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Edmund Rice Camps

(SA) Inc.

 VOLUNTEER MEDICAL SELF ASSESSMENT FORM
First Name:

Surname:

Address:


Date of Birth:

Ph. No.:


FITNESS TO COMPLETE DUTIES
1.
Have you ever had, or are you suffering from any problems that may affect your ability to carry out the specified duties or that would require a care plan to be developed including the following (if yes, please provide details):


1.1
Serious illness and/or injury:
Yes (        No (

1.2
Operations, etc (in past two years): 
Yes (        No (
1.3
Skin rashes or conditions: 
Yes (        No (
1.4 Arthritis, back or neck problems:
Yes (        No (
_______________________________________________________________

1.5 Problems wearing gloves:
Yes (        No (
_______________________________________________________________
1.6 Difficulty wearing shoes:
Yes (        No (
_______________________________________________________________

2.
Have you ever had problems caused by exposure to hazardous chemicals?
Yes (        No (

(if yes, please provide details)
____________________________________________________________________
3. Do you now or have you ever suffered from: (please tick)

	tuberculosis
	Yes ( No (
	earache or discharging ears
	Yes ( No (

	HIV or AIDS
	Yes ( No (
	blackouts, fainting attacks
	Yes ( No (

	rheumatic fever
	Yes ( No (
	fits/epilepsy
	Yes ( No (

	hay fever
	Yes ( No (
	frequent or migraine headaches
	Yes ( No (

	wheezing/asthma
	Yes ( No (
	diabetes
	Yes ( No (

	heart trouble, chest pain
	Yes ( No (
	yellow jaundice/Hepatitis
	Yes ( No (

	palpitations or irregular heart beats
	Yes ( No (
	joint injuries
	Yes ( No (

	heart murmurs
	Yes ( No (
	dermatitis/eczema
	Yes ( No (

	high blood pressure
	Yes ( No (
	head injury or concussion
	Yes ( No (

	stomach or duodenal ulcers
	Yes ( No (
	difficulty wearing shoes
	Yes ( No (

	passing or vomiting blood
	Yes ( No (
	loss of hearing
	Yes ( No (

	hernia
	Yes ( No (
	stress related illness/mental disorder
	Yes ( No (



Any other serious illness? (please give details)
Yes (        No (
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

4.

Are you allergic to anything? (please list)
Yes (        No (
____________________________________________________________________

5. Have you, in the last two years, lost time from work through illness or injury?
Yes (        No (
____________________________________________________________________

6. Are you currently being treated by a doctor for any illness that requires you to be on
medication that may affect you at work?
Yes (        No (
____________________________________________________________________

7. Do you suffer from any back, neck or spinal problems
Yes (        No (
____________________________________________________________________

8. Do you have or have you suffered from occupational overuse syndrome, tennis elbow or
tenosynovitis?
Yes (        No (
____________________________________________________________________

9.
What immunisations/vaccinations have you had?  (please tick)


Tetanus
Yes (  No (
When? 



Poliomyelitis
Yes (  No (
When? 


Hepatitis B
Yes (  No (
When? 



Diphtheria
Yes (  No (
When? 



Rubella (German Measles)
Yes (  No (
When? 



Other (give details – eg. small pox/typhoid) 


DECLARATION
I, 
 declare that the answers and information given are true and correct to the best of my knowledge.
I understand that I may be required to attend a pre placement medical with a doctor nominated by Edmund Rice Camps SA Inc.
I am aware that Edmund Rice Camps SA Inc is a smoke-free work environment.
Signed:

Date:
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