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Work Health Assessment form 
for employees with patient or body fluid contact

Your answers to this questionnaire will be CONFIDENTIAL to the Occupational Health (OH) team and will not be given to anyone else without your written permission.  The purpose of the questionnaire is to establish if you have any health problems that could affect your ability to undertake the duties of the post you have been offered or that might place you at any risk in the workplace. Recommendations may be made regarding adjustments or assistance to the workplace as a result of this assessment to enable you to do the job. The Trust aims to promote and maintain the health & wellbeing of all its employees. Before health clearance is given you may be contacted by the Occupational Health team and may need to be seen by an Occupational Health advisor or Physician. 

Please complete the questionnaire as possible, and complete this form in BLACK typeface and block capitals

	Title
	Ms / Miss / Mrs / Mr / Dr / Prof
	Male
	
	Female
	

	Last  name: 

	
	First name: 

	

	Previous names (if applicable):




	

	Date of birth:



	
	Proposed Job Title:

	

	Department:

                      Site:
	
	Site
	
	Manager if known:          
	

	Home Address:  
	

	Post code: 

	
	Email address:

	

	Mobile:


	
	Tel home: 

	

	Name of GP:

	
	Tel No of GP:

	

	Address of GP: 
	

	
	YES
	NO

	Have you previously worked/trained at Oxford Radcliffe Hospitals NHS Trust/Nuffield Orthopaedic Centre/Oxford Brookes University, School of Health Care Studies?
	
	

	If the answer to the above question is Yes, do you consent to the Occupational Health Department accessing any Occupational Health records held by them
	
	


	PREVIOUS EMPLOYMENT IN THE LAST 5 YEARS



	Employer
	Nature of your work
	Start date
	Finish date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please answer all the questions below as fully as possible. If you tick YES, please include full details i.e.  Diagnosis, dates, treatment, any ongoing problems and any follow up appointments pending. If there is not sufficient space below for you to include all the information, please attach a separate sheet.
	
	Yes
	No
	Further Information



	1.  Do you have any illness/impairment/disability (physical or psychological) which may affect your work?
	
	
	

	2. Have you ever had any illness/impairment/disability which may have been caused or made worse by your work?

	
	
	

	3. Are you having, or waiting for treatment or taking any medication or investigations at present? If your answer is yes, please provide further details of the condition, treatment and dates.

	
	
	

	4. Do you think you may need any adjustments or assistance to help you to do the job?

	
	
	


	Tuberculosis screening
	Yes
	No

	Have you had a BCG vaccination to protect you against Tuberculosis?   
	
	

	Have you lived continuously in the UK for the last 5 years?

If no, please list all of the countries that you have lived or worked in for longer than 3 months over the last 5 years


	
	

	Do you have any of the following?
	Yes 
	No

	A persistent cough which has lasted for more than 3 weeks?
	
	

	Unexplained weight loss?

	
	

	Night sweats or unexplained fever?
	
	

	Have you, or any close member of your family, had tuberculosis (TB) or been in recent contact with open TB?


If Yes please give details below:


	
	

	Have you had a chest X-ray in the last 12 months?
	
	


ALL HEALTHCARE WORKERS INVOLVED DIRECTLY IN PATIENT CARE / PATIENT CONTACT / BODY FLUID SAMPLE HANDLING MUST COMPLETE THIS SECTION (INCLUDING LABORATORY WORKERS)

Immunity and Immunisation Status: All Health Care Workers with Patient Contact are required to provide information relating to their immunity to TB, Rubella, Measles, Varicella (Chickenpox), and Hepatitis B.

Please provide copies of official documentation, with this form, of all the following immunisations. The records can usually be obtained from your General Practitioner (GP) and/or your Occupational Health Department. This may reduce the need for you to have further injections and blood-tests.
	Section A
	
	

	Immunisation
	Date vaccinated
	Blood test result

	Hepatitis B course (consists of 3 injections)
	1.

2.

3.

