BELOW
Do you have or have you had any of the following medical conditions? Please tick and provide details where applicable. You may be contacted by phone by the Occupational Health Nurse Adviser to clarify any of the details entered in order to decide whether you need to be seen.  Please note – INCOMPLETE FORMS WILL BE RETURNED.

	
	
	Yes


	No
	Please give details if you have answered YES to any of the questions (including dates, duration of problems and any current prescribed medication)

	1.
	Poor vision taking into account glasses/ contact lenses
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	2.
	Any heart trouble (angina) or high blood pressure, etc
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	3.
	Any chest trouble, chronic bronchitis, asthma, tuberculosis, etc
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	4.
	Stomach, digestive or bowel problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	5.
	Any neck or back problems or back pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	6.
	Any skin trouble, dermatitis, eczema, psoriasis, etc
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	7.
	Any blackouts, fainting attacks, fits or epilepsy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	8.
	Do you get any tingling, numbness or whitening of your fingers? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	9.
	Any mental health problems, anxiety, depression, etc
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	10.
	Any ear infections or hearing impairment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	11.
	Tenosynovitis or any condition diagnosed as work-related upper limb disorder or RSI
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	12.
	Any allergies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	13.
	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	14.
	Any ill-health as a result of solvent, drug or alcohol misuse or treatment for dependency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	15.
	Any serious accident or injury
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	16.
	Are you receiving any treatment or taking any medicine?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	17.
	Have you been rejected/ retired on medical grounds from any previous job?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	18.
	Have you ever been admitted to hospital?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	19.
	Have you had any surgery?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	20.
	Are you attending out-patients or on a hospital waiting list?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	21.
	Do any of the above medical conditions affect you in relation to employment or daily living activities?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	22.
	Any medical condition not mentioned
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	23.
	Have you had more than 10 working days absence in the past 12 months
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	SECTION D – GP INFORMATION 

	

	Name and Address of your Doctor: 

     


	Telephone Number
	     


	SECTION E – OCCUPATIONAL HISTORY 

	

	Have you worked for Nottinghamshire County Council before?                                                                    
	             Yes/No

	

	Type of work you have for the last 2 years
	Name of Employer and Location 
	Date Started
	Date Left 

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	SECTION F – IMMUNISATION HISTORY

	

	Have you ever had these immunisations (Please provide dates, if known)

	

	Hepatitis B
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 

	
	Date if known
	     
	

	

	TB (BCG)
	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 

	
	Date if known
	     
	

	


	SECTION G – DECLARATION 

	

	I DECLARE THAT I HAVE CHECKED THE DETAILS I HAVE GIVEN AND TO THE BEST OF MY KNOWLEDGE THEY ARE CORRECT. I UNDERSTAND THAT IF I KNOWLINGLY MISLEAD NOTTINGHAMSHIRE COUNTY COUNCIL IN EITHER THE GIVING OR OMISSION OF ANSWERS IN THIS FORM THEN ACTION MAY BE TAKEN AGAINST ME, WHICH COULD LEAD TO THE WITHDRAWAL OF AN OFFER OF APPOINTMENT OR MY DISMISSAL. 

I agree to the above  FORMCHECKBOX 



	

	(IF RELEVANT)

I give consent to the Occupational Health Service to inform the employing department that my medical condition is considered to be covered by the Disability Discrimination Act 1995.  

	

	Yes
	 FORMCHECKBOX 

	
	No
	 FORMCHECKBOX 

	
	Date 

	

	Your specific consent will be sought if it is considered necessary to approach your General Practitioner or any other health professional for further information. If you declare any medical information which is considered by the Occupational Health Service to be relevant to the proposed post, you will be contacted and/or offered an appointment with an Occupational Health professional before a report is sent to your department. 

	


ONCE COMPLETED, THE APPLICANT NEEDS TO RETURN THIS FORM BY EMAIL TO: 

occhealth@nottscc.gov.uk
OR BY POST TO:

OCCUPATIONAL HEALTH SERVICE
BYRON HOUSE

MILLERS WAY

SUTTON IN ASHFIELD

NOTTS

NG17 4NX

