Medical Questionnaire

Ford Douglas as an employer has an obligation under the Occupational Health and Safety Act to ensure the Health and Safety of employees.

To fulfill this obligation, Ford Douglas must be aware of any condition that could have an effect on yourself or other employees in the course of your employment.

Please complete the following questionnaire:

1. Do you suffer or have you suffered from:

Hearing Impairment                         
Yes                
No

Vision Impairment                           
Yes                
No

Asthma, Dermatitis or Allergies       
Yes               
No

Diabetes                                             
Yes               
No

Epilepsy                                        
Yes               
No

Back Problems                             
Yes                
No

Arthritis, painful joints, joint 

Injury                                            
Yes               
No

2. Have you ever suffered from any other disease or medical condition that could affect your ability to carry out the duties of the position you have been appointed to?

Yes       No

If yes, please give details:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

      3.
Have you ever suffered any injury that could affect your ability to carry out the                                                                                                                                                                                                                                                                                                                         
            duties of the position that you have been appointed to?
Yes                 No

If yes, please give details:

________________________________________________________________________________________________________________________________________________

4. Have you ever been injured on the job?  

Yes                   No

5. Have you ever filed a Workers Compensation Claim?

Yes                         No

If yes, give details:

I declare that the information given in this questionnaire is true and accurate to the best of my knowledge and understand that any statement falsely declared may result in my dismissal.

Signed ____________________________________ Date________________________

Witness____________________________________ Date ________________________

