Health Surveillance Consent

Personal Details

Full Name*:

Employee ID*:

Date of Birth*:

Position/Job Title:

Department:

Email:

Phone Number:

Surveillance C .1ils

Type of Heal* Surveilla ce™. _ > Options: Audiometric Testing,
Respiratory } . ~n Testit.. . Biological Monitoring, Vision Testing, Other

Re-  /Exp s .Dc ‘ils*;

O I consent to my surveillance results being shared with my employer’s WHS team

If you do not consent, please state your reason: (Fill only if applicable)

Occupational Health Provider

Medical Practitioner / Provider Name*:

Provider Address:

above)

Date Signed by Employee*:

Version Authorised by Review # Date of Issue: Review Date: 1



