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CONFIDENTIAL MEDICAL QUESTIONNAIRE

Please complete this questionnaire fully. If you fail to declare significant information about your health, we may judge that you are not suitable to care for children.
	Name


	

	Date
	

	Job Title 
	

	Weight and Height
	

	No of cigarettes smoked in a day (If applicable)
	


	PRIVATE 
Have you ever:
	No


	Yes
	Please give details

	1.
Had an operation? [In the last 5 years]
	
	
	

	2.
Been seriously injured?
	
	
	

	3.
Received in or out patient treatment for a physical or mental condition? [In the last 5 years]


	
	
	

	4.
Been refused or dismissed from employment for health reasons?
	
	
	

	5.
Received a disability payment?
	
	
	Card no:

Expiry date:

	6.
Been registered disabled?
	
	
	

	7.
Been made ill by your work?
	
	
	

	8.
Been refused a driver's licence 
because of ill health?
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9.
PRIVATE 
Have you suffered from or ever had:

	   
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Heart Trouble
	
	
	Lung Trouble
	
	
	Stomach Trouble
	
	

	Skin rashes / eczema
	
	
	Eye Trouble
	
	
	Ear Trouble
	
	

	Diabetes
	
	
	Anaemia
	
	
	Asthma
	
	

	Headaches / Migraines
	
	
	Varicose Veins
	
	
	Back Trouble
	
	

	Arthritis
	
	
	Alcohol or drug dependency or misuse
	
	
	Epilepsy / Fits / Black outs / Faints
	
	

	Hay fever
	
	
	Infectious diseases e.g. Hepatitis
	
	
	Shortness of breath
	
	


10.
Do you currently:

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Take medication regularly


	
	
	Need glasses to read
	
	
	Suffer from any other long term medical condition
	
	


	If you have answered Yes to any of the questions under 9 or 10 please provide further details below:




To the best of my knowledge and belief the foregoing information given is correct.  I understand that if I am appointed and if the information I have provided is knowingly false or deficient, I will be liable to dismissal. I consent to Cornerstone Academy obtaining and using information about my health to determine my suitability to look after or be in contact with children. I agree to pay any charge fee required by my GP in completing this form directly to them

Signature:


Date: 
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EXPLANATORY NOTE FOR THE GENERAL PRACTITIONER

Your patient has applied for a role within or establishment to care and work with children.

We have a duty to ensure that people that we employ are suitable to look after children or be in regular contact with children, hence it is considered necessary as part of this process to establish their physical and mental suitability. We treat all medical information confidential. Where we consider necessary we would seek further information from other practitioners treating your patient or from an independent medical examination.

To assist us reach a fair and balanced judgement about the person’s suitability to work with children, we ask that you complete the section marked ‘GP VERIFICATION’. Your patient has given consent for you to do this and for us to use the information you provide in our employment decision. Your patient understands that you may charge a fee for this service and has agreed to pay the costs involved directly to you.

Prior to you filling out the form, please ensure that your patient has signed the statement of declaration and do read your patient’s filled out section.

Please note that no physical examination is required to fill out this form, only factual information from patient’s records is required.

Please hand all filled out forms back to the patient to be returned to us with other documents. 

DO NOT RETURN ANY FORM TO US DIRECTLY.  Hence note that under the Data protection (Subject Access Modification) (Health) Order 2000, access to information contained in your report can be limited or denied where, in your opinion, it could cause serious harm to the physical or mental health or condition of the individual or any other person, or where access would disclose information relating to or provided by a third party who has not consented to the disclosure. Please do not include such information only indicate such by quoting reference ‘CODED’ in such sections.

Thank you for your help.

Should there be any change to your patient’s health that gives cause for concern about their ability to care for children please do not hesitate to contact us on 01708 709229 or our regulating body Ofsted on 08456 404040
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GP VERIFICATION FORM

	Where the health declaration omits significant information, please give brief details of the omission (please use a separate sheet of paper if necessary).

	


	Please provide details of any significant condition(s) from which your patient is suffering, or that may recur, and the severity of the condition, including:

· Insight and awareness of your patient

· Medical treatment (including any paramedical treatment, known) your patient receives

· Your patient’s compliance with the treatment

· Frequency of episodes if applicable

· Name and date of consultants if your patient has been referred to a specialist or hospitalised

Based on this information can you please provide prognosis and or likely outcome or complications that your patient might suffer?
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	Please complete the table below by ticking the appropriate box to show if your patient is affected on a functional level by any of the listed:

	1. Vision
	
	Yes
	
	No

	2. Hearing
	
	Yes
	
	No

	3. Lifting
	
	Yes
	
	No

	4. Mobility
	
	Yes
	
	No

	5. Bending
	
	Yes
	
	No

	6. Carrying
	
	Yes
	
	No

	7. Time off work
	
	Yes
	
	No

	8. Legal and illegal use of drugs or inappropriate use of alcohol
	
	Yes
	
	No

	
	
	
	
	

	If you have answered ‘Yes’ to 8, please give further information. (Please use separate sheet of paper if necessary)

	

	Please give any additional information on past medical history including self-harm and eating disorders that may assist us reach a fair and balanced judgement about your patient’s ability to look after or be in contact with children. (Please use separate sheet of paper if necessary). 

	

	

	

	


	Do you have your patient’s record for a continuous period of over 5 years?
	
	Yes
	
	No

	If you have answered ‘No’, please state from what date the records you have commenced and/or give a reason for any gaps in the records, if known.

	

	


	I confirm that the patient’s health declaration is a true reflection of his/her health.
	
	Yes
	
	No

	Signed


	

	Print name
	

	Date of signature
	

	Contact telephone number
	

	Email address
	

	Practice stamp


	








