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	OFFICIAL USE – Medical Centre comments

	

	To be completed after a long deferment:

This is to confirm that there have / have not (delete as appropriate) been any changes to my medical situation since my RG8 application / examination of ________ (date)

Applicant signature:                                 Date:


PLEASE COMPLETE USING BLOCK OR CAPITAL LETTERS 

PLEASE ANSWER ALL QUESTIONS AND TICK BOXES AS APPROPRIATE.  Details should be given for every question to which the answer is yes.

FAILURE TO COMPLETE ALL OF THE QUESTIONS WILL RESULT IN A DELAY TO YOUR APPLICATION. 

 If you do not have enough space to record your details from the following questions then please use page 8 (Additional Information) to provide any further information.
	Have you ever applied to join the Armed Forces or has any branch of the Armed Forces ever medically examined you for Service or employment reasons?
	Yes
	
	No
	

	Dates
	
	
	

	Results / Details


	
	
	


	Have you ever been medically discharged from any branch of the Armed Forces?
	Yes
	
	No
	

	Service Number
	

	Dates
	

	Reason / Details


	


	Are you or have you been in receipt of a disability pension/gratuity or have a disability as described by the Disability Discrimination Act 1995?
	Yes
	
	No
	

	Dates
	

	Details


	


	Have you ever had an operation or hospital treatment?
	Yes
	
	No
	

	Approximate dates
	
	
	

	What was the reason?
	
	
	


	Have you had time off work or studies due to illness or injury in the last 2 years?
	Yes
	
	No
	

	Approximate dates
	
	
	

	What was the reason?


	
	
	

	Please give the approximate date that you last consulted your doctor / GP?    Date:              

	What was the reason?

What treatment did you have?

Have you still got any problems?
	


	Are you taking regular medication now?


	Yes
	
	No
	

	If yes, please give details.



	Do you have any allergies to medication?


	Yes
	
	No
	

	If yes, please give details.



	Do you have any food allergies or requirement for special diet?
	Yes
	
	No
	

	If yes, please give details.



	Do you have any other allergies?
	Yes
	
	No
	

	If yes, please give details.




Family History (includes brothers and sisters)

	Is there any family history of early death from coronary heart disease (under the age of 50 yrs)?


	Yes
	
	No
	

	Is there any family history of premature/sudden death?
	Yes
	
	No
	

	Is there any family history of mental illness?
	Yes
	
	No
	

	Is there any family history of genetic disorder?
	Yes
	
	No
	

	Is there a family history of any other serious illness e.g. diabetes, thyroid disease, deep vein thrombosis (blood clots) etc.?
	Yes
	
	No
	

	If the answer is ‘yes’ to any of the questions about family history, please give details including any screening/blood tests you may have had related to your family’s medical problems.




Cardiovascular disorders (Heart and blood vessel problems)

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Heart problem(s)/heart murmur
	
	
	
	
	
	

	Congenital heart disease/heart operation
	
	
	
	
	
	

	Poor circulation (e.g. Raynaud’s disease)
	
	
	
	
	
	

	High blood pressure


	
	
	
	
	
	

	Abnormal or irregular heartbeats
	
	
	
	
	
	

	Deep Venous Thrombosis (blood clots)
	
	
	
	
	
	


Ear Nose and Throat / Chest disorders

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Recurrent sinusitis


	
	
	
	
	
	

	Problems with balance and/or co-ordination
	
	
	
	
	
	

	Recurrent ear infections


	
	
	
	
	
	

	Perforated ear drums


	
	
	
	
	
	

	Deafness 


	
	
	
	
	
	

	Tinnitus (ringing in ears)


	
	
	
	
	
	

	Ear surgery (including cochlear implants)
	
	
	
	
	
	

	Hay fever (specify with or without wheeze) 
	
	
	
	
	
	

	Chest or lung problems


	
	
	
	
	
	

	Asthma or wheeze


	
	
	
	
	
	

	Use of an inhaler


	
	
	
	
	
	

	Pneumothorax or collapsed lung
	
	
	
	
	
	


Skin problems

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Eczema


	
	
	
	
	
	

	Acne


	
	
	
	
	
	

