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HEALTH ASSESSMENT QUESTIONNAIRE 
Name:    

Name & Address of GP:    

It is important to be accurate with your answers to  this questionnaire. When 
you declare NO, you are accepting a degree of respo nsibility for your own 
safety.  Please answer the following questions and sign the declaration at the 
bottom.  

  Yes No 

Do you have diabetes needing insulin?      

Do you suffer from epilepsy or fits?      

Have you ever suffered blackouts, recurrent dizzine ss or any condition which 
may cause sudden collapse or incapacity?  

    

Do you get discomfort or pain in the chest or short ness of breath on exercise 
(e.g. climbing a single flight of stairs)?  

    

High/low blood pressure      

Are you taking any medication that is causing you d izziness or drowsiness?      

Do you take regular medication?  Please give detail s below      

Do you have problems with heights?      

Do you have problems with repetitive lifting as req uired for the employment?      

Do you wear glasses?      

Do you wear contact lenses?      

Do you have any difficulty with your eyesight (othe r than the wearing of glasses 
or contact lenses where required)? E.g. colour blin dness  

    

Have you ever had heart problems?      

Have you ever had a serious accident or operation      

Do you have any difficulty hearing normal conversat ion?      

Back/Neck problems or suffered from HAVS (Hand Arm Vibration Syndrome)?      

Would being on your feet all day cause you a proble m?     

Have you had a hernia?      

Have you had any illness related to alcohol during the last 12 months?      

Have you used any drug of abuse (not alcohol or tob acco) within the last 12 
months?  

    

Details of any medication or serious operations      

  

  

    

Signed By;    

Date   












