[image: image1.png]Capital & Coast
District Health Board

UPOKO KI TE URU HAUORA





PRE-EMPLOYMENT HEALTH DECLARATION

Employee’s Name:

Date of Birth:

Address:






Phone:





E-mail:

Position Offered:





Ward/Department:
Prospective Start date:

Team Leader/Manager, Department & ext no:

(Line Manager please contact Occupational Health if there are hazards in the job that the following screening does not cover)

PLEASE READ BEFORE COMPLETING THE QUESTIONNAIRE

Pre-employment health screening is a process which minimises risks to both employer and employee due to exposure to hazards while working at Capital and Coast District Health Board (C&C).  This questionnaire has been designed to ensure that all new employees for C&C are fit to perform the job for which they are employed. This screening must be done for all new staff, those transferring jobs within C&C or staff returning from working in an overseas hospital. 

To ensure that we only collect medical information which is relevant to the hazards encountered in this particular job, we request that the employee complete only the specified sections of this declaration. The hazards involved in this position include those checked in the box below.

PLEASE  COMPLETE ONLY THOSE SECTIONS CHECKED BELOW :

A (I)
Biological - Infection control





Yes  (   No  (
(eg. patient contact, blood or body fluid exposure)

A (II)
Biological - Tuberculosis





Yes  (   No  (
B
Ergonomics (and Manual Handling) (eg. patient handling, lifting,
Yes  (   No  (
keyboarding any sustained awkward postures)



 

C
Chemical Exposure (eg. regular handwashing, gases)
Yes  (   No  (
D
Noise








Yes  (   No  (
E
Vision (e.g. driving, VDU, microscope use)



Yes  (   No  (
F
Psychological Demands 




 
Yes  (   No  (
G
General Information – All staff to complete
Line Managers signature:………………………………………….  Date….…./.……./…….
· Functional Job Descriptions are currently being written for positions within C&C. 
· If one is available then this will inform you of the requirements for this job. 
· This information must be used to answer the following pre-employment questionnaire accurately. 
· Please refer to it.
If any part of the process, requirements or questions are unclear please contact the Occupational Health Nurse, Occupational Health, Capital & Coast DHB, Private Bag 7902, Wellington, NEW ZEALAND
  Phone +64 4 8062742.  Fax +64 4 8062751  E-mail occupational.nurse@ccdhb.org.nz
PLEASE A) AMEND OR COMPLETE PERSONAL DETAILS AT THE TOP OF THE PREVIOUS PAGE IF INCORRECT OR INCOMPLETE, B) COMPLETE THE SECTIONS IN THE MAIN BODY OF THE FORM AS INDICATED ABOVE BY THE LINE MANAGER AND SIGN THE DECLARATION AT THE END.

All required investigations need to be completed prior to starting work with copies of the results forwarded to the Occupational Health Nurses.  Any screening needed can be arranged through the Occupational Health Nurses at C&C DHB, or by any accredited service provider (eg. family doctor, private or hospital laboratory). Any costs incurred when using outside agencies are the responsibility of the prospective employee.  Do not send results or the completed questionnaire to your line manager.  If the results of these investigations are not available to Occupational Health before employment you will not be cleared and consequently will not be able to start work. 

NB Attaching previous screening results may avoid unnecessary repeated testing.
SECTION A(1) – BIOLOGICAL (INFECTION CONTROL)

For your own protection and that of your patients and families, staff are encouraged to ensure they are vaccinated against diseases they may have contact with while at C&C.

1. Have you worked in or been a patient in a hospital in the past six months?
Yes  (   No  (
Name and location of hospital)………………………………………………

2. Have you ever had contact with, been colonised by, or infected with any multi-drug resistant organism?





Date………………………………………

3. If you work part time in other medical institutions/clinics please list these below.

……………………………………………………………………………………………………………... 

MRSA nasal swab. This is for those who, since their last swab, have either worked in any overseas hospital, worked in any hospital within NZ when there has been an outbreak of MRSA or if you have been colonised in the past. The swab needs to be done between your exposure and within the three months prior to starting.


Nasal swab:
Date      /     /     
Result……………………………………

4. 
Have you ever had chickenpox or been vaccinated for it? 
Don’t Know  (
Yes  (   No  (
5.
Do you have proof of immunity to Rubella?




