
 
 

HEALTH DECLARATION 
 

The information given on this form will be used to determine whether a medical examination or 

further enquiries are necessary in connection with your employment.  Please therefore give as 

much detail as possible. 

Please complete in BLOCK CAPITALS: 

 
SURNAME     OTHER NAMES       

 

ADDRESS      DATE OF BIRTH       

 

____________________________________ NAT HEALTH SERV NO      

 

      NAT INS NO       

 
 

Declaring an illness will not necessarily mean that an offer of employment will not be made.  

However, there are certain medical conditions/illnesses that could restrict certain work activities e.g 

company driving 

 

On how many occasions have you been off sick in the last 2 years?  _______________ times 

 

Total number of days sickness during the same period.  _______________ days 

 

Do you suffer from any impairment, infirmity or ill-health of any description? 

______________________________________________________________________ 

 

Do you regularly use any medicine, drug or inhalant? 

______________________________________________________________________ 

 

Please answer the following questions, ticking the appropriate NO/YES box.  If the answer is “YES” to any 

of the questions, please complete the date and details columns. 

 

Have you EVER IN YOUR LIFE, including 

childhood had any of the following: 

NO YES DATE DETAILS 

Allergies, Hayfever or sensitivity to drugs or 

materials at work 
    

Eczema, Dermatitis or other skin disorders     

Asthma, Bronchitis or Tuberculosis     

Heart Trouble or raised blood pressure     

Diabetes requiring insulin     

Fits, fainting attacks or blackouts     

Nervous disorders, “nerves” or breakdown     

Serious accidents or injuries (including RSI)     

Defective hearing     

Back, foot or knee trouble, Lumbago or Sciatica     

Rheumatism or arthritis     

Do you have defective vision?  If so, state if one 

or both eyes are affected and whether glasses 

correct it. 

 

 

   



Have you ever had an operation?  If so give dates 

and details 
    

Have you ever had a chest X-ray in the past year?  

If so give dates and results. 
    

Do you suffer from persistent headaches or 

migraine? 
    

Liability to Epilepsy or Seizures     

Any strokes/unconscious lapses within the last 5 

years? 
    

Any disorder causing Vertigo in the last 2 years?     

Sever head injury with serious continuing effects 

or major brain surgery 
    

Parkinson’s Disease, Multiple Sclerosis or other 

‘chronic’ nervous disorders likely to affect use of 

limbs 

    

Alcohol or drug related problems     

Visual defects not suitably corrected by 

glasses/contact lenses 
    

Serious difficulty in communicating by telephone in 

an emergency 
    

 
The information overleaf may be verified by contacting my family doctor who is: 

 

DOCTOR: ________________________________________________________________________ 

 

ADDRESS: 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

a) You can withhold your consent but if you do we will be unable to proceed with your application.  

Should you give your consent you can say whether you wish to see the report before it is sent to 

the company’s Medical Advisor. 

 

b) You can see the report before it is sent to the company, or during six months after that. 

 

c) You can ask the doctor if they will amend any part of the report which you consider to be incorrect 

or misleading.  If the doctor is not in agreement, you may add your own comments. 

 

d) A doctor can withhold the report, or part of it, from you if they think you would be harmed by 

seeing it. 

 

I declare that all the answers overleaf are true and complete to the best of my belief and I agree that this 

declaration shall in the event of non-disclosure or false-disclosure my employment is deemed void from the 

date of commencement. 

 

 

 
SIGNATURE _______________________________  DATE   _______________________________ 


