NIGHT/SHIFT WORKERS ASSESSMENT QUESTIONNAIRE

	Full Name:
	
	
	Date of Birth:
	

	
	
	
	
	

	Place of Work:
	
	
	Occupation:
	

	
	
	
	
	

	Male / Female:
	
	
	Permanent / 

Rotating:
	


Do you have, or have you ever suffered from, or consulted your Doctor or a Specialist for any of the following conditions:

	Conditions
	YES
	NO
	Details

	1.   Fits, epilepsy, giddy turns, blackouts or fainting?
	
	
	

	2.   Recurring headaches or migraines?
	
	
	

	3.   Significant musculoskeletal conditions affecting   the neck, back or joints?


	
	
	

	4.  Chest or respiratory problems, eg asthma or bronchitis?


	
	
	

	5.  Recurrent indigestion, gastric or duodenal ulcers?
	
	
	

	6.  Recurrent diarrhoea or any chronic bowel disease?
	
	
	

	7.  Liver problems, eg jaundice?
	
	
	

	8.  Kidney, bladder or urinary problems?
	
	
	

	9.  Heart, circulation, blood disorders, blood vessel 

problems or high blood pressure?
	
	
	

	10. Gynaecological or menstrual problems?
	
	
	

	11. Diabetes?


	
	
	

	If yes, is it controlled by:
a) diet

                                    
 
b) tablets






c) insulin
	

	If yes, do you have low blood sugar episodes:

a) during the day

b) during the shift work

c) whilst sleeping
	

	12.  Skin complaints, eg eczema or dermatitis?
	
	
	

	13.  Stress/anxiety/depression or any other similar condition?
	
	
	

	14.  Do you regularly have difficulty sleeping?
	
	
	

	15.  Do you have any health problems that may affect your ability to work at night?
	
	
	


	Conditions
	YES
	NO
	Details

	16.  Have you been absent from work for any medical reason for more than 5 days in the last 12 months?
	
	
	

	17.  Are you currently taking any medication?
	
	
	

	If so does any medication need to be taken to a strict timetable?
	
	
	

	18.  Do you smoke?
	
	
	

	If yes, what quantity per day:

a) cigarettes

b) pipe

c) cigars                                          
	

	19.  Do you drink alcohol?
	
	
	

	If yes, what is your average weekly unit intake?

(NB half pint of beer, 1 short or 1 small glass of 

wine = 1 unit) 
	


If you would like a face to face appointment with one of the Occupational Health Advisors please complete the following and send your completed form, in a sealed envelope, to the Occupational Health Unit, Drummond Street Annexe marking it private and confidential.
I *require / *do not require (*delete as appropriate) a confidential consultation with an Occupational Health Advisor.

Employee signature:  ………………………..………………………

Date:  ……………..……………..

----------------------------------------------------------------------------------------------------------------------------------------------------------------

For OHU use only:

	Height:
	Weight:
	BP:

	Body Fat:
	Pulse:
	Urinalysis:


	Comments:




	Assessment: (please circle outcome)

FIT for specified work 

    FIT with restrictions

 REFERRED for medical opinion

OH signature:  ………………………………..…………………
 
Date:  …………..……………….…




This data is entirely confidential to the Occupational Health Unit and will not be revealed to anyone else, either inside or outside the University unless with your consent.  However, generalised advice on your fitness to work, if appropriate, may be given to your manager.
Employee signature: ………………………………………..     Date:………………………..
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