Yes  (   No  (
6.
Do you have proof of immunity to measles?




Yes  (   No  (
7.
Do you have proof (or are otherwise sure) of having had measles and rubella vaccination (e.g. MMR)?









Yes  (   No  (
Hepatitis B
8. 
Have you been vaccinated against Hepatitis B? 




Yes  (   No  (
9. 
Have you been screened for Hepatitis B? 




Yes  (   No  ( 

Blood test:
Date      /     /    
Result:  Anti-body……………  Antigen……………….

Hepatitis B. C&C must know the Hepatitis B status of clinical staff and this could also be important for your patients or yourself in terms of protection or future claims. Because of this we need to have results of  Hepatitis B serology for at risk staff.  If you are not immune we strongly encourage staff immunisation against the virus.   Please contact Occupational Health if you require vaccination.
SECTION A(11) – TUBERCULOSIS QUESTIONNAIRE
RISK FACTORS
Country of Birth:………………………………………………………………………...

How long have you lived in New Zealand?…………..Years………..…Months         never   (circle)

If you have worked in the health care setting outside of New Zealand in the last two years, please state countries:

………………………………………………………………………………………..

Have you ever had a positive tuberculin (Mantoux) test?




Yes  (   No  (
Did you have a Chest X-ray as a result of the positive Mantoux test?


Yes  (   No  (
Have you been part of a contact tracing exercise for TB?




Yes  (   No  (
If yes did you fully comply with all recommendations (e.g. take medication or complete investigations)?












Yes  (   No  (
Have you ever been diagnosed with Tb or been given medication for Tb?


Yes  (   No  (
Have you had contact with Tb without wearing a mask such as :


Worked with patients diagnosed with or suspected of having Tb?


Yes  (   No  (
Had family or community contact with a case of Tb?



Yes  (   No  (
Any other known high risk exposure?





Yes  (   No  (
Do you have any medical condition or are you taking any medication which causes depression of your immune system (eg. taking Prednisone, renal failure, organ transplant, cancer, HIV)?
Yes  (   No  (
SYMPTOMS
Have you in the last 2 years experienced any of the following symptoms (lasting a month or more):


Unexplained weight loss?






Yes  (   No  (

Unexplained night sweats?






Yes  (   No  (
Undiagnosed cough?







Yes  (   No  (
Undiagnosed shortness of breath?





Yes  (   No  (

Swellings under the arm or around the head/neck region



Yes  (   No  (
SECTION B  -  ERGONOMIC (MUSCULOSKELETAL)

1. Have you ever had a sprain or strain which has affected your ability to work for more than five days 









Yes  (   No  (
2. Have you ever had a back injury requiring treatment or input from a doctor or other health provider?









Yes  (   No  (
3. Have you ever had any overuse problems (OOS, RSI etc.) i.e. back, neck, shoulder or arm problems as a result of physical activity?   






Yes  (   No  (
4. Do you have any other musculoskeletal conditions (eg back, shoulders, legs, feet) that may affect your ability to work?







Yes  (   No  (
SECTION C  -  CHEMICAL EXPOSURE
1. Have you ever had any health problems related to contact with or handling of chemicals?











Yes  (   No  (
Chemical involved………………………………Resulting health problem……………………………

2. Have you ever had or have now:

Asthma









Yes  (   No  (
Hayfever








Yes  (   No  (
Skin rashes (eczema, dermatitis)





Yes  (   No  (
Latex Allergy 








Yes  (   No  (
Problems with concentration, memory or depression due to chemical exposure? 
Yes  (   No  (
SECTION D  -  PHYSICAL (NOISE)
1. Have you previously worked in a noisy environment?



Yes  (   No  (
Year(s)………………………………………………Employer………..…………………………………..

Did you wear hearing protection?





Yes  (   No  (
2. Have you ever had a hearing test (audiogram) done?



Yes  (   No  (
Date (most recent test)………………….Result

NORMAL
    ABNORMAL (circle)

3.
Do you have any problems with your hearing?




Yes  (   No  (
SECTION E  -  PHYSICAL (VISION)

1.
Do you have any history of significant eye problems that required examination of your eyes by a doctor or optometrist?







Yes  (   No  (
2.
Have you had any problems with your vision in the past 3 months?

