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Name of Employee:

DOB:

Occupation:

Vision
Far Vision Near Vision
Intermediate Vision Colour Vision
Explanation of examinations:
Far Vision examinations show a person’s ability to see the details of far objects. This test is conducted with any corrective lenses normally used in place if they were available at the time of testing.
Near Vision examinations show a person’s ability to see the details of near objects (within reading distance). This test is conducted with any corrective lenses normally used in place if they were available at the time of testing.
Intermediate Vision examinations are used to evaluate operators of display screen equipment such as computers, word processors etc.
Colour Vision examinations check your ability to distinguish between colours.

Lung Function
Your lung function test is:	Low	Acceptable Your respiratory questionnaire result is:
Lung function tests evaluate how well your lungs are performing. The tests determine how much air your lungs can hold and how quickly you can move air in and out of your lungs. By comparing values against previous results as well as known “normal ranges”, any deficiency or deterioration can be identified.

Audiometry
HSE (2006) Category:	Low	Acceptable
Audiometry is the technique for testing the sensitivity of your hearing in each ear. The HSE provide guidance to categorise results into four parts;
· Category 1 - Good and acceptable level of hearing
· Category 2 - Borderline hearing
· Category 3 - Referral suggested as results below the normal standard for age
· Category 4 - a rapid loss identified by comparing two results.

 (
1
)




Your current Risk Grouping:
Absolute Cardiovascular Risk (AR) includes heart problems and stroke put together as the percentage likelihood of an event over a period of 10 years.


Vision
Far Vision Near Vision
Intermediate Vision Colour Vision
Explanation of examinations:
Far Vision examinations show a person’s ability to see the details of far objects. This test is conducted with any corrective lenses normally used in place if they were available at the time of testing.
Near Vision examinations show a person’s ability to see the details of near objects (within reading distance). This test is conducted with any corrective lenses normally used in place if they were available at the time of testing.
Intermediate Vision examinations are used to evaluate operators of display screen equipment such as computers, word processors etc.
Colour Vision examinations check your ability to distinguish between colours.

Lung Function
Your lung function test is:	Low	Acceptable Your respiratory questionnaire result is:
Lung function tests evaluate how well your lungs are performing. The tests determine how much air your lungs can hold and how quickly you can move air in and out of your lungs. By comparing values against previous results as well as known “normal ranges”, any deficiency or deterioration can be identified.

Audiometry
HSE (2006) Category:	Low	Acceptable Audiometry is the technique for testing the sensitivity of your hearing in each ear.
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The HSE provide guidance to categorise results into four parts; Category 1 - Good and acceptable level of hearing Category 2 — Borderline hearing
Category 3 — Referral suggested as results below the normal standard for age
Category 4 - a rapid loss identified by comparing two results.

Hand-Arm Vibration
Your HAVS assessment today:
Did not identify any symptoms that appear associated with adverse effects of vibration exposure
Identified some findings which may be related to vibration exposure, however there are a number of other conditions unrelated to vibration which can cause similar symptoms. It is important that these findings are considered further to determine if vibration may be causing you a problem, however the information gathered today may be sufficient and you may not necessarily need to attend a further appointment.
Exposure to prolonged excessive vibration can damage blood vessels and nerves in the fingers, causing permanent loss of feeling. Typical symptoms include tingling in the fingers and/or numbness. It is normal to experience some tingling and numbness in the hands and fingers for up to 20 minutes after a period of vibration exposure, and is therefore should not present a concern if it continues to recover quickly.

Skin
Your skin assessment today indicates
Did not identify any symptoms that appeared associated with exposure to skin irritants at work. You should continue to follow the advice above to ensure you reduce the risk of developing occupational dermatitis.
Did not identify any symptoms that appeared associated with exposure to skin irritants at work, although there were some findings which may benefit from further consideration by your GP. You should continue to follow the advice above to ensure you reduce the risk of developing occupational dermatitis.
For further referral; Some findings which may be related to occupational exposure, however there are many other conditions unrelated to work which can cause similar symptoms.


