
If Yes, list: 

Do you have any concerns regarding your ability to safely perform your job? Yes      No 

Do you have any restrictions or limitations that may affect your ability to perform the essential duties of your accepted position and 

require workplace adjustments or modifications (ie. workplace accommodations)?

Pre-Placement Health Assessment

No Known

Occupational Health/Employee Wellness

Last Name  FirstName Middle Initial Maiden Name

Address

City/Town Postal Code 

Telephone Email Address 

Date of Birth HCN

Department/program JobTitle 

Family Physician Employee Number

ZONE:  Eastern  Rural (ERZ)     Easten Urban  (EUZ)     Central Zone  (CZ)     Western  (WZ)  Labrador Grenfell  (LGZ)

Facility/Building you will be working: _______________________________________________________________  

Allergies
 
(e.g. medication, food, latex, environmental, or other):         Yes          No

       

Yes     No 

 
 Forward completed form to:  

Eastern Zones:     occhealth@nlhealthservices.ca                 Central Zone:  occhealthnurse@centralhealth.nl.ca   

Western Zone:   employeehealth@westernhealth.nl.ca   Labrador Grenfell Zone: employee.health@lghealth.ca 

Employee Declaration 
I certify that all statements on this New Employee Health Screening Form are true and complete to the best of my knowledge. 

DD/MM/YYYY

Employee’s PRINTED Name Employee’s Signature Date 

NLHS0209FEB26

NL Health Services acknowledges and respects the privacy of individuals. This personal information is being collected under the authority of
Sections 61of the Access To Information and Protection of Privacy Act, this data collection is intended to assist new employees in the safe 
and successful start of their new career.

        

     

.  


	Page 1

	Last Name: 
	FirstName: 
	Middle Initial: 
	Maiden Name: 
	Address: 
	CityTown: 
	Postal Code: 
	Telephone: 
	Email Address: 
	Date of Birth: 
	HCN: 
	Departmentprogram: 
	JobTitle: 
	Family Physician: 
	Employee Number: 
	Eastern Rural ERZ: Off
	Easten Urban EUZ: Off
	Central Zone CZ: Off
	Western WZ: Off
	Labrador Grenfell LGZ: Off
	FacilityBuilding you will be working: 
	Allergies eg medication food latex environmental or other: Off
	undefined: 
	undefined_2: Off
	Do you have any concerns regarding your ability to safely perform your job 1: 
	group_6: Off
	fill_7: 
	I certify that all statements on this New Employee Health Screening Form are true and complete to the best of my knowledge: 
	Text1: 
	Date2_af_date: 


