Confidential

Night Workers Health Questionnaire

This form is designed to help assess if you have any health condition, which could affect
your ability to perform night work. The opportunity for an assessment is required by the
Working Time Regulations 1998. This form asks specific questions about your health.

Employer: Site:

Job Title: Department:
Name: GP Name:
Address: GP Address:

Home Tel No:

Date of Birth: / / Employee’s Sex: Male . Female

Please complete this form to the best of your knowledge and tick the appropriate box(es).

Please note that ticking “yes” does not necessarily mean you are unfit for night work
(simply that you will need to be referred for further assessment).

How long have you worked night shifts?

Are you on permanent night shift?

Do you suffer from diabetes?

If yes, do you require insulin injections?

Do you suffer from a heart condition or a circulatory disorder?

If yes, does this affect your physical stamina and your ability to
do physical work?

Do you suffer from any stomach or intestinal disorder such as
peptic ulcers or duodenal ulcers?

Do you have any condition where the timing of a meal is
particularly important?

Do you suffer from any (medical) condition affecting your

sleep?

Yes D No D
Yes D No D
Yes D No D
Yes D No D
Yes D No D
Yes D No D
Yes D No D

Yes D No
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10. Do you suffer from a chronic chest disorder (such as asthma) ves No U4
where night- time symptoms are particularly troublesome?

1. Do you suffer from any medical condition requiring regular ves No U
medication at strict times e.g. epilepsy or thyroid disease?

12. Have you had depression, “stress”, nervous disorders or other ves No U
mental illness, alcohol or drug addiction

13.  Are you aware of any other health factors that may affect ves No 4
your fitness to do night work or do you feel night shifts affect
your health in any way?

14.  Please use the space below for any additional comments:

Declaration:

| certify that the answers to the above questions are correct to the best of my knowledge and
belief.

| understand that if | have withheld information, this may adversely affect efforts to place me
in suitable employment.

Employees signature Date:

Received by: Date:

For office use only:

Pass to Occupational Health Ye A

For Occupational Health use only:

Fit for night work

Fit for night work with restrictions

Unfit for night work:
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