Occupational Health Screening Questionnaire
The health surveillance/medical requirements are based on the activities/potential risks involved in each role. Please complete only the relevant sections as indicated below or as advised by your Employer/Line Manger/Supervisor of this questionnaire prior to your assessment. Bring the completed questionnaire to your assessment.
Please only sign the declaration on the back page of this questionnaire after the assessments have been completed and in the presence of the Occupational Health Technician (OHT)/Occupational Health Nurse (OHA). Foxbridge Healthcare Solutions Limited, Registration Number: 11843751
Section A - Personal Details - to be completed by all employees
Section B - General Health
Section C - Musculoskeletal Assessment Section D - HAVS Tier 2 Assessment
Section E - Lung Function Spirometry Assessment Section F - Hearing Whisper/Audiometry Assessment Section G - Skin Check Assessment
Section H - Vision Screening

	Section A — Personal Details
To be completed by the employee

	Company Name

	Surname
	First Name(s)

	Date of Birth
	Name / Female

	Home Address

	Home Phone Number
	Mobile Phone Number

	You will only be contacted by telephone if further information is required in addition to the questions answered on the this health questionnaire. Your telephone number(s) will not be passed to any third party organisations.

	Date of Employment (Start date)
	
Occupation
	Average hours worked per week

	(GP)/Doctor name and address

	GP Phone Number




	Section B - General Health
To be completed by the employee

	Has a Doctor ever told you or diagnosed that you suffer from any of the following medical conditions?
Please answer Yes or No (tick) and provide further information in the box provided

	1. Epilepsy, fits, blackouts or fainting attacks
	Yes
	No

	2. Heart disease or heart disorder
	Yes
	No

	3. High blood pressure
	Yes
	No

	4. Asthma, bronchitis or a shortness of breath on exertion
	Yes
	No

	5. Deafness
	Yes
	No

	6. Menieres disease or other disease involving giddiness or loss of balance
	Yes
	No

	7. Claustrophobia or other nervous or mental disorder
	Yes
	No

	8. Back pain or joint trouble that would limit mobility in confined spaces
	Yes
	No

	9. Deformity or disease of the lower limbs limiting movement
	Yes
	No

	10. Chronic skin disease
	Yes
	No

	11. Serious defect in eyesight
	Yes
	No

	12. Lack of sense of smell
	Yes
	No

	13. Insulin dependent diabetic
	Yes
	No

	14. Do you have to take any continuous medication *If yes please specify
	Yes
	No

	15. Do you suffer with any other medical condition which you consider will impact upon your work role?
	Yes
	No

	if you have answered Yes to any of the questions please provide further information e.g. date of diagnosis, condition type etc)

	For completion by OHT/OHA only at assessment

	Height (cm)
	Weight (kg)

	Blood Pressure Measurements
If the result of the first measurement indicates the blood pressure as above, then a second measurement should be taken no less than five minutes after the first measurement.
If the second measurement indicates the blood pressure as above, then a third measurement should be taken no less than five minutes after the second measurement.

	
	Time
	Systolic
	Diastolic
	Pulse

	1st test
	

	

	

	


	2nd test
	

	

	

	


	3rd test
	

	

	

	




	Adult blood pressure levels (mmHg*)

	Category (and/or either systolic and diastolic figure)
	Systolic
	Diastolic

	Low blood pressure
	<90
	<60

	Normal Range
	90 — 139*
	60 — 89*

	Refer to GP — No impact on work role
	140-159
	90 — 100

	Refer to GP — POSSIBLE IMPACT ON WORK ROLE
	160+
	100+




	
In the event that the third measurement is in the “low blood pressure” range or 160/100 or above, the Occupational Health Practitioner will need to establish whether the condition is under control and/or seek medical opinion regarding suitability for safety critical tasks in these situations the GP suitability Referral Letter should be used.