Booster
	

	MMR (Measles Mumps and Rubella). 
	1.  

2.
	Rubella:

Measles:

	TB skin test (Heaf/Mantoux)
	Date:
	Result:

	Have you ever had chicken pox?
	Yes/No
	

	Chicken Pox immunisations
	1.

2.
	

	Diphtheria/Tetanus/Polio
	Primary course:                          
	Boosters:

	Hepatitis A
	1.                                                
	2.


	Section B
	Yes
	No

	Will you be working on a renal unit?
	
	


If you answer yes to the above question please complete the questions below

	Section C
	Result
	Date of test

	Hepatitis B surface antigen status*
	
	

	Hepatitis B surface antibody titre
	
	


*This must be an identified validated sample (IVS). 
An identified validated sample is one taken in a UK NHS Occupational Health Department from the health care worker whose identity is confirmed at the time by photographic evidence (passport, driving licence etc.)

	
	Yes
	No

	Will you be performing exposure prone procedures (EPP)?  *                         
	
	


*Exposure Prone Procedures (EPP) are those procedures where the worker’s gloved hands may be in contact with sharp instruments, needle tips or sharp tissue (e.g. spicules of bone or teeth) inside a patient’s open body cavity, wound or confined anatomical space where the hands or fingertips may not be completely visible at all times.

EPP staff include: All surgeons (including FY1 and FY2 doctors with a rotation into one of the EPP areas), dental staff, theatre staff, midwives and staff working in A&E. 

If you have answered yes to the above question please proceed to sections A&B below. If No please proceed to next page. 

SECTIONS A AND B ARE ONLY TO BE COMPLETED BY HEALTH CARE WORKERS WHO UNDERTAKE EXPOSURE PRONE PROCEDURES (EPP)
	Section A
	Yes
	No

	Have you ever tested POSITIVE for HIV/AIDS?         
	
	

	Have you ever had or tested POSITIVE for Hepatitis B?
	
	

	Have you ever had or tested POSITIVE for Hepatitis C?       
	
	


EPP staff MUST provide documentary evidence of Hepatitis B, Hepatitis C and HIV status.
If you have previous blood results and / or documented evidence of relevant vaccinations please supply a copy with  this form.
	Section B
	Result
	Date of test

	Hepatitis B surface antigen status*
	
	

	Hepatitis B surface antibody titre
	
	

	Hepatitis C antibody status*
	
	

	HIV antibody status. (required for all staff who commenced training in an EPP role after March 2007)*
	
	


*This must be an identified validated sample (IVS). An identified validated sample is one taken in a UK NHS Occupational Health Department from the health care worker whose identity is confirmed at the time by photographic evidence (passport, driving licence etc.)

If results are not available you will be tested in this department and health clearance for EPP work will be delayed until these results are processed.
Healthcare workers who perform EPPs have a legal duty to inform the Occupational Health Department if they suspect or know that they are carriers of HIV, hepatitis B or hepatitis C.
DECLARATION

The information in this section is true and complete. I agree that any deliberate omission, falsification or misrepresentation in the application form will be grounds for rejecting this application or subsequent dismissal if employed by the organisation. 
I give permission for a member of the Occupational Health Department to communicate with my own general practitioner, or any other health professional, if further information is required and for that GP or healthcare professional to give details of my clinical condition or other relevant information to the OH advisor/physician at the Occupational Health Department at the Oxford Radcliffe Hospital NHS Trust.
I understand that I shall be contacted to obtain my fully informed consent before any report is requested and that under the Access to Medical Reports Act, 1988:

· I have the right to see the report before it is sent.

· I am entitled to ask the doctor to amend or modify information which I consider is inaccurate.

· I have 21 days from notification to seek access to the report.

*I do wish to seek access to this report/I do not wish to seek access to this report

(Please delete as appropriate)

	I agree to the above declaration please mark an x in the box
	YES
	

	Date:
	Completed By:
	Sign or print name:


I understand that if any recommendations to my employer are necessary as a result of this the Occupational Health Department will discuss the recommendations with me before making them to my employer.

