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Position Capacity Requirements form
	CONFIDENTIAL INFORMATION FOR THE EXAMINING DOCTOR

	

	Applicant Name:
	

	Position Title:
	
	Department:
	

	Contact Person:
	
	Ph Number:
	

	Brief Description of Position:
	

	

	

	Clothing / Equipment Used:
	

	

	

	Exposure:

F = Frequent: High Exposure, e.g. most of the day.

O = Occasional: Medium Exposure, e.g. daily for about 2 hours.

R = Rarely: Low Exposure, e.g. <10% of the time.

N/A = Not Applicable for this position.
	Chemicals in the immediate workplace: (please list)

	PHYSICAL REQUIREMENTS

	TASK
	F
	O
	R
	N/A
	TASK
	F
	O
	R
	N/A

	Close eye work / PC Work
	
	
	
	
	Lifting up to 10kgs
	
	
	
	

	Driving on Public Roads
	
	
	
	
	Lifting up to 20kgs
	
	
	
	

	Operating Forklift / Mobile Equipment
	
	
	
	
	Lifting up to 25kgs
	
	
	
	

	Operating Machinery
	
	
	
	
	Pushing
	
	
	
	

	Colour Identification
	
	
	
	
	Pulling
	
	
	
	

	Depth Perception
	
	
	
	
	Reaching
	
	
	
	

	Sitting
	
	
	
	
	Above Shoulder work
	
	
	
	

	Standing
	
	
	
	
	Kneeling
	
	
	
	

	Walking
	
	
	
	
	Use of one hand
	
	
	
	

	Climbing stairs / use of ladders
	
	
	
	
	Use of both hands
	
	
	
	

	Bending / Stooping
	
	
	
	
	Fine finger work
	
	
	
	

	Crawling
	
	
	
	
	
	
	
	
	

	Other Requirements: 

	

	WORKING CONDITIONS / ENVIRONEMNT

	CONDITION
	F
	O
	R
	N/A
	CONDITION
	F
	O
	R
	N/A

	Inside
	
	
	
	
	Dust
	
	
	
	

	Outside
	
	
	
	
	Noise
	
	
	
	

	Isolated from others
	
	
	
	
	Vibrations
	
	
	
	

	Hot
	
	
	
	
	Chemicals / Fumes
	
	
	
	

	Humid
	
	
	
	
	Shift work
	
	
	
	

	Cold
	
	
	
	
	Working at Heights
	
	
	
	

	Wet
	
	
	
	
	Confined / Restricted Spaces
	
	
	
	

	Other Conditions: 

	

	

	Signed:
	
	Date:
	


	PLEASE DIRECT ANY FURTHER QUESTIONS TO THE CONTACT PERSON STATED ABOVE


Appendix 3
Pre-Employment Medical History form

	Applicant Name:
	Surname -                                                              First / Other Names - 

	Address:
	

	Date of Birth:
	
	Proposed Position / Occupation:
	


	OCCUPATIONAL HISTORY

	Previous Employers
	Length of Employment
	Industry Type
	Position / Occupation

	
	
	
	

	
	
	
	

	
	
	
	


	Have you ever been excessively exposed or had problems with the following (if yes please tick box and give further details):

	( Dust
	( Noise
	( Chemicals
	( Toxic Metals
	( Skin Irritants
	( Ionising Radiation
	( Other Environmental Hazards

	Further details:
	


	Do you suffer from or have you ever suffered from any of the following (if yes please tick box and give further details):

	( Tuberculosis
	( Stomach / duodenal ulcers
	( Diabetes
	( Head Injury / Concussion

	( Hay Fever
	( Hernia
	( Hepatitis / Jaundice
	( Loss of hearing

	( Wheezing / Asthma
	( Mental / Nervous disorder
	( Back pain or injury / sciatica
	( Arthritis

	( Heart trouble / Chest Pain
	
	( Other joint injuries / conditions
	( Fits / Epilepsy

	( High blood pressure
	( Blackouts / Fainting attacks
	( Dermatitis / Eczema / psoriasis
	( Eye trouble

	( RSI / Occupational Overuse Syndrome 
	( Freq. migraine headaches
	( Foot trouble / difficulty wearing shoes 
	( Tennis Elbow

	
	( Broken / fractured bones
	
	( Other serious illness

	Further details:
	


	Have you ever had trouble with wearing gloves or other personal protective equipment? (If yes, give details)
	

	Are you currently taking medications or drugs including inhalers? (If yes, give details)
	

	Are you allergic to anything? (If yes, give details)
	

	Have you in the last 2 years, lost time from work because of illness or injury? (If yes, give details)
	

	

	Have you ever had a disease or injury resulting from work? (If yes, give details)
	

	Do you engage in regular exercise? (If yes, what type and how many times per week?)
	

	Do you smoke? (If yes, how many cigarettes per day?)
	

