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Memorandum

Date …dd / mm / yyyy……

To ……employee …………………………….

From …manager…………………………….
Working Time Regulations 1998

Under the Working Time Regulations 1998 you are classified as a night worker and the Trust is obliged to offer you the opportunity to undergo health screening to ensure that your health is not adversely affected by your work.  In order to do this, you should complete the attached questionnaire and return it to the Trust’s Occupational Health Service in a sealed envelope.  Your answers to this questionnaire will remain confidential between the Occupational Health Service and yourself, no medical information will be given to your employers.

You are not obliged to take up this opportunity for health screening if you do not wish to do so, but it would be helpful to know that you are declining the opportunity.  If you do not wish to participate please complete and return the slip at the bottom of this letter to the Occupational Health Service.

If you decline to participate at this stage, you may request health screening at any time in the future if you change your mind.

Signed Manager
(---------------------------------------------------------------------------------------------------------------------

[image: image4.jpg]NHS

Sheffield Health

and Social Care
NHS Foundation Trust




[image: image2.png]



Name: …… employee….…....….
     Payroll No.......………..

Working Time Regulations 1998: Health Assessment

I confirm that I have been offered the opportunity to participate in the Trust’s programme of health assessment for night workers and that I do not wish to participate.

Signature: ………………………………………..
Date: …………………………...

Please return this slip, if you do not wish to complete the health questionnaire, to:

PAM Workplace Health and Wellbeing, Woodside Room 1, 120 Moorgate Road, Rotherham, S60 2TY, Tel: 01709 911200
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This form is designed to help us assess if you have any health condition which could affect your ability to perform night work or may be made worse by night work.

Please complete the form to the best of your knowledge and tick the appropriate boxes.  Please note that ticking the ‘yes’ box does not necessarily mean you are unfit for night work, simply that you may need further assessment by the Occupational Health Nurse/Doctor.  No medical information will be disclosed to your manager as the result of this process without your consent.

Name: ………………………………….....................…………………………………………..….

Date of Birth: ………………………………….
NI Number: ……......................…………..…

Home Address: …………………………………………………………….......................………..

…………………………………………………………………………….....................…………....

Job Title: ……………………………............…
Department: ..................……..……………..

Employer: Sheffield Health & Social Care NHS Foundation Trust
	
	
	Yes
	No

	1.
	Do you suffer from diabetes?
	(
	(

	2.
	If so, are you treated with  - insulin?                                 
	(
	(

	
	                                              - tablets?
	(
	(

	3.
	Do you suffer from a heart or circulatory disorder?
	(
	(

	4.
	Do you suffer from any stomach or intestinal disorder such as ulcers?
	(
	(

	5.
	Do you have any condition where timing of a meal is important?
	(
	(

	6.
	Do you suffer from any condition affecting your sleep?
	(
	(

	7.
	Do you suffer from a chronic chest condition where night-time symptoms are particularly troublesome?
	(
	(

	8.
	Do you suffer from any other medical condition requiring regular medication on a strict timetable?
	(
	(

	9.
	Do you have any other health problems you would like us to know about?
	(
	(
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Please use this space to give us any more information you wish to about your health.

………………………………………………..........……………………………..........……………..

…………………………………………………………………………………………......................
…………………………………………………………………………………………......................
................................................................................................................................................
Declaration

I certify that the answers to the above questions are correct to the best of my knowledge.  I understand that if I have withheld information this may adversely affect my employer’s ability to place me in suitable work.

Signature: …………………………………....….…
Date: …………………......................
Please return this form in a sealed envelope to the address below –
PAM Workplace Health and Wellbeing, Woodside Room 1, 120 Moorgate Road, Rotherham, S60 2TY, Tel: 01709 911200

________________________________________________________________________

For PAM Workplace Health and Wellbeing use only

On the basis of the responses to the questionnaire above, the employee is -

1
Fit to continue night work



(
2
Requires further assessment by OH Nurse/Doctor
(
Signed: ………………...........………………….…
Date: …………………......................
Print: .................................................................. 
Designation: ……………........……..
Outcome of further assessment
1
Fit to continue night work



(
2
Fit to continue night work with restrictions

(

………..........................................................................................................................


.....................................................................................................................................

3
Unfit for night work




(
Signed: ……………………………….…………...
Date: …..............................……...…

Print: ..................................................................
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