                                                        © GM  Rail Services Ltd 2006   

	Medical Status Form

	Name:


	N.H.I. No.



	D.O.B:
	

	Doctor’s Name & Contact Details:



Please answer the following questions.  It is important for your personal safety when working on the Railway Infrastructure to be accurate in your answers and you should seek medical advice if in any doubt.

	Question
	Yes
	No

	Do you suffer from insulin dependant diabetes?
	
	

	Do you suffer from epilepsy or fits?
	
	

	Have you ever had blackouts, recurrent dizziness, or any condition that may cause sudden collapse or incapacity?
	
	

	Do you suffer discomfort or a pain in the chest when exercising
	
	

	Do you have difficulty moving rapidly over short distances, including rough terrain
	
	

	Do you have difficulty in looking over either shoulder
	
	

	Other than a requirement to wear glasses do you have any other eyesight problems
	
	

	Do you have any hearing problems not corrected by hearing aid
	
	

	Do you have any physical or mental infirmity
	
	

	Do you have problems hearing normal levels of speech
	
	

	Are you taking any medication that is making you dizzy or drowsy
	
	

	Have you taken any drugs of abuse within the past 12 months
	
	

	Have you suffered any alcohol related illness in the last 12 months
	
	

	Do you wear contact lens and will you be able to wear glasses when working on or near the Railway line
	
	

	To ensure that you are suited to working at night please answer the following questions:

Do you suffer from any of the following health conditions-
	
	

	- Stomach or intestinal disorders
	
	

	- Any condition that causes difficulty sleeping
	
	

	- Chronic chest disorders, especially if night time symptoms are troublesome
	
	

	- Any medical condition requiring medication to a strict timetable
	
	

	- Any other health factors that might affect fitness at work
	
	


I certify that the above information is correct and I also undertake to inform GM Rail Services of any changes to my medical status brought about by injury, illness or medication.

Signed ……………………………… Name ………………………….. Date ………

Authorised by ………………………..

Position in Company…………………………………  Date ………………..
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