	Do you drink alcohol? (If yes, how many glasses per week)
	

	When was your last tetanus injection?
	

	Further details relating to yes answers:
	

	


	I hereby certify that the foregoing information is to the best of my knowledge correct. I authorise the examining Doctor to release any information acquired from the examination to appropriate officers of Champion Flour Milling Limited.

	

	Signed:
	
	Date:
	

	Assessing Doctor:
	
	Signature:
	


Appendix 4
Pre-Employment Medical Examination form

	Applicant Name:
	
	Date of Exam:
	

	Examining Doctor:
	
	Contact Number:
	


	

	Height:
	
	
	Central Nervous System

	Weight:
	
	
	Tremour
	Yes / No
	

	Urinalysis
	
	Reflexes

	Protein:        
	( Yes
	( No
	Blood:
	( Yes
	( No
	
	   Upper Limbs Normal
	Yes / No
	

	Drugs:
	( Yes
	( No
	Sugar:
	( Yes
	( No
	
	   Lower Limbs Normal
	Yes / No
	

	Visual Acuity 
	
	Co-ordination Normal
	Yes / No
	

	Unaided Distance:
	L
	
	R
	
	
	Power Normal
	Yes / No
	

	With contact lens / spectacles:
	L
	
	R
	
	
	Sensation Normal
	Yes / No
	

	Colour Vision: 
	Normal
	Yes / No 
	
	
	Respiratory System

	Hearing
	
	Air Entry Normal
	Yes / No
	

	Ears:
	Auditory Canal
	Normal / Abnormal
	
	Symmetrical Expansion
	Yes / No
	

	
	Tympanic Membrane
	Normal / Abnormal
	
	Breath Sounds
	Yes / No
	

	Audiometry – attach audiogram.
	
	Chest X-Ray required?
	Yes / No
	

	

	Skin
	
	Further Investigation Required?
	Yes / No
	

	Eczema / Dermatitis
	Yes / No
	
	
	Spriometry - as per attached Spirogram where requested

	Cardiovascular System
	
	Ailmentary System

	Blood Pressure:
	
	
	Detectable Abnormality of:

	Pulse Rate:
	
	
	Abdomen
	Yes / No
	

	
	
	Detectable Hernia
	Yes / No
	

	

	Musculo Skeletal System

	
	Flexion
	Extension
	Rotation
	Palpation

	Cervical Spine
	
	
	
	

	Thoraco Lumbar Spine
	
	
	
	

	

	Detectable Abnormality of: 

	
	Shoulder
	Yes / No
	
	Hip
	Yes / No
	

	
	Elbow
	Yes / No
	
	Knee
	Yes / No
	

	
	Wrist
	Yes / No
	
	Ankle
	Yes / No
	

	
	Hand
	Yes / No
	
	Feet
	Yes / No
	

	SLR
	Right
	
	Left
	
	

	Further Relevant Comments:
	

	

	

	Placement Recommendations

	In the Opinion of the examining Doctor, the applicant is suited for (please tick 1 or 2)

	(  1. The proposed position as described with no restrictions; or,

	(  2. The proposed position as described with the following restrictions: 
	

	Signed:
	
	Date:
	


Appendix 5
Pre-Employment Functional Assessment form

	TO BE CONDUCTED BASED ON INFORMATION IN CAPACITY REQUIREMENTS, MEDICAL HISTORY AND EXAMINATION FORMS

	Applicant Name:
	
	Date of Assessment:
	

	Assessing Therapist:
	
	Contact Number:
	


	Musculoskeletal Check
	Posture:
	

	
	Range of Movements:  
	Spinal
	

	
	Upper Limbs
	

	
	Lower Limbs
	

	

	Grip Strength
	Right / Left
	Score
	Rating (Above / Average / Below)

	Dominant
	
	
	KG
	

	Non-dominant 
	
	
	KG
	

	Comments: 
	

	

	Sustained Crouch – Maximum one minute
	Time sustained:
	

	
	Balance: 
	

	Steps:
	

	Ladders: 
	

	

	Lifting / Carrying Capacity
	Floor to waist lift:
	

	
	Waist to shoulder lift:
	

	
	Waist to overhead lift:
	

	
	Frontal carry:
	

	
	Bilateral carry:
	

	
	Right hand:
	

	
	Left hand carry:
	

	

	Dynamic Flexibility
	Score:
	

	
	Rating:
	

	

	Other
	Crawling:
	

	
	Static Pull:
	

	

	Additional Comments / Tests:
	

	

	

	PLACEMENT RECOMMENDATIONS

	In the Opinion of the Assessor the applicant: (please tick 1, 2 or 3)

	(  1. Has the physical capacity to perform the proposed position as described with no restrictions.

	(  2. Has the physical capacity to perform the proposed position as described with the following restrictions: 
	

	

	(  3. Does not have the physical capacity to meet the inherent requirements of the proposed position as described. 

	Signed:
	
	Date:
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