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CONFIDENTIAL
To be completed by employee prior to commencement and returned to the Office of People and Capability together with your signed contract. 
Please note:  The information provided on this form will assist Safety, Emergency and Wellbeing (SEW) in providing appropriate support to employees when required.

	SECTION 1: PERSONAL DETAILS

	[bookmark: _Hlk490576061]Surname:     
	Given names:     
	Date of birth:     

	Postal Address:      
	Suburb / Town:      

	State:      
	Postcode:      
	Country (if not Australia):      

	Business hours contact number:      
	☐ Male ☐ Female ☐ Other

	Position no:      
	Position title:      

	Faculty / Area / VET Area:      
	School / division:      

	[bookmark: _Hlk490648916]SECTION 2: GENERAL MEDICAL INFORMATION

	Have you any current medical problems that would impact on your ability to undertake the duties of the position?

	☐ No  ☐Yes  ► please provide details

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

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

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

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

	[bookmark: _Hlk490649086]Do you have any current workers compensation claim(s)?

	☐ No  ☐Yes  ► please provide details

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

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

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

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

	Have you previously claimed for any work related illness or injury?

	☐ No  ☐Yes  ► please provide details

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

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

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

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

	[bookmark: _Hlk490649630]Do you have any disability that requires special provisions e.g. building access, equipment?

	☐ No  ☐Yes  ► please provide details

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

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

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

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




	[bookmark: _Hlk490649695]SECTION 2: GENERAL MEDICAL INFORMATION (cont’d)

	Have you any concerns related to your health regarding the position offered?

	☐ No  ☐Yes  ► please provide details

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

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

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

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

	Do you have a condition that may have an effect on the way you do your job? Please indicate on the following list the nature of your condition and provide a brief description so that adequate support might be offered.

	

	[bookmark: _Hlk490650375]Epilepsy / Fitting 
	☐No          ☐Yes
	Hearing Problems 
	☐ No       ☐ Yes

	Dizziness / Balance Problems
	☐No          ☐Yes
	Chest / Heart Problems
	☐ No       ☐ Yes

	Asthma
	☐No          ☐Yes
	Kidney Problems
	☐ No       ☐ Yes

	Lung / Respiratory Problems
	☐No          ☐Yes
	Circulatory Problems
	☐ No       ☐ Yes

	Migraines / Persistent Headaches
	☐No          ☐Yes
	High Blood Pressure
	☐ No       ☐ Yes

	Visual / Eye Problems
	☐No          ☐Yes
	Muscular / Skeletal
	☐ No       ☐ Yes

	Allergies (please specify
	☐No          ☐Yes   ►
	     

	Description:      ………………………………………………………………………………………………………………………………………..

	

	Have you read and understood the Position Profile for this position?     ☐ No   ☐  Yes

	

	I hereby declare that the above information is true and correct. I have reviewed the requirements of the position and state I have no impediment not mentioned above that would restrict me in undertaking the full range of duties

	

	Name:      
	Employee signature:      
	Date:      

	OFFICE USE ONLY (If ‘Yes’ is indicated in any category a copy must be forwarded to SEW)

	Date person contacted:      
	By:      
	Signature:      

	SEW follow up action:
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