	Contact Dermatitis (i.e. severe skin allergy)
	
	
	
	
	
	

	Psoriasis


	
	
	
	
	
	

	Other skin disorder


	
	
	
	
	
	


Medical disorders

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Diabetes


	
	
	
	
	
	

	Thyroid disease


	
	
	
	
	
	

	Blood disorders (clotting/bleeding disorders)
	
	
	
	
	
	

	Malaria


	
	
	
	
	
	

	Other tropical diseases


	
	
	
	
	
	

	Tuberculosis


	
	
	
	
	
	

	Hepatitis B


	
	
	
	
	
	

	Hepatitis C


	
	
	
	
	
	

	HIV


	
	
	
	
	
	

	Heat Illness or heat stroke
	
	
	
	
	
	

	Cold injuries or frostbite 


	
	
	
	
	
	

	Cancer including lymphoma and leukaemia
	
	
	
	
	
	


Psychiatric or mental health disorders

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Depression


	
	
	
	
	
	

	Mental illness incl post-traumatic stress disorder
	
	
	
	
	
	

	Deliberate self harm or self injury
	
	
	
	
	
	

	Deliberate overdose


	
	
	
	
	
	

	Learning difficulties


	
	
	
	
	
	

	Behavioural problems


	
	
	
	
	
	

	Attention deficit hyperactivity disorder
	
	
	
	
	
	

	Anxiety disorder/panic attacks
	
	
	
	
	
	

	Psychosis


	
	
	
	
	
	

	Drug or substance abuse incl steroids
	
	
	
	
	
	

	Alcohol abuse


	
	
	
	
	
	

	Chronic fatigue syndrome or ‘ME’
	
	
	
	
	
	


Nervous system disorders

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Epilepsy, seizures, fits, faints or blackouts
	
	
	
	
	
	

	Severe headaches or migraine
	
	
	
	
	
	

	Serious head Injury


	
	
	
	
	
	

	Sleep disorder, narcolepsy
	
	
	
	
	
	

	Other neurological disorder
	
	
	
	
	
	


Bone, joint and muscle disorders

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Fractures / broken bones (*see below)
	
	
	
	
	
	

	* Any internal fixation ‘metalwork’ in place
	
	
	
	
	
	

	Sprained joints or ligaments 
	
	
	
	
	
	

	Neck pain/injury


	
	
	
	
	
	

	Back pain, for which you consulted a doctor
	
	
	
	
	
	

	Shoulder pain/injury


	
	
	
	
	
	

	Loss of finger(s)


	
	
	
	
	
	

	Hip pain/injury


	
	
	
	
	
	

	Knee pain/injury


	
	
	
	
	
	

	Osgood Schlatters Disease 
	
	
	
	
	
	

	Ankle pain/injury


	
	
	
	
	
	

	Foot pain/injury including painful flat feet


	
	
	
	
	
	

	Loss of Toe(s)

	
	
	
	
	
	

	Arthritis


	
	
	
	
	
	


Kidney and bladder disorders

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Kidney problems

(including kidney stones)
	
	
	
	
	
	

	Urinary problems


	
	
	
	
	
	

	Incontinence


	
	
	
	
	
	

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Males Only:

Testicular problems
	
	
	
	
	
	

	Females Only:

Pelvic inflammatory disease/pelvic infection
	
	
	
	
	
	

	Abnormal cervical smears
	
	
	
	
	
	

	Menstrual problems / endometriosis
	
	
	
	
	
	

	Ectopic pregnancy


	
	
	
	
	
	

	Current pregnancy


	
	
	
	
	
	


Stomach and bowel disorders

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include  diagnosis and treatment, continue on p8 if required)

	Abdominal surgery


	
	
	
	
	
	

	Stomach or peptic ulcers Indigestion/dyspepsia
	
	
	
	
	
	

	Liver disease


	
	
	
	
	
	

	Irritable bowel syndrome
	
	
	
	
	
	

	Inflammatory bowel disease (Crohns disease/ulcerative colitis)
	
	
	
	
	
	

	Weight / eating disorder

Bulimia/anorexia
	
	
	
	
	
	


Dental treatment

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include diagnosis and treatment, continue on p8 if required)

	Dental or tooth problems


	
	
	
	
	
	


	Do you have a Dental brace in place?


