flybe. aviation services

AIRSIDE  DRIVING - HEALTH QUESTIONNAIRE

EMPLOYEE DETAILS

	Surname
	
	Date of Birth
	

	First Names
	
	
	

	Home Address
	
	Job Title 
	

	
	
	Works No.
	

	
	
	
	

	Post Code
	
	
	


HEALTH DETAILS

	
	YES
	NO

	Are you in good health?
	
	

	Have you ever had medical or other treatment for:-
	
	

	              Heart trouble, particularly high blood pressure, angina or heart attack?
	
	

	              Back or joint problems?
	
	

	              Diabetes?
	
	

	              Epilepsy?
	
	

	              Eye problems?
	
	

	              Hearing problems?
	
	

	              Any other medical problem which might affect your ability to drive?
	
	

	Are you on any medication?
	
	


If the answer is 'YES' to any question, except the first question, please give details here:-

I  DECLARE  THE  ANSWERS  TO  THE  QUESTIONS  ABOVE  TO  BE  TRUE.  I UNDERSTAND  

THAT  FAILURE  TO  DECLARE  A  MEDICAL  PROBLEM  WHICH  MAY AFFECT  MY  ABILITY  TO  DRIVE  MAY  RESULT  IN  DISCIPLINARY  ACTION. 

Signed..........................................................

Date..................................

-----------------------------------------------------------------------------------------------------------------------------
FOR SURGERY USE ONLY

EYE TEST 

	Rt eye
	Lt eye
	Near
	Colour
	Refer Lantern

	
	
	
	
	  Yes         No


HEARING TEST

Force whisper   -   Satisfactory/Unsatisfactory
  Refer to Audiology  -   Yes/No

Certificate issued 
Yes/No