	Urinalysis:
	Protein:
	Positive
	Negative
	Glucose
	Positive
	Negative

	
OHT – Consult with OHA (telephone) at the end of assessment for further action/advice for the following:
General health – Answer(s) = Yes to (confirm further information is complete).
BP result(s) are outside normal parameters as show. Urinalysis = Positive for Protein and/or Glucose.
Record outcome before employee assessment is complete.
OHA – Discuss with employee condition status and advise outcome accordingly.
Outcome notice

	OHA contacted (name)
	Time of contact/call

	Record of OHA further action advice

	General Health outcome (both referred to GP and to OH dept may be applicable – confirm outcome
with OH dept)

	
Acceptable Referred to GP
Referred to OH dept for fitness for work/impact or role decision

	GP referral letter issued
	
	Yes
	No

	Employer appointed person notice form issued
	
	Yes
	No




	Section C — Musculoskeletal Assessment To be completed by the employee

	Have you ever suffered from an injury or disorder of

	1. Neck
	Yes
	No

	2. Shoulders
	Yes
	No

	3. Arms
	Yes
	No

	4. Wrist/Hand/Fingers
	Yes
	No

	5. Upper Spine
	Yes
	No

	6. Lower Spine
	Yes
	No

	7. Legs/Hips/Knees
	Yes
	No

	8. Ankles/Feet
	Yes
	No

	9. Describe the main tasks involved in your job that requires exertion/movement or lifting

	10. Please give details of any of your hobbies that require exertion/movement or lifting

	If you have answered Yes to any of the questions please provide further information e.g. date of diagnosis,
condition type etc)

	Musculoskeletal Observations to be completed by OH Staff – tick one box per row
Define in further details any restrictions or difficulties

	Walking
	Normal gait
	Restrictions
	Walking aids

	Sitting:
	No problems
	With Difficulty
	Requires regular position change

	Neck
	Full range of movement
	Restricted
	Define

	Right Arm
	Full range of movement
	Restricted
	Define

	Left Arm
	Full range of movement
	Restricted
	Define

	Right Arm
	Full range of movement
	Restricted
	Define

	Left Leg
	Full range of movement
	Restricted
	Define

	If any restrictions are noted – does the employees report the following

	Condition is made worse by work
	Yes
	No

	Condition is caused by work
	Yes
	No

	Condition has an impact on work
	Yes
	No

	Musculoskeletal Assessment to be completed by OH Staff tick only one of the following statements

	No evidence of ill health reported that would affect the safety of self or others
	Yes

	Condition reported that would impact on role — referred to OH dept
	Yes




	Section D —Hand-Arm Vibration Syndrome (HAVS) Tier 2 Health Surveillance Assessment- To be completed by the employee only if the work role exposes them to Hand arm vibration equipment

	As a result of the answers given within the HAVS Section, you may be required to be clinically assessed by an occupational health nurse or doctor who has specialist knowledge of Hand Arm Vibration Syndrome (HAVS), Vibration White Finger (VWF) and Carpal Tunnel Syndrome (CTS).
The clinical assessment will be a HAVS Tier 3 or Tier 4 and will be treated as medical in confidence.
Hand Arm Vibration Syndrome (HAVS), Vibration White Finger (VWF) and Carpal Tunnel Syndrome (CTS) are reportable diseases as required by the Reporting of Injuries, Diseases & Dangerous Occurrences Regulations 1995 (RIDDOR).

	1. Have you ever used handheld vibrating tools, vibrating machines or hand-fed vibrating machines in your job? (Give details of work history overleaf)
	Yes
	No

	2. Year of first exposure
	

	3. When was the last time you used them?
	

	4. In addition to any previous annual HAVS health surveillance, have you ever been referred to an No Oo occupational health nurse or doctor for further investigation relating to Hand Arm Vibration Syndrome (HAVS), Vibration White Finger (VWF) or Carpal Tunnel Syndrome (CTS)?
	
