Pre-employment Health Assessment
	Post Title
	     

	Directorate
	Children and Young People's Service 

	Proposed Start Date  
	     


HR Advisor Details

	Name
	Rachel Salt

	Phone
	01782 237817
	E-mail
	rachael.salt@stoke.gov.uk


Does this post involve any of the following:
	Work Arrangement

	Permanent
	Temporary
	Casual
	Full-time
	Part-time
	Shifts
	Nights

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Occupational Hazards

	
	Regularly
	Occasionally
	
	Regularly
	Occasionally

	Child Contact
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Dust Exposure
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Chemical Exposure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Food Handling
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Client Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Manual Handling
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Confined Spaces
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Noise Exposure
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Display Screen Equipment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Vibration
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Domestic
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Working at Heights
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Will this person be working in Residential Care, Day Care or Home Care?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Will this person be working in Elderly Care?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Driving

	Police
	Fire
	PCV
	LGV
	Minibus/Taxi
	Van
	Crane
	Car+Passenger
	Agricultural

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Teachers Only

	Subject to be taught
	     
	Age Range
	     


Please note any other specific hazards regarding this post:      
This person has been assessed by the Occupational Health Adviser and is considered to be:

	
	

	 FORMCHECKBOX 

	Fit for placement proposed

	 FORMCHECKBOX 

	Fit for placement proposed subject to      

	 FORMCHECKBOX 

	Currently unfit for placement

	 FORMCHECKBOX 

	unfit for placement proposed

	 FORMCHECKBOX 

	Review in          weeks


Signed:_______________________________________         Date_____________________

             Occupational Health Advisor
To be completed by the employee:
	Title    
	 FORMCHECKBOX 
 Mr  FORMCHECKBOX 
 Mrs  FORMCHECKBOX 
 Miss  FORMCHECKBOX 
 Ms  FORMCHECKBOX 
 Dr 

	First Name(s)
	     
	Surname
	     

	Address 
	     

	Post Code  
	     
	Email Address
	     

	Tel No. Home 
	     
	Tel No. Mobile
	     

	Date of Birth
	     
	National Insurance No.
	     


GP Details

	Name of GP
	     

	Address of GP
	     

	Tel No. Home 
	     


	Proposed Start Date  
	     


Current / Ongoing Health Conditions
	Do you have any health issues (including allergies, musculoskeletal) that may affect your ability to undertake the duties of your role and may require workplace adjustments or changes to be made?

    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
   No

If Yes, please give details: 
COVID -19 Vaccine Status

(The response to this question is voluntary)

Have you had your COVID-19 Vaccines (Please tick the boxes that apply)
Yes - 1st Dose                 Date Taken                     

Yes -  2nd Dose               Date Taken                     

Yes - Booster                   Date Taken                    

Prefer not to say

No -        Please explain the reason as to why no vaccine has been administered eg, Health implications, if so do you have a health certificate/proof to support this?






	Do you have any conditions that have arisen as a result of previous work?

    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
   No
If Yes, please give details:      



	Do you have a chronic condition that requires regular review and/or medication?

    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
   No
If Yes, please give details:      



	Do you consider yourself to be disabled (as defined by the Equalities Act)?
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
   No
If Yes, please give details:      



You may be contacted and/or an appointment made to discuss this further with a member of the Occupational Health Team.
Declaration
	I declare that, to the best of my knowledge, the above information is correct and that I have not knowingly withheld any important information about my physical and mental health. I agree that if required I will attend for further medical assessment.  I understand that any false statement may affect my contract of employment.

Name: 


Date:      



