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HAVAS Annual Screening
HAVAS Annual Screening 
Date of previous screening 
……………………………………..……………………………………..……………………………………..…………………………
Have you been using hand-held vibrating tools, machines or hand-fed processes in your job, or if this is a review, since your last assessment?
……………………………………..……………………………………..……………………………………..…………………………
Initial Assessment Outcome 
……………………………………..……………………………………..……………………………………..…………………………

Annual Screening 
Do you have any numbness or tingling of the fingers at any other time ?
……………………………………..……………………………………..……………………………………..…………………………
Do you wake at night with pain, tingling, or numbness in your hand or wrist ?
……………………………………..……………………………………..……………………………………..…………………………
Have any of your fingers gone white on cold exposure? N.B:- whiteness means a discolouration of the fingers with a sharp edge, usually followed by a red flush.
……………………………………..……………………………………..……………………………………..…………………………
Have you noticed any change in your response to your tolerance of working outdoor in the cold 
……………………………………..……………………………………..……………………………………..…………………………
Are you experiencing any other problems in your hands or arms?
……………………………………..……………………………………..……………………………………..…………………………
Do you have difficulty picking up very small objects, e.g. screw or button or opening tight jars?
……………………………………..……………………………………..……………………………………..…………………………

Has anything changed about your health since last assessment?
……………………………………..……………………………………..……………………………………..…………………………

Occupational History 
Workplace Employers Name 
……………………………………..……………………………………..……………………………………..…………………………
Workplace Employers Address
……………………………………..……………………………………..……………………………………..…………………………
Date Worked From 
……………………………………..……………………………………..……………………………………..…………………………
Type of Work 
……………………………………..……………………………………..……………………………………..…………………………
Describe Type of Industry 
……………………………………..……………………………………..……………………………………..…………………………
Describe job duties 
……………………………………..……………………………………..……………………………………..…………………………
……………………………………..……………………………………..……………………………………..…………………………
……………………………………..……………………………………..……………………………………..…………………………
Exposure to any hazard (chemical or Materials)
……………………………………..……………………………………..……………………………………..…………………………
Exposure to vibrating tools, workpieces or equipment. Please describe type and time per day
……………………………………..……………………………………..……………………………………..…………………………
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