Yes
	
No

	5. Have you ever been diagnosed with Hand Arm Vibration Syndrome (HAVS), Vibration White Finger (VWF) or Carpal Tunnel Syndrome (CTS) by a doctor?
	Yes
	No

	6. Have any of your symptoms got worse in the last 12 months?
	Yes
	No

	7. Do you have any tingling of the fingers for longer than 20 minutes after using
vibrating equipment?
	Yes
	No

	8. Do you have tingling of the fingers at any other time?
	Yes
	No

	9. Do you wake at night with pain, tingling or numbness in your hand or wrist?(Do not include cramp or pins & needles as a result of lying on your arms or hands)
	Yes
	No

	10. Does one or more of your fingers go numb for longer than 20 minutes after
using vibrating equipment?
	Yes
	No

	11. Have your fingers gone white* on cold exposure?
*Whiteness means a clear discoloration of the fingers with a sharp edge, usually followed by a red flush.
	
Yes
	
No

	12. Do you have difficulty re-warming your hands when leaving the cold?
	Yes
	No

	13. Do your fingers go white at any other time?
	Yes
	No

	14. Are you experiencing any other problems with the muscles or joints of the hands or arms?
	Yes
	No

	15. Do you have difficulty opening tight jars or picking up very small objects e.g.
screws or buttons?
	Yes
	No

	16. Have you ever had an injury or operation of your neck, arm or hand?
	Yes
	No

	17. Have you ever had any serious diseases of joints, skin, nerves, heart or blood vessels?
	Yes
	No

	18. Are you on any long-term medication?
	Yes
	No

	If you answered Yes to any of the questions please give further details
	

	Further details




	Section E - Lung Function — Spirometry Assessment
To be completed by the employee only if the work role exposes them to respiratory sensitisers.

	1. Have you ever been diagnosed with Asthma? If No go to Q2
	Yes
	No

	a. If yes, has this been associated with work
	Yes
	No

	b. Age at onset of Asthma
	Yes
	No

	c. Age when symptoms ceased (if applicable)
	Yes
	No

	d. Any changes since last test
	Yes
	No

	e. Current Asthma Medication
	Yes
	No

	f. Have you used asthma medication within the last 12 hours
	Yes
	No

	2. Do you suffer with any heart problems? If No go to Q3
	Yes
	No

	a. If yes, discharged/deemed fit by GP/Hosp?
	Yes
	No

	3. Do you suffer with high blood pressure? If No go to Q4
	Yes
	No

	a. If yes, is blood pressure controlled?
	Yes
	No

	4. Do you have any other condition that will prevent you from carrying out a lung function test? If you please give details below.

	5. Are you currently suffering with a chest infection, cold or flu symptoms?
	Yes
	No

	6. If the test is a re-test, have there been any changes to the questions above since your last lung function test
	Yes
	No

	7. Do you, or have you ever smoked?
	Yes
	No

	a. If yes, age when started
	Yes
	No

	b. If ceased, when stopped
	Yes
	No

	c. Number of cigarettes/tobacco smoked per day.
	Yes
	No

	Since starting you present job have you had any of the following symptoms either at work or at home
(Do not include isolated colds, sore throats or flu) If yes please further details in box below

	8. Recurring soreness of or watering of the eyes
	Yes
	No

	9. Recurring blocked or running nose Yes
	Yes
	No

	10. Bouts of coughing
	Yes
	No

	11. Chest tightness
	Yes
	No

	12. Wheeze
	Yes
	No

	13. Breathlessness
	Yes
	No

	14. Have you consulted your Doctor about chest problems since the last questionnaire?
	Yes
	No

	Further details

	Spirometry and LFT questions outcome to be completed by OH Staff Ensure further details are supplied for questions answered Yes.
A Spirometry test must be carried out and spirometry graph attached to this questionnaire.

