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	Occupational Health & Wellbeing Service



SKIN SURVEILLANCE QUESTIONNAIRE – INITIAL 
	Date: 


	Surname:
	Forenames: 

	D.O.B.:


	Contact No:
	Manager Name:

	Occupation:
	Location/Company:

	Department:


	In this workplace substances are in use that have been known to cause allergic reactions.  Following risk assessment under regulation 6 of the Control of Substances Hazardous to Health (COSHH) Regulations 2002, management have decided to carry out periodic health surveillance as required by regulation 11 of the COSHH regulations.

I understand that a programme of health surveillance is necessary in this employment and will form part of my management health record.

Signature of employee………………………………………………………………………………Date………………………………………..
1.             Do you have a history of skin problems? 
                                                Yes □     No □ 

2.
Have you ever had to seek advice from your GP about skin problems?
                Yes □     No □  

3.
Do you have any of the following symptoms?

                Redness/swelling of the fingers/hands

Yes □     No □  



                Cracking of the skin on fingers or hands
                Yes □     No □  





        Blisters on hands or fingers

                Yes □     No □  





        Flaking of skin on fingers or hands

Yes □     No □  




        Dry skin



                Yes □     No □  





        Itching of fingers or hands

                Yes □     No □  





       Tight chest/wheezing/breathlessness

Yes □     No □  





       Sneezing



                Yes □     No □  





       Itching or runny eyes


                Yes □     No □  





       Rhinitis/runny nose


                Yes □     No □  

       Urticaria (rash)



Yes □     No □  





       Coughing



                Yes □     No □  




       Anaphylactic reaction


Yes □     No □  
      Any reactions to other areas of the skin

Yes □     No □  



      Specify………………………………………………………………………………………………………………………………………………
4.            If you answered yes to any of the above, do your symptoms improve away from work?  Yes □     No □  
5. Which of the following products do you use whilst at work?      
Hand wash soaps

Alcohol hand rub- Purell

Manusept

Aquasept

Hibiscrub

Go-Jo soap

Go-Jo Hand Medic

Stethoscope tubing

Plastic aprons

Surgical boots

BP piping for cuffs

Rubberised bed covers


Other:

                If yes, please give details, including how many hours a day you wear/use them and how many times per day you change them:

                ………………………………………………………………………………………………………………………………………………………

6.             Do you know that you have an allergy to anything?  Yes □     No □  
                If yes, please give details:

                ……………………………………………………………………………………………………………………………………………………..

7.             Do you have any personal or family history of eczema, hay fever or asthma?    Yes □     No □  
             If yes, please give details:

             ………………………………………………………………………………………………………………………………………………………
8.            Do you have allergies to any of the following?
                Banana   □    Avocado   □    Kiwi Fruit    □    Nuts  □   Tomatoes  □ Peaches  □  Pineapple  □    Egg   □   Potato  □  

                Balloons  □     Condoms   □     Elastoplast  □     Tourniquet  □   Jelly Mats  □
               Other       □   Please give details:……………………………………………………………………………………………………… 
9.            Have you ever had a skin reaction such as swelling/itching following a medical/dental examination?  Yes □     No □  

               If yes, please give details:………………………………………………………………………………………………………………………….
10.         Please give details of your hobbies and recreation habits, particularly where glues/solvents/wood or other irritants are used.
              ………………………………………………………………………………………………………………………………………………………..

11.        Are you currently using any skin treatments?

Yes □     No □  
             If yes, please give details: 
………………..……………………………………………………………………………………………………………….

12.       If you are having trouble with your skin, do you attribute this to work?     Yes (    No (
            Why?..................................................................................................................................................................................................... 


	Signature:   





Date:       
                                                                                                               


FOR OCCUPATIONAL HEALTH USE ONLY

Results:
	(i) NORMAL   Initial Skin HSQ/ Visual Assessment
□


Continue surveillance at 4 months
□
Cohort recall:   Follow up HSQ
□
                          Visual skin check appointment
□
Surveillance programme : Initial HSQ on employment, review at 4 months, annual recall thereafter unless otherwise indicated.


	(ii) ABNORMAL Skin initial HSQ/Visual check
□
Action Details:  
Appointment for history & visual check
□
Refer to Occupational Physician
□  
Refer GP
□       
Copy results to GP
□

Review/Recall:  Appointment
□     Date ……………….               
                          Follow up HSQ
□
Advice documented on Cohort
□
Cohort recall
□


	Signed:                                                                                    Date:

Designation:                                                                            
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