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CONFIDENTIAL

HEALTH SCREENING:

BIOLOGICAL AGENTS


           THIS FORM IS NOT REQUIRED FOR WORK WITH SEROLOGICALLY SCREENED SAMPLES
	All staff and students who will be involved in laboratory work with Hazard Group 2 or 3 pathogens, or Class 2 or 3 genetically modified organisms, or unscreened human blood or tissue samples that may contain group 2 or 3 pathogens must complete health screening before beginning this work.

The aim is to identify anyone who may be at particular risk from infection if exposed, in order to advise on appropriate precautions to help mitigate this risk. 

If an Occupational Health (OH) Advisor considers specific precautions or support measures are required to ensure your safety, we will advise your manager of these, after discussion with you. Information on any underlying health issue will not be divulged unless you request this.

Whilst you continue in such work you must inform OH if:

· you are involved in any incident where you may be accidentally exposed to the pathogen(s) you work with

· you develop symptoms that might be caused by exposed to the pathogen(s) you work with 

· you develop any health condition which may increase your risk of infection if exposed

· you change your address or name
Data Protection Information

The information that you supply on this questionnaire will be held in confidence by the College Occupational Health service as part of your Occupational Health record,  please refer to the Occupational Health Privacy Notice: www.imperial.ac.uk/occupational-health/privacy-notice


1.
Personal details

Title:       Family name:      

 FORMTEXT 
      Given names(s):      

 FORMTEXT 
      CID:      

 FORMTEXT 
     
Date of Birth:      

 FORMTEXT 
      Gender:      

 FORMTEXT 
      Job title:      

 FORMTEXT 
     
Faculty:  FORMDROPDOWN 
 Dept. or Division:           
 Section:      

 FORMTEXT 
     
Campus:  FORMDROPDOWN 
 Daytime phone no:      

 FORMTEXT 
      E-mail:      

 FORMTEXT 
     
	Current residential address:      

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Postcode:      
Students only: 

Name of Course Organiser/ Supervisor:      

 FORMTEXT 
      Title of course:      

 FORMTEXT 
      N/A  FORMCHECKBOX 

	GP name & address:      

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Postcode:      

 FORMTEXT 
                  I do not have a GP  FORMCHECKBOX 




2.
Project information

1. Name of Principal Investigator:      
2. Bio1 Reference Number (GMIC-0000/ IC-0000, etc) or Title of project:      
3. Will your work involve handling human pathogens? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
If yes, state the name of the pathogen(s):      
4. Will your work involve handling genetically modified organisms? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
If yes, (i)  state the name of the organism(s):      

(ii) What is the Project class: 
1  FORMCHECKBOX 
  2  FORMCHECKBOX 
   3 FORMCHECKBOX 

5. Will your work involve handling of unscreened human blood, serum or unfixed human tissue samples?   FORMCHECKBOX 
Yes
      FORMCHECKBOX 
No
6. Date work begins:      
Intended duration:      


3.
Medical information
1. Have you ever had any bone marrow disorder or any form of cancer? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

2. Do you have sickle cell disease? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No 
3. Have you had your spleen removed? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
4. Have you been treated with steroids in the past 18 months? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
5. Do you have eczema, psoriasis or other skin disease on exposed areas of skin? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
6. Do have any chronic lung or heart disorder? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
7. Do you have any other health problem that may affect your resistance to infection
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
8. Do you take any medicines (including non-prescription drugs) regularly? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, do you get side-effects from your medication eg loss of concentration, drowsiness etc 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
9. Have you ever had a fit or blackouts? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
10. Do you have any physical impairment that may affect your ability to work safely in
a laboratory e.g. restricted mobility, significant visual impairment, impaired hearing,
co-ordination or dexterity? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
11.  (women only) Are you pregnant or considering pregnancy during the duration of this project? 
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Give details if YES to any of the above questions:     


4 
Vaccination history (answer only if relevant to your work)
NB Provide copies of any relevant vaccination record or blood tests along with this form

1. For any work with human tissue or blood samples

a. Have you completed a Hepatitis B vaccination course (3 doses) 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 unsure
b. If yes when:      
c. Did you have a blood test to check response? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
d. If yes, when?          What was the result?  FORMDROPDOWN 

e. Have you had a booster dose  since completing your original course
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
2. For any work with Mycobacteria TB, or BCG
a. Have you had BCG vaccination?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 unsure
3. For any work with Neisseria Meningitides
a. Have you been vaccinated against meningitis?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 unsure
b. If yes for what reason?
 FORMCHECKBOX 
Travel 
 FORMCHECKBOX 
UK vaccination programme
 FORMCHECKBOX 
 other
c. Date of last vaccination:                                                                                      
4. For any work with influenza virus                                                                      
a. Date of last vaccination:       (leave blank if never vaccinated)   

5. For any work with SARS-CoV-2
a. Date of 1st vaccination:        Date of 2nd vaccination:        (leave blank if never vaccinated)
5.
Declaration
I have answered all questions to the best of my knowledge. I agree to inform Occupational Health of any significant change in my health status whilst involved in work with risk of exposure to infectious agents
Signed:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Date:      

 FORMTEXT 
     

Send your completed form NOW to: 
Occupational Health 

Imperial College London

Level 4, Sherfield Building


London


SW7 2AZ

Forms can be e-mailed to: occhealth@imperial.ac.uk
For OH use only





Fitness Classification:





Vaccination:





Notified:





Signed:                Date:
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