	Spirometry result:
	Normal
	Obstructive
	Restrictive
	Combined
	

	Outcome based on declared symptoms and/or spirometry test
	Acceptable
Referred to OH dept for further investigation




	Section F – Hearing – Whisper / Audiometry Assessment To be completed by the employee

	1. Have you had a hearing test at this company before? If No go to Q2
	Yes	No

	a. If yes, do you feel your hearing has got worse since the last test
	Yes	No

	2. Have you had operations on your ears?
	Yes	No

	3. Have you had a perforated ear drum?
	Yes	No

	4. Have you had discharging ears/frequent ear infections?
	Yes	No

	5. Have you had sinus problems?
	Yes	No

	6. Do you have your ears syringed:	Never	Once or twice	Often

	7. Have you suffered a head injury/concussion?
	Yes	No

	8. Have you been in an explosion?
	Yes	No

	9. Do you get ringing noises in your ears?
	Yes	No

	10. Do you get pain in your ears?
	Yes	No

	11. Have you regularly done any of the following:

	12. Shooting (not air guns)	riding a motorbike
Working in night-club or as a D.J.	Playing in a band motor racing	scuba-diving

	13. Do you think your hearing is:	Very good	Average Below average	Poor

	14. Describe any problems with your ears or hearing, even if long ago:

	15. Do you normally wear ear protection at work:
All/most of the time	Now and then	Never

	16. What type do you use most	Muffs	Plug	None

	PREVIOUS NOISY EMPLOYMENT (include other jobs with present employer)
	

	Name of employer	Job you did	How many years	Ear protection worn

	
	
	
	Yes	No

	
	
	
	Yes	No

	
	
	
	Yes	No

	Hearing – Whisper / Audiometry Assessment outcome to be completed by OH Staff. Tick only one test type and only one outcome.

	Test type
Whisper test (no noise risk)	Outcome: Acceptable	Referred to OH dept for further investigation
Audiometric Hearing test	Outcome:	HSE Cat 1	HSE Cat 2	HSE Cat 3	HSE Cat 4

	GP referral letter issued
	Yes	No




	Section G – Skin Check Assessment
To be completed by the employee only if the work role exposes them to skin sensitisers

	Do you now, or have you ever suffered from any skin problems?
	Yes	No

	Have you ever sought medical advice from your doctor or skin specialist regarding a skin problem?
	Yes	No

	Are you aware of any family history of skin problems (Blood relative only)?
	Yes	No

	Is there anything to which you have an allergic skin reaction to?
	Yes	No

	If yes please give details
	Yes	No

	At work, do you wear protective gloves?
	Yes	No

	What type
	Yes	No

	How often
	Yes	No

	If you answered Yes to any of the questions please give further details

	Further Details

	Visual Assessment For completion by the occupational health technician/occupational health nurse

	
[image: ]

	Visual Inspection of Hands, Forearms and Other Exposed Skin

	Clear skin no apparent defects
	Blistering

	Very dry
	Weeping

	Redness
	Cracking

	Scaling/flaking
	Swelling

	Indicate on sketch any abnormalities.

	Skin Check outcome

	Acceptable	Very Dry skin (comment but no medical referral)	Referred to GP further investigation

	GP referral letter issued
	Yes	No




	Section H – Vision Screening
To be completed by the employee

	Keystone VS-V Record Form (Standard Targets)
	

	1. Do you wear glasses?
	Yes
	No

	2. Do you wear contact lenses?
	Yes
	No

	3. What kind of vision correction
	Distance Only
	Reading	Multifocals
	

	4. If yes, how often	Always
	Sometimes
	
	

	5. Have you ever been examine by a vision specialist
	Yes
	No

	6. How long since last exam

	7. Do you have any difficulty with your eyes? If Yes, please give further details below
	Yes
	No

	Further details

	Vision Screening Assessment to be completed by OH Staff.
	

