Cymorth Llaw Ltd. 

Health Assessment Questionnaire

Surname………………………………………………………… Mr, Mrs, Miss, Ms.

Forename(s)…………………………...........................................................................

Maiden Name(s)…………………………... Date of Birth…………………………...
Address…………………………………………………………………………………

………………………………………….. Post Code…………………………………..

Telephone………………………………. Mobile……………………………………..

Post Applied for……………………….. Area: Arfon, Dwyfor, Ynys Mon, Conwy

G.P Name……………………………... Surgery Address……………………………

…………………………………………………………………………………………..

Post code……………………………….  Telephone…………………………………

Please Note

Cymorth Llaw Ltd is committed to promoting the health and wellbeing of all staff. 

In your own interest, as well as that of your employer and the public generally, it is important that you fill in this form accurately. If it is not, then you may be allocated to work that is unsuitable to your health, and which may have serious consequences. If it is later discovered that any statements are false or inaccurate then the employer has a right to take disciplinary action. 
All information submitted will be treated as confidential
Please read the questions carefully and answer them as accurately and as fully as possible.

Declaration

I declare that all the answers to this questionnaire are, to the best of my knowledge, true.

I understand that if it is subsequently discovered that any statement is false or misleading the employer may have the right to dismiss me from my employment.

Signed…………………………………….... Date…………………………………

Work History

Please state with your present or most recent job

	Job Title
	Employer
	From
	To

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Attendance

Please state the number of days you have been absent from work or full/part time education in the past 2 years

	Dates (Approx)
	Duration
	Reason

	
	
	

	
	
	

	
	
	

	
	
	


Past Medical history

Please answer all the following questions, by ticking the boxes

	Do you, or have you ever suffered with any of the following
	Yes
	No
	Further details

	High blood pressure
	
	
	

	Any form of heart disease or chest pains
	
	
	

	Asthma, bronchitis or any of chest problem
	
	
	

	Epilepsy, fits or seizures
	
	
	

	Back or neck problems
	
	
	

	Any form of bowel condition
	
	
	

	Any condition that requires you to take medication at strict times e.g. diabetes or thyroid disorders
	
	
	

	Tuberculosis or hepatitis
	
	
	

	Circulatory or vascular disease
	
	
	

	Depression, “Stress”, nervous disorders or mental illness, drug or alcohol abuse
	
	
	

	Do you smoke?
	
	
	

	Viral or glandular disease
	
	
	

	Any other health condition


	
	
	


Have you ever suffered a serious accident or injury?


Yes / No


Have you ever let a job because of ill health?


Yes / No

If YES, please explain why.

	

	

	

	

	

	

	

	

	


Please comment on your present health

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


