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HOSPITAL OBSERVATION

Clinical Work Shadowing Questionnaire

The contents of this questionnaire will remain confidential.
PLEASE USE CAPITAL LETTERS

	Surname:
	Forename(s):
	Date of Birth: (dd/mm/yyyy)

	Contact Address:


	Tel:

Mobile:

Email:



	Observation Area/Department: To be confirmed
	Supervisor: To be confirmed


	Do you have a health condition that may impact on your ability to attend this session? (eg: difficulty standing for long periods; risk of exposure to infection)
If yes please state:

	Do you have a disability which may require adjustments to be made to enable you to attend?

If yes please state:


As your observation session will be in the hospital environment it is important that patients are not at risk of contracting an infectious disease from you. If you have any of the following symptoms in the week prior to your session or within 5 days of your visit, please inform the Occupational Health Department by telephoning (0118) 322 7634.
· Skin Rash

· High Temperature

· Cough

· Night Sweats

· Diarrhoea or vomiting

	Have you been vaccinated against MMR (Measles, Mumps, Rubella)?
	YES / NO

	Have you had chickenpox?
	YES / NO


Please let us know

· If in the last 2 weeks you have had contact with someone with chicken pox.
· If you have an immune suppressant condition (eg: on prescribed steroids or transplant medication) as you will possibly be exposed to infection.
I declare that all the above statements are true and complete to the best of my knowledge.
Signature: ……………………………………………………………        Date: ………………………

Print Name: ………………………………………………………….
PLEASE RETURN AS SOON AS POSSIBLE INCLUDING PROOF OF YOUR VACCINATIONS (either a print out from your GP or a scan/photocopy of ‘red book’) TO: 

Claire Dhaffir, Widening Participation Officer, Trust Education Centre, Craven Road, Reading, RG1 5LE or scan to claire.dhaffir@royalberkshire.nhs.uk 
Hospital Observation Clinical Work Shadow Questionnaire
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