	FAR VISION TESTS – Switch to FAR on Elliptech Hand Control

	TEST DESCRIPTON AND KEY
(Corresponds to Remote Control Key)
	UNACCEPTABLE
	RETEST
	ACCEPTABLE
See Standards Guide (1)

	RIGHT EYE: ACUITY
	
	(One Miss Allo
	wed Per Line)

	A	B	C
	6/21 = 8453
	
	6/9 = 943852

	1.6 = 547638	7.5=428576	9=943852
	6/60 = 9 6/18 = 6254
	6/12 = 795823
	6/7.5 = 428576

	2.12 = 795823	15 = 357248	18 = 7236
	6/30 = 85 6/15 = 859423
	
	6/6 = 547638

	3.21 = 9574	30=92	60=3
	
	
	

	LEFT EYE: ACUITY
	
	(One Miss Allo
	wed Per Line)

	A	B	C
	6/21 = 8453
	
	6/9 = 346752

	1.6 = 745932	7.5 = 578236	9=346752
	6/60 = 3	6/18 = 6254
	6/12 = 534268
	6/7.5 = 578236

	2.12 = 534268	15 = 752386	18 = 6254
	6/30 = 85	6/15 = 752385
	
	6/6 = 745932

	3.21 = 8453	30=85	60=3
	
	
	

	BOTH EYES: ACUITY
	
	(One Miss Allo
	wed Per Line)

	A	B	C
	6/21 = 2976
	
	6/9 = 382457

	1.6 = 857432	7.5 = 674235	9 = 382457
	6/60 = 9	6/18 = 8927
	6/12 = 563472
	6/7.5 = 674235

	2.12 = 563472	15 = 859423	18=8927
	6/30 = 43	6/15 = 859423
	
	6/6 = 857432

	3.21 = 2978	30=43	60=9
	
	
	

	INTERMEDIATE DISTANCE TEST

	Both Eyes: Acuity
	
	(One Miss Allo
	wed Per Line)

	A	B	C
	6/21=2976
	
	6/9 = 382457

	1.6 = 857432	7.5 = 674235	9=382457
	6/60 = 9 5/18 = 8927
	6/12 = 563472
	6/7.5 = 674235

	2.12 = 563472	15=859423	18=8927
	5/30=43 6/15 = 859423
	
	6/6 = 857432

	3.21=2978	30=43	60-9
	
	
	

	Far Vision Tests = Return to FAR on Elliptech Hand Control

	TEST DESCRIPTION KEY
(Corresponds to Remove Control Key)
	UNACCEPTABLE
	RETEST
	ACCEPTABLE
See Standards Guide (1)

	PHORIA (EYE COORDINATION)
	ESO
	0 1 2 3 4 5 6 7 8 9 EXO
	

	
	
	^ ^ -^ ^ -^ ^ -^ ^ -^ ^
RIGHT H. 0 1 2 3 4 | 5 6 7 8 9 LEFT
	

	RED-Lateral
	
	
	

	Green-Vertical
	
	
	

	
	
	ORTHO
	

	FUSION
	Four Balls
	Four then Three
	Three Balls




	STEREOPSIS (Depth Perception)
	Box Heart Cross
	Star
	Cross

	COLOUR
Severe (Red/Green) 79 23
	None
	Correct
	One Correct
	Two
	Correct

	COLOUR
Mild (Blue/Violet) 92 56
	None
	Correct
	One Correct
	Two
	Correct

	
HORIZONTAL FIELD TEST(3)
	

85�
	

70�
	LEFT SIDE
	
55�	NASAL
	RIGHT SIDE
		
NASAL 55�	70�
	
	

85�

	NEAR VISION TESTS – Switch to Near on control

	TEST DESCRIPTON AND KEY
(Corresponds to Remote Control Key)
	UNACCEPTABLE
	RETEST
	ACCEPTABLE
See Standards Guide (1)

	RIGHT EYE: ACUITY
	
	(One Miss Allow

N8 = 795823
	ed Per Line)

	A	B	C
	N14 = 9574
	
	N6=943852

	1.4 = 547638	5=428576	6=943852
	N36 = 5	N12=7238
	
	N5=428576

	2.8 = 795823	10=357248	12=7236
	N18=92	N10=357248
	
	N4 = 547638

	3.14 = 9574	18=92	36=5
	
	
	

	LEFT EYE: ACUITY
	
	(One Miss Allow

N8 = 534268
	ed Per Line)

