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PRE-DEPLOYMENT HEALTH CHECKLIST CERTIFICATE

(MEDICAL IN CONFIDENCE - When Completed)

MEDICAL QUESTIONNAIRE TO VISIT AN OPERATIONAL THEATRE

 (To be completed by examining medical practitioner)

Details of Deploying Correspondent

Name:
     





Date of birth:      
Company/Organisation:      
Expected Length of Visit:      
Date of Assessment:      








Introduction

1.
All personnel are required to undergo a medical assessment prior to visiting an operational theatre. The following check list is for the benefit of medical practitioners to ensure that the key requirements are covered during such an assessment. If you have any doubts about the individual’s ability to carry out the list of functions below, please do not tick the box.
PRE-DEPLOYMENT HEALTH CHECKLIST CERTIFICATE (PRESS)

	Y
	N

	 FORMCHECKBOX 

	 FORMCHECKBOX 



2.
Has the MEDICAL QUESTIONNAIRE (FORM 2) been completed in every detail?

3.
Also record the following:

· Fitness (Correspondents are expected to be able to do the following – if this cannot be tested, the opinion of the medical practitioner based on the individual’s health and lifestyle will suffice):
	
	Y
	N

	Run 100 metres at a reasonable pace without stopping
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Drag a similar weight/size casualty 30 metres

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Exit a vehicle by the front passenger door from the rear seat
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Climb unaided into the back of a 4WD vehicle (height 1.5m)
	 FORMCHECKBOX 

	 FORMCHECKBOX 



4.
Has the individual met the following fitness level?
	
	Y
	N

	Not requiring any regular medical supervision (every 3 months or more frequent)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Power 5/5 all limbs
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Good general mobility
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Visual acuity better than 6/12 best eye and 6/18 worst eye and N12 both eyes (aided)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	(HL not worse than 84dB LF and 123 dB HL in best ear) optional test
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	BP (treated) not greater than 160mmHg systolic and 90mmHG diastolic
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	FEV, FVC and FEV/FVC with % of predicted and normal (or peak flow)  
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	No psychiatric condition needing admission to hospital and/or medication for three months or more (other than a single episode of reactive depression) in last 3 years

	 FORMCHECKBOX 

	 FORMCHECKBOX 



5.
Are there any problems with the following?

	
	Y
	N

	C/V system
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Respiratory system (especially asthma)

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Endocrine system

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Gastrointestinal system
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Genito-urinary system

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Musculoskeletal system

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Nervous system
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Skin conditions



	 FORMCHECKBOX 

	 FORMCHECKBOX 



6.
Have the following been reviewed and found to be satisfactory?

	
	Y
	N

	Urinalysis

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	BP

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	BMI (max 34.9 – class 1 obese – if higher but otherwise fit, seek advice)

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Spirometry or peak flow

	 FORMCHECKBOX 

	 FORMCHECKBOX 



7.
Has the individual been vaccinated against the following?

	
	Y
	N

	Polio (last 10 years)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Tetanus (last 10 years irrespective of DoH advice on 5 in a lifetime)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Diphtheria (10 years)



	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hepatitis A (initial course completed and last 10 years)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Typhoid (3 years)


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Any other vaccine indicated by Medical Warning Notices
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Y
	N

	 FORMCHECKBOX 

	 FORMCHECKBOX 



8.
If appropriate has anti-malarial advice and prophylaxis been given?

	 FORMCHECKBOX 

	 FORMCHECKBOX 



9.
Do any climatic restrictions apply?





	 FORMCHECKBOX 

	 FORMCHECKBOX 



10.
Has the individual had a dental check–up within last 6 months?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



11.
Are there any outstanding dental issues? 




	 FORMCHECKBOX 

	 FORMCHECKBOX 



12.
Prescriptions.
Where appropriate, has the individual a supply of prescribed drugs for at least double the expected length of visit?




	 FORMCHECKBOX 

	 FORMCHECKBOX 



13.
Recommended for Visit (Y)/Not recommended for Visit (N):

14.
Follow Up Action and Report as required:      
15.
Medical Practitioner Details

Name and Qualifications (Block Letters):      
Signature:      
GMC Number:      
Date:      
THIS FORM IS VALID FOR 1 YEAR FROM THE DATE COMPLETED.
WHEN COMPLETED, PLEASE RETURN THIS DOCUMENT, MARKED MEDICAL IN CONFIDENCE TO THE ADDRESS BELOW

Email: DMC-OpsPlansSO2@mod.uk
Phone: 020-7218 6200 

Address:
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