*I give consent for the Occupational Health Department to make recommendations to my employer, without me having seen a written copy of the recommendations first. 

OR

*I would like to see a written copy of any recommendations the Occupational Health Department may make to my employer before they are sent. 

* delete one of the above statements before marking your agreement below.

	I agree to the above declaration please mark an x in the box
	YES
	

	Date:
	Completed By:
	Sign or print name:


Please email this form and scanned copies of additional information required to workhealthassessment@nhs.net. Alternatively, please print, sign and post the completed form and additional information to Occupational Health, John Radcliffe Hospital, Headley Way, Oxford, OX3 9DU
     Risk assessment for Hand Dermatitis and / or Latex Allergy
Please circle your answers to each question. You may wish to circle more than one response in questions 3b, 4a, 4b and 4c. Provide any additional information in the box at the foot of the page.

	Name:
	D.O.B.


	

	1. Job Title
	Nurse 
	Doctor
	Other Clinical Worker
	Other - please specify

	

	

	2. Unit
	A&E

	Acute
Medical

	ITU
	Surgical/
Rehab
	Theatres

	Other - please specify


	

	3a. Have you ever had problems with your skin?

	

	No
	Yes - in the last year
	Yes - more than a year ago

	

	

	3b. If yes, which Symptoms & Signs apply / applied? (Circle any that apply)

	

	Stinging
	Redness
	Tenderness
	Itching
	Dryness
	Bleeding skin

	

	Cracking
	Itchy bumps / Hives
	Peeling-Flaking
	None of these

	Additional information in relation to questions 1 – 3:


	

	4a. Was the skin problem diagnosed. If so, who by? (if not go to 4c)

	

	Dermatologist
	GP
	Manager
	Occupational Health
	Self
	Other - please specify

	

	

	4b. lf diagnosed, was anything at work identified as causing the skin problems or making them worse? (Circle any that apply)

	

	Alcohol gel
	Liquid soaps
	Other hand disinfectants
	Latex disposable glove

	

	Nitrile disposable glove
	Vinyl Disposable Glove
	Other - please specify

	

	

	4c. lf not diagnosed what do you think caused or worsened your skin problems? (Circle any that apply)

	

	Alcohol gel
	Liquid soaps
	Other hand disinfectants
	Latex disposable glove

	
	

	Nitrile disposable glove
	Vinyl Disposable Glove
	Other - please specify

	

	


	

	5. Do you personally suffer from any of the following? (Circle any that apply)

	
	
	
	
	

	Asthma
	Yes
	
	No

	
	
	
	

	Eczema

	Yes
	
	No

	
	
	
	

	Hay fever


	Yes
	
	No

	
	
	
	

	Allergy to balloons, contraceptives, rubber gloves, dental blocks, hot water bottles, erasers, rubber bands/balls, pillows, elastic dressing and bandages, elastic waistbands/underwear, apples, avocados, bananas, celery, cherries, chestnuts, ficus, figs, grapes, kiwi, latex, mangoes, melons, passion fruit, peaches, pears, pistachios, potatoes, ragweed, strawberries, tomatoes.
	Yes
	
	No

	
	
	
	

	Other specific allergies (please enter details below)
	Yes
	
	No

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	

	

	6.   Have you ever had an anaphylactic (severe allergic) reaction to anything?

	
	
	
	
	

	
	
	Yes
	
	No

	
	
	
	
	

	If yes, please provide details below:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	

	7. Do other members of your family have a history of asthma, eczema or hay fever?

	
	
	
	

	
	Yes
	No

	
	
	


Signed






Date

Print Name
For completion by OHD

Plan:

□
No restriction

□
Recommendation not to use latex gloves personally

□
Recommendation to work in latex glove free environment

□
Health surveillance
Yes / No

□
Referral to OHP 
Yes / No
□
Letter to manager
Signed……………………………
Date……………………….
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