	A	B	C
	N14 = 8453
	
	N6 = 346752

	1.4 = 745932	5=578236	6=346752
	N36=3	N12=6254
	
	N5 = 578236

	2.8 = 534278	10 = 752386	12 = 6254
	N18=85	N10=752386
	
	N4 = 745932

	3.14 = 8453	18 = 85	36 = 3
	
	
	

	BOTH EYES: ACUITY
	
	(One Miss Allow

N8 = 563472
	ed Per Line)

	A	B	C
	N14 = 2976
	
	N6 = 382457

	1.4=857432	5=674235	6=382457
	N36 = 9	N12 = 8927
	
	N5 = 674235

	2.8 = 563472	10=859423	12=8927
	N18 = 43	N10 = 859423
	
	N4 = 857432

	3.14=2978	18=43	36=9
	
	
	

	PHORIA
	ESO	0 1 2 3 4 5 6 7 8 9 EXO

	
	^ ^ -^ ^ -^ ^ -^ ^ -^ ^
RIGHT H. 0 1 2 3 4 | 5 6 7 8 9 LEFT

	RED Lateral
	

	Green-Vertical
	

	
	ORTHO

	FUSION
	Four Balls
	Four then Three
	Three Balls

	STEREOPSIS
	Box Heart Cross
	Star
	Cross

	See Visual stands guide for recommended minimum visual standards for general categories, Page 13 in Instruction Manual. 26” distance test is useful when evaluating operations of visual display terminals (computers, word processors, etc.)
A fusion Test indicates a potential imbalance in eye positioning muscles. If both the lateral Phoria test and fusion test are failed, a professional eye examination is recommended.
Horizontal field: If the subject cannot recognize the L.E.D. target at 70” on both sides, refer for professional consultation is
job safety requires good peripheral vision.

	Vision Screening Assessment Outcome

	Acceptable Vision
	Unacceptable Referred to Optician

	In the event that the vision screening test is unacceptable The OHT – must consult with OHA (telephone) at the end of assessment for further action/advice on the impact on role and restrictions that may be required. This is in addition to referring to an optician

	OHA contacted (name)
	Time of contact/call

	Record of OHA further action advice

	GP/Optician referral letter issued
	Yes
	No
	


	Referred to OH dept for fitness for work/impact or role decision
	Yes
	No
	


	Employer appointed person notice form issued
	Yes
	No
	





	Occupational Health Screening Summary

	For completion by OH staff after the assessments have been carried out. Copy all outcomes from section onto summary below.

	Section B – General Health
Acceptable
Referred to OH dept for fitness for work/impact or role decision

	Section C – Musculoskeletal Assessment
No evidence of ill health reported that would affect the safety of self or others Condition reported that would impact on role – referred to OH dept

	Section D – HAVS tier 2 Assessment
Acceptable
Potential T3 – Referred to OH

	Section E – Luge Function Spirometry Assessment
Acceptable
Referred to OH dept for further investigation

	Section F – Hearing Whisper/Audiometry Assessment
Whisper test (no noise risk)	Outcome:	Acceptable		Referred to OH dept for further investigation Audiometric Hearing test	Outcome		HSE Cat 1	HSE Cat 2	HSE Cat 3	HSE Cat 4

	Section G – Skin Check Assessment
Acceptable Very Dry Skin
Referred to GP further investigation

	Section H – Vision Screening
Acceptable Vision
Unacceptable Referred to Optician
Referred to OH dept for fitness for work/impact or role decision

	Employee Declaration – please only sign the questionnaire when asked to do so

	I declare that the information given in this questionnaire is true to the best of my knowledge. I further declare
that I have not omitted or falsified any facts or details which could have a bearing on my state of health. I have been notified of any further action that is required.
I will notify my Manager / Occupational Health if I develop any of the symptoms discussed in this questionnaire in the future.
In signing this questionnaire I confirm explicit consent within the meaning of the Data protection Act 1998
for the Occupational Health Service Provider to process your personal information.

	Signed:
	Date:

	OHT/OHA Advisor carrying out the assessments

	Name

	Name of the Employer appointed person

	Date and time appointed person informed of any immediate restriction required.
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