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MEDICAL QUESTIONNAIRE
To ensure you will be able to perform the requirements of the Volunteer role and give reliable service and to ensure compliance with relevant Health and Safety Regulations. The information is also required in order to establish whether any reasonable adjustments may need to be made to assist you in performing your duties, in accordance with the Equality Act 2010. The information you provide will be treated in the strictest confidence and used only for the purposes detailed above in compliance with the Data Protection Act 1998.

POSITION: Premier League Inspires Trainee
Personal Information (Please complete this section in BLOCK CAPITALS)

	Full Name:   ____________________________
Address:     ____________________________
______________________________________
_____________________________________

Telephone No:  _________________________

	Name of Doctor:     _____________________
Doctor’s Address:  _____________________
_____________________________________
_____________________________________
_____________________________________




Has your employment ever been terminated on the grounds of ill health?
   Yes       No

How many days absence have you had from work?:
In the last 12 months    ______days

In the 12 months prior to that:   _____days

Please answer ALL the following questions.  If the answer is YES then please provide full details on the reverse of this sheet.

Do you suffer from any injury, illness, medical condition or allergy that might affect your ability to perform your duties?:
	Heart Trouble/Chest pain/    
Yes
No
Chronic Cough/Pleurisy/

Yes
No

Palpitations/Pneumatic Fever


Pneumonia/Tuberculosis

Joint Problems/Arthritis/

Yes
No
Stomach/Bowel trouble

Yes
No

Backache/Back jury

Severe Stress Reaction

Yes
No
Serious Accident

                 Yes
No

Hernia/Rupture/Peptic Ulcer
Yes
No
Kidney/Bladder Disorder
                 Yes
No

Depression/Anxiety

Yes
No
Hearing/Sight Problems

Yes
No







Colour Blindness

Diabetes

                
Yes
No
Jaundice/Hepatitis

Yes
No

Allergies 


Yes
No
Headaches/Migraines

Yes
No

High Blood Pressure

Yes
No
Asthma



Yes
No

Back/Neck Problems

Yes
No
Fits/Blackouts/Epilepsy

Yes
No

Skin Problems


Yes
No
Surgical Operations

Yes
No


What is your height?.............................................................................

__________________
What is your weight?............................................................................

__________________
How many units of alcohol do you consume weekly?.........................

__________________
Do you smoke?
……………………………………………………………


__________________
Do you have any medical condition which prevents you from flying

or other travel?....................................................................................

__________________

Are you currently on medication (excluding contraceptives)?.............

__________________
Are you currently under the care of a doctor/medical professional?....

__________________

When did you last consult your GP and why? ………………………….

__________________










__________________

Have you spent time in hospital in the last three years?......................

__________________

Do you consider yourself to have a disability? …………………………

__________________

If you have answered ‘yes’ to any questions please give details and approximate dates where relevant;

	Please use separate sheet if necessary


Access to Medical Reports

We shall not contact your doctor without your prior written consent but it may be necessary to obtain a report from a doctor who has treated you if any of the above information gives us cause for concern about your capabilities to perform the role. We are required to tell you about your statutory rights under the Access to Medical Reports Act 1988, regarding access to medical reports, which are set briefly below. You may;

1. Refuse to allow us to obtain a report

2. Ask to see a report before it is sent to us or for a charge, obtain a copy from the doctor within six months of it being sent to us

3. Ask that a report be altered by the doctor before it is sent to us or if the doctor is unwilling to do this, you may add a statement of your own.

Note; the doctor does not have to let you see a report if he believes you or others might be harmed by it.

Declaration

I confirm that I have read about my rights under the Access to Medical Reports Act and I authorise/do not* authorise my doctor to provide a medical report. I wish/do not wish* to see any medical report before it is supplied, (*delete as appropriate). I understand that if, at a later date, it is discovered that I have knowingly withheld medical information, disciplinary action may be taken against me, which may include dismissal. I hereby declare that the information given is full and true to the best of my knowledge and I will keep the Company informed if any of the above information changes.
Signature:
…………………………………

Date:
……………………………..
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