OCCUPATIONAL HEALTH UNIT

MEDICAL QUESTIONNAIRE FOR HEPATITIS IMMUNISATION
Please print your details clearly and fully in the spaces provided.

Title …………………..
First Name …………………………
Surname ……………………………...

Address …………………………………………………………
Date of Birth ………………………….

……………………………………………………………………
Tel No …………………………………

……………………………………………………………………
Male/ Female

Job Title …………………………………………………………
Place of work …………………………

Work Tel No/ Ext ……………………………………………….

General Practitioner (Doctor)

Name ……………………………………………………………
Tel No ……………………………….

Address ……………………………………………………………………………………………………………

Immunisation History

Have you ever had the Hepatitis B vaccination?




YES/ NO

Did you complete the whole course? (3 injections)



YES/ NO

If YES, date of last injection ………………………………………………………………………..

Did you have a follow-up blood test?





YES/ NO

If YES, blood test result ……………………………………………………………………………..

(You may need to contact the place where you were vaccinated to obtain your blood test result. This is important as it will tell us if you have gained any immunity from your previous vaccinations and may reduce the necessity for further blood tests)

If you did not complete the whole course.

How many injections did you have? …………………………………………………………………

Date of last injection (Hep B) …………………………………………………………………………

Have you ever had a booster of Hepatitis B vaccination?



YES/ NO

If YES, date of booster …………………………………………………………………………………

Signature……………………………………………………...

Date ………………………….

All information is confidential to the Occupational Health Unit