Yes  (   No  (
3.
Do you need to wear glasses or lenses of any sort to help you see clearly?
Yes  (   No  (
Date of latest prescription…………………………………………………..

4. 
Drivers only. Current distance visual acuity 
aided 

unaided

Left 




Right 


If yes to any of the above statements please give details in Section G

SECTION F  -  PSYCHOLOGICAL DEMANDS

Have you in the last 5 years had a mental health problem? (ie a diagnosed psychiatric or psychological condition) that has required medication, or required counselling for 3 months or more?  If yes, please give further details in section G







Yes  (   No  (
	SECTION G  - EVERYONE TO COMPLETE. GENERAL INFORMATION


With reference to the functional job description, do you have any health issues that may affect your work or your ability to take part in training ( e.g. calming and restraint) which are not mentioned above? 
 Yes  (   No  (
Do you require any workplace modifications to adequately perform the job offered?
 Yes  (   No  (
Have you been employed by, or a student at Capital and Coast District Health Board before (i.e. Wellington or Kenepuru hospitals or their allied services)?                                                                     Yes   (  No   (
What year? ……………………………….

Year finished?....................................................
The space provided below is to enter details relating to any of the above sections where you have been asked to give further information. In particular state the diagnosis, date of onset, potential causes, whether an ACC (accident insurance) claim has been accepted (work or non work related), length of time till recovery, treatment required, functional effects and any residual problems you are still experiencing. (Continue on a separate sheet if necessary and attach any relevant reports.) 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

N.B. Clinical staff are reminded to consider their own risk of infection with blood borne pathogens (Hepatitis B, C and HIV) and the associated risk of transmitting infection to patients.  Professional bodies (Medical and Nurses Associations, College of Surgeons etc) have statements relating to this and staff should acquaint themselves with the appropriate association’s policies.  Any staff who are carriers of a blood borne disease and knowingly expose their patients to a risk of infection based on their own risk assessment without seeking further counselling could be open to disciplinary proceedings.  

DECLARATION

I declare to the best of my knowledge that the information I have given in this questionnaire is correct. I understand that giving false or misleading information or suppressing information may be a reason for disciplinary action to be taken against me if I am employed by C&C.

I consent to this information being used by C&C DHB, Hutt Valley DHB and Wairarapa DHB to make decisions regarding my employment and for ongoing monitoring of the hazards that I will be exposed to while employed by the above DHBs.

I consent to any of this information being passed on to any other New Zealand DHB for the purposes of pre-employment screening

Signed:_____________________________________

Name:______________________________________
Date: 

/
/

The information will be collected in accordance with the Privacy Act 1993 and the Health Information Privacy Code 1994.  This declaration will be treated as a confidential medical record by Occupational Health, C&C DHB who will give recommendations to the relevant manager regarding fitness to work only.  No medical details will be divulged to managers or any other staff in the organisation without the employee’s permission. Should a workplace injury occur in the future insurers may with the employee’s consent request information to determine eligibility for cover.

The information will be used by the Occupational Health for the following purposes: to identify and record the health status of personnel.  To assess fitness for work.  To identify suitable work activities or workplace modifications.  To assist in identifying hazards within C&C.  To provide a database for future occupational health and rehabilitation issues.  To assist in the administrative aspects of providing an occupational health service.  To assist in maintaining and developing expertise of Occupational Health at C&C.

Send your completed form and results to:

The Occupational Health Nurse, Occupational Health, Private Bag 7902, Wellington, NEW ZEALAND


______________________________________________________________________________________

For Office  use only

	Screening
	Date
	Result
	Follow up

	MRSA


	
	
	

	Tuberculosis 

· Mantoux test

· CXR


	
	
	

	Hepatitis B
	
	HBsAg  – 

Anti-HBs – 


	

	Varicella
	
	Hx of chicken pox

VZV IgG - 
	

	Rubella


	
	Rubella IgG –

Vaccination?
	

	Morbilli

 - Measles


	
	IgG level
Born before 1968?

Vaccination?
	

	Other


	
	
	


CLEARED FOR WORK?




       YES  (      NO   (
LINE MANAGER CONTACTED?



       YES   (     NO   (  

Signed:

___________________________________

Date:


     /     / 
1

