Date:                            MEDICAL QUESTIONNAIRE  


Name:……………………………………………………………………………………..
Address:……………………………………………………………………………………

Date of Birth: …………………………… Blood Type: …..……………………………..

Ph No:
………………………………….….Mob: …………………..…………………….

(To be Answered and Completed in FULL by Candidate)

Have you ever suffered from any of the following conditions: (Please tick if Yes)

	· Back trouble of Any Nature


	· Repetitive Strain of any nature 

      
	· Fracture(s) of Upper or Lower Limbs and Skull


	· Whiplash or Other Injury From a Motor Vehicle Accident


	· Mental Illness, Depression, Anxiety  State or Nervous Disorder


	· Epilepsy, Fainting Attacks, Blackouts or Fits of Any Nature



	· Bowel, Liver or Gall Bladder Disease


	· Kidney Disease


	· Rheumatic Fever or Any Heart Complaint



	· Persistent Headaches


	· Diabetes


	· Dermatitis or Skin Rashes



	· Gastric, Duodenal or peptic Ulcers


	· Chronic Finger Nail Infection


	· Cancer or Tumor of Any Nature



	· Hernia


	· High Blood Pressure


	· Gout or Arthritis



	· Persistent Chest Pain


	· Persistent Coughing


	· Asthma, Bronchitis, Tuberculosis, Silicosis or other Lung Disease



	· Hearing Impairment or Loss


	· Sight Impairment, Loss or Colour Blindness
	· Exposure to Asbestos or Toxic Materials


	· Malaria
	· HIV - Aids
	SARS – Bird Influenza




Please detail history where you have answered Yes above: (including details of treating doctors and hospitals with contact phone numbers.)



…………..………

…………..………


…………..………

Have you ever been injured at Work?



Yes  /  No
If yes, please give full details of all claims made including names and phone numbers of the Employer and Insurance Company involved...


…………..………

Have you ever made a Workers’ Compensation claim:

Yes / No
If yes, please give full details of all claims made including names and phone numbers of the Employer and Insurance Company involved...

…………..………

Have you ever had any disability, serious illness or disease not already mentioned: 
Yes / No
If yes, please give full details including details of treating doctors and hospitals with contact phone numbers.

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

Are you Currently Receiving Treatment for Any Medical Condition: 

Yes / No
If yes, please give full details including details of treating doctors and hospitals with contact phone numbers...

…………..………

Statements:

Are you prepared to: (Circle if answering Yes)

Work Shifts


Work Overtime 

Work at Remote Sites

                       Work at Heights

Work Underground

Work in Confined Spaces

Live Away From Home
Wear all Nominated PPE
Complete Additional Training.  Submit to Random Drug & Alcohol Testing.

PLEASE COMPLETE THE ATTACHED AUTHORITY FORMS:

1. Medical History Authority Form

2. Release of Information Form

3. Emergency Next of Kin Form

DECLARATION:
Prior to submitting my Application and Medical Questionnaire I reviewed it very carefully for completeness and accuracy.

I, (the applicant)
……………………………………………….. hereby declare and certify all statements made by me in this form are true and correct and that I have not wilfully suppressed any material facts. I understand that any misstatements, omissions or falsifications will be cause for my Application to be disqualified. 
In consideration of EasyRecruit Pty Ltd locating an employer for me or placing me in temporary or permanent employment, I agree not to divulge to any person or organization any information that I may have access to in respect of the intellectual property, employer’s procedures and designs, techniques or details of the day to day operation of their business. 
I further understand that EasyRecruit Pty Ltd and / or its Agents and my employer are granted permission by me to check my references and to verify previous employment, my work performance standard and Medical history.

I further understand that the success of my Application will be contingent on the results of a thorough background and medical investigation.

Signature of Applicant:…………………………………….. Date: ……………….
Witness:………………………………………………………Date:……………….
(Print Name) ………………………………………………………………………... 
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