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PART A. WORKER AND APPOINTMENT DETAILS (rail transport operator to complete) 

Date of request: 

1. WORKER / APPLICANT DETAILS

Family name: 

Employee no: 

2. HEALTH ASSESSMENT APPOINTMENT DETAILS 

Doctor / practice: 

Address: 

Appointment date: 

3. TYPE OF ASSESSMENT REQUIRED

First names: 

Date of birth: 

Phone: 

Time: 

(tick one category and provide more information as required for Triggered Health Assessment)

Pre-placement/ Change of Risk Category Health Assessment (All applicants for rail safety work are required to have a

health assessment as a requirement of employment)

Periodic Health Assessment (All rail safety workers are required to undergo regular health assessments. The frequencies 

of assessments are defined in Section 2.2.6 of the Standard) 

Triggered Health Assessment (provide details below) (Rail safety workers may be required to undergo additional health 

assessments due to health concerns arising between Periodic Health Assessments, or the need to monitor an existing 

health condition as outlined in Section 2.2.6 of the Standard.) For more information about the reasons for the Triggered 

Health Assessment, please speak to your supervisor. 

Initiated by: 

Rail transport operator Authorised Health Professional 

(Fit for Duty Subject to Review) 

Provide details of reasons for Triggered Health Assessment and any other assessment requirements. 

Refer to relevant workplace reports as appropriate. 

PART B. HEALTH QUESTIONNAIRE (worker/applicant to complete) 

Worker 

This questionnaire must be completed to help assess your fitness for rail safety duties. Please answer the questions by ticking the 

appropriate box and providing the detail requested. If you are not sure, leave the question blank and ask the Authorised Health 

Professional (AHP) what it means. The AHP will ask you more questions during the assessment. 

1.1. Have you experienced difficulty completing any 

tasks required for your work (e.g. concentrating, 

making decisions, seeing signals, walking on ballast, 

hearing train instructions)? If yes, please describe: 

1.2. Have you experienced persistent symptoms 

such as feeling tired, drained or exhausted? 

If yes, please describe: 
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Rail worker's name: 

1.3. Have you been involved in any accidents or near 
misses at work? If yes, please describe: 

1.4. Have you tested positive for drugs or alcohol (at work 
or elsewhere e.g., driving)? If yes, please describe: 

Yes 

Yes 
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2.1. Are you currently attending a health professional for Yes 
any illness or injury? If yes, please describe: 

2.2. Are you currently taking any medications? Yes 
If yes, please list: 

2.3. Since your last assessment have you started any new Yes 
medication? (current employees only) 

2.4. Since your last assessment have you been admitted to Yes 
hospital? If yes, please describe: (current employees only) 

2.5. Do you have or have you ever had: 

Blackouts or fainting Yes 

High blood pressure Yes 

Heart disease Yes 

Chest pain, angina Yes 

Any condition requiring heart surgery Yes 

Abnormal shortness of breath or chest disease Yes 

Palpitations/ irregular heartbeat Yes 

Diabetes Yes 

Memory loss or difficulty with attention or concentration Yes 

Head injury, spinal injury Yes 

Stroke Yes 

Seizures, fits, convulsions, epilepsy Yes 

Dizziness, vertigo, problems with balance Yes 

Psychiatric or psychological condition Yes 

Sleep disorder, sleep apnoea or narcolepsy Yes 
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Rail worker's name: 

2.5. (continued) Do you have or have you ever had: 

Hearing loss or deafness or had an ear operation or are 

using a hearing aid 

Double vision, difficulty seeing, or difficulty adapting to 

changing light conditions 

Vision disorder, including cataract, glaucoma, optic neuropathy 

and retinitis pigmentosa 

Colour blindness 

Neck, back or limb disorders 

2.6. Have you ever had any other serious injury, illness, 

operation, or been in hospital for any reason? If yes, 

please describe briefly below. 

PART C. WORKER'S DECLARATION 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

WORKER'S DECLARATION - MANAGEMENT OF HEALTH INFORMATION 

I, (print name) 

No 

No 

No 

No 

No 

No 

Date: 

certify that I have read and understood the statement concerning the management of the health information provided in this 

document. I agree that this declaration cannot be withdrawn to avoid the consequences of not passing a medical assessment 

and/or failing a drug or alcohol test. 

Signature: Date: 

WORKER'S DECLARATION - ACCURACY OF INFORMATION PROVIDED 

(To be completed by the worker in the presence of the Authorised Health Professional after completing the questionnaire) 

I, (print name) 

certify that, to the best of my knowledge, the information provided by me is true and correct. 

Signature of worker: 

Signature of AHP: Date: 
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