	Yes
	
	No
	

	Is it a FIXED or a REMOVABLE brace?


	Fixed
	
	Removable
	

	If you have a fixed brace, when is the course of treatment due to be completed?
	Date
	


Visual problems

	Do you have or have you ever suffered with any of the following?
	Yes
	No
	Date first affected
	Date last affected
	Date last required treatment
	Further details (include diagnosis and treatment, continue on p8 if required)

	Eye/visual problems, eye injury or surgery
	
	
	
	
	
	

	Laser eye surgery


	
	
	
	
	
	


	Do you wear glasses / spectacles?


	Yes
	
	No
	

	Do you wear contact lenses?


	Yes
	
	No
	

	Do you have a squint (include lazy eye)?

	Yes
	
	No
	


Note: If you have ticked YES to any of the 3 questions above you MUST attend your optician for an optician’s report.  Your recruiter will give you a blank form for your optician to complete. 

	I have enclosed a copy of my optician’s report

	Yes
	
	No
	
	Not

Applicable
	


	ADDITIONAL INFORMATION

	Please use the space below to provide further information or report any other medical conditions not mentioned (please include dates, investigations, treatment, outcome etc.).

This space can also be used if you wish to provide any other supporting comments. 



	


	ADDITIONAL INFORMATION continued

	


Check list to be completed by Recruit

1.
Have you read the medical instructions in the APPLICATION FORM INFORMATION AND GUIDANCE BOOKLET, Paragraph 1.8?  *Yes/No
2.
Is the full name and address of your GENERAL PRACTITIONER completed?  *Yes/No
 

Have you answered every question?  *Yes/No

3.
Have you given full details to EVERY QUESTION to which you have responded yes? *Yes/No

4.
Is your OPTICIAN’S REPORT attached (if required because you wear spectacles, contact lenses or have a squint/lazy eye)?  *Yes/No

5.
Has the CONSENT below been signed? *Yes/No (If applicable)

* Please delete as appropriate.  If you have answered no to any of the questions in the check list please give your reasons below.


Name:_____________________ Signature:_______________________ Date:__________

Parent/Guardian signature if applicant is under 18:

Signature: __________________
Printed name:  __________________ Date: ___________

Check list to be completed by Recruiter

1.
Has the recruit read the medical instructions in the APPLICATION FORM INFORMATION AND GUIDANCE BOOKLET, Paragraph 1.8?  *Yes/No
2.
Is the full name and address of GENERAL PRACTITIONER completed?  *Yes/No
 

Has the recruit verbally confirmed that they have answered every question and given details where appropriate?  *Yes/No

3.
Is an OPTICIAN’S REPORT attached (if required because the recruit wears spectacles, contact lenses or have a squint)?  *Yes/No

4. Has the CONSENT on page 9 been signed? *Yes/No (If applicable)

5. Have you entered the DETAILS ON THE FRONT SHEET fully (i.e. the calculated BMI)? *Yes/No

* Please delete as appropriate.  If they have answered no to any of the questions in the check list please give the reasons below.


Name:_____________________  Rank:________ Signature:____________________ Date:__________

BRITISH ARMY HEALTH QUESTIONNAIRE





Personal Details





Surname      ...................................................      Forename/s      ..............................................................





Gender  MALE / FEMALE  (delete as appropriate)  Date of Birth      ............/...…/………





Country of Birth .................................................   Country of Residence  ...............................................….





Nationality  ...........................................................How long have you lived/resided in the UK?………years











Please read the statement below carefully before completing this Questionnaire





Army recruits must be of a robust constitution and free from disease or pre-existing injury to undertake the physically and mentally demanding challenges of training and future service. You will be required to pass a full medical examination. Your application will be rejected if you fail to meet the minimum standards. Before a doctor examines you, you are asked to declare certain information about your medical history. This will enable the medical staff to process your application as quickly as possible.





What is the name and full address of your current family doctor or General Practitioner?


(If you are not currently registered with a doctor please give the name and address of your most recent doctor.)





Name:





Address:
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