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               HEALTH E MEDICAL CENTRE 
ABN 94 497 326 715
258 Shannon Avenue Geelong West  Vic 3218
Telephone:  5223 9999  -  Facsimile:    5223 9955
Confidential Medical Report



Applicant Details

Surname:
………………………………………….
Given Names: ………………………………………………..

D.O.B.:

………./………./……….


Phone No:  (hm)    ………………..  (wk)    ……………….. 

Address:
………………………………………………………………………………………   Post Code: …………

Male
Female 

Company Name       ………………………………..               Present Occupation:
……………………………

Applicant Statement
· To be signed in the presence of the medical examiner.

· I am prepared to undergo a medical examination and other requested tests.

· I hereby authorise the appointed doctor and/or their associates to forward and/or discuss all relevant information regarding myself to the company that has requested this medical examination and its medical representatives.

· I consent to the company that has requested this medical examination and its medical representatives to obtain or exchange further medical information from my treating doctor(s) or other health practitioner(s) if required for the purposes of this assessment.

· I hereby declare that:

· I have read and understood the conditions on this form.

· My answers are true and complete to the best of my knowledge.

· I understand that if employed the information I provide will be retained by that has requested this medical examination for its purposes.

· I understand that if I fail to disclose any relevant matter relating to my health, which renders me incapable, or properly and safely fulfilling the duties of the position, I may not be employed by the company that has requested this medical examination.  If already employed by the company that has requested this medical examination my employment may be discontinued.


Name of Applicant:
………………………………………………………………………………………………………..

       Signature

…………………………………………………………….…...
  Date
 ………./………./………. 

Name of Medical Examiner:
………………………………………………………………………………………………

Signature

…………………………………………………………….…...
  Date
 ………./………./………. 

Medical Questionnaire

(To be completed by applicant)

	Condition


	Yes
	No
	Doctors Comments Only

	Allergy.
	
	
	

	Skin problem, eczema, dermatitis.
	
	
	

	Nervous disorder or breakdown.
	
	
	

	Sleep disturbance, anxiety or depression.
	
	
	

	Rheumatic fever/heart murmur.
	
	
	

	High blood pressure.
	
	
	

	Heart disease or angina/chest pain.
	
	
	

	Varicose veins/blood clots.
	
	
	

	Anaemia or bleeding tendency.
	
	
	

	Asthma or respiratory disorder, persistent cough.
	
	
	

	Hay fever.
	
	
	

	Abdominal problems.
	
	
	

	Cancer or tumour.
	
	
	

	Liver disease, hepatitis.
	
	
	

	Neck injuries/pain, x-ray.
	
	
	

	Back injuries/pain, x-ray.
	
	
	

	Shoulder Injuries/pain, x-ray.
	
	
	

	Treatment on back or neck.
	
	
	

	Disc problem.
	
	
	

	Sciatica.
	
	
	

	Arthritis.
	
	
	

	Leg injuries, swelling, pain.
	
	
	

	Flat feet, pain, injuries of feet.
	
	
	

	Fractures.
	
	
	

	Joint pains/swelling.
	
	
	

	Painful or numb hands/fingers.
	
	
	

	Carpal tunnel syndrome.
	
	
	

	Tennis elbow/Golfers elbow.
	
	
	

	Tendonitis.
	
	
	

	Ganglion.
	
	
	

	Overuse injury or RSI.
	
	
	

	Hernia.
	
	
	

	Hearing loss or difficulties.
	
	
	

	Tinnitus (ringing in ears).
	
	
	

	Eye problems (other than glasses).
	
	
	

	Stress at work.
	
	
	

	Addiction or Counseling for illicit drugs.
	
	
	

	Addiction or Counseling for alcohol.
	
	
	

	Diabetes/thyroid problem.
	
	
	

	Kidney or bladder problem.
	
	
	

	Are you pregnant? (Females)
	
	
	

	Gynaecological problems. (Females)
	
	
	

	Blackouts/fainting episodes.
	
	
	

	Epilepsy/fits.
	
	
	

	Stroke.
	
	
	

	Haemorrhoids.
	
	
	

	Infectious disease.
	
	
	

	Chronic fatigue.
	
	
	

	Migraines/headaches.
	
	
	

	Other medical condition not listed.
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Medical Questionnaire
(To be completed by applicant)


Smoking Habits
Never
Ex-Smoker

Current




Amount smoked per day:
…………………………




Year stopped:


…………………………
Alcohol

Do you drink alcohol?

Yes

Amount:     ……..………………………….








No
Medication

List all current medication:
…………………………………………………………………








…………………………………………………………………








…………………………………………………………………
Operations





…………………………………………………………………








…………………………………………………………………








…………………………………………………………………
Does any health problem restrict your daily duties?

Yes

No



List:





…………………………………………………………………








…………………………………………………………………








…………………………………………………………………
Have you injured yourself at work or suffered an industrial disease?


  Yes

  No



Details:





…………………………………………………………………








…………………………………………………………………








…………………………………………………………………
Have you undertaken a rehabilitation program?

Yes

No



Details:





…………………………………………………………………








…………………………………………………………………








…………………………………………………………………

Medical  Examination

PHOTO ID SIGHTED   ( YES  ( NO     TYPE  …………………….

Height
……………          Weight         ……………             BMI
   ……………

Blood Pressure     ……………
Pulse
……………             Rhythm   ……………

Urine
Protein
……………       Sugar
………………          Blood  ……………
Instant Urine Drug & Alcohol Screen performed               Yes – See attached report



                                                                                                No

     Hearing:   Whisper Test: 
Normal

Abnormal
     Audiology performed        
                    Yes – See attached report








                  No

Vision

	
	Uncorrected
	Corrected

	Right
	/
	/

	Left
	/
	/



Colour Vision

Normal

      Abnormal

	Examination
	Normal
	Abnormal


	Doctors Comments Only

	Head, neck, face, scalp.
	
	
	

	Ears/nose.
	
	
	

	Mouth, throat, teeth.
	
	
	

	Eyes.
	
	
	

	Skin.
	
	
	

	Lung fields.
	
	
	

	Heart.
	
	
	

	Scars, including cubital fossa.
	
	
	

	Varicose veins.
	
	
	

	Abdomen.
	
	
	

	Hernia.
	
	
	

	Co-ordination, balance.
	
	
	

	Posture/gait.
	
	
	

	Lymphatic system.
	
	
	

	Cervical spine.
	
	
	

	Thoracic spine.
	
	
	

	Lumbosacral spine.
	
	
	

	Flexibility.
	
	
	

	Shoulders.
	
	
	

	Tendonitis of upper limbs.
	
	
	

	Wrists, hands, fingers.
	
	
	

	Elbows, tennis/golfers elbow.
	
	
	

	Ganglia.
	
	
	

	Hips.
	
	
	

	Knees.
	
	
	

	Feet.
	
	
	

	Straight leg raising.
	
	
	

	Neurological.
	
	
	

	Behaviour.
	
	
	


Medical Examination
Conclusion
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Any Limitations Desirable/Recommendations
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Signature of Medical Examiner

……………………………………………………………………………….

Date
………./………./………. 

Doctors Stamp:











