
	
	


Occupational Health Services
RESEARCH PASSPORT – OCCUPATIONAL HEALTH EVIDENCE FORM
	Name of Researcher
	

	DOB
	

	Department
	

	Supervisor
	

	Place of study
	


	Please give:-

Brief description of the research activities/
Purpose for the research passport:
	

	During your research activity will you be involved in the following:-
	Yes
	No

	Direct contact with patients/ clients?
	
	

	Direct contact with children?
	
	

	Direct contact with vulnerable adults?
	
	

	Working/handling patient tissues/organs?
	
	

	Will you be undertaking any exposure prone procedures?
	
	

	Will you be at risk of exposure to blood borne viruses?
	
	


Past Vaccination History and Diseases:
Please provide the dates of your vaccinations (or known illnesses) against the following diseases where this is possible. These details may be available from your general practitioner’s medical records.
Please note any fee required for this information will be your responsibility.

	
	Yes
	No
	Dates:


	
	
	
	1st
	2nd
	3rd
	4th
	5th

	Diphtheria
	
	
	
	
	
	
	

	Tetanus
	
	
	
	
	
	
	

	Polio
	
	
	
	
	
	
	


	BCG (Tuberculosis)
	Yes
	No

	Have you had Tuberculosis?
	
	

	Is there a family history of Tuberculosis?
	
	

	Have you lived or worked abroad for a period greater than 3 months?
	
	

	If YES please give details of:

Date:

Country:

	Country of Birth
	


	
	Yes
	No

	Have you been vaccinated against Tuberculosis?
	
	

	If YES please give details of:


	Date of Tuberculosis vaccination (BCG):



	Country:




	
	Yes
	No

	Do you have a visible scar (usually located on the upper L arm)
	
	

	Have you had a recent chest x ray?
	
	

	If YES please supply details of dates and location:




MMR (Measles, Mumps and Rubella)and Varicella (Chicken Pox) Please specify:

	I have had the following disease:
	Yes
	No
	Don’t Know

	Measles
	
	
	

	Mumps
	
	
	

	Rubella
	
	
	

	Chicken Pox
	
	
	


	I have received the following Vaccinations:
	Yes
	No
	Date(s) Received

	Measles
	
	
	

	Mumps
	
	
	

	Rubella
	
	
	

	Varicella
	
	
	


	Hepatitis B
	Yes
	No

	Have you previously worked with human tissue/blood or bodily fluids?
	
	

	Have you ever been offered Hepatitis B vaccinations?
	
	

	If YES please provide the following dates and details:


	
	


	Date of 1st Dose
	Date of 2nd Dose
	Date of 3rd Dose
	Date of Blood test
	Result of blood test Iµ/l
	Date of Booster

	
	
	
	
	
	


Employee/Student Declaration

I confirm that the information provided is true and accurate to the best of my knowledge.

	Name
	

	Signature
	

	Date
	


Please ensure that you have completed ALL of the questions and bring this information to your occupational health appointment. 
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