
 

Health Declaration Form for Food Handlers 
 
 

Surname:                                                              Forename(s): 

Address: 
 

Date of Birth: 

Telephone: 

Name and Address of your own General Practitioner: 
 

HAVE YOU EVER HAD ANY OF THE FOLLOWING IF YES 
 

 

 HOW LONG  
OFF WORK 

NAME OF DOCTOR 
AND HOSPITAL 

Typhoid, Paratyphoid or Enteric fevers?                      YES/NO 
 

  

Food Poisoning?                                                          YES/NO 
 

  

Dysentery?                                                                   YES/NO 
 

  

Persistent diarrhoea or infection of the bowels?          YES/NO 
 

  
 

TEXT ON FULL RESOURCE    

TEXT ON FULL RESOURCE    

TEXT ON FULL RESOURCE    

TEXT ON FULL RESOURCE   

TEXT ON FULL RESOURCE   

TEXT ON FULL RESOURCE   

TEXT ON FULL RESOURCE    

TEXT ON FULL RESOURCE   

TEXT ON FULL RESOURCE   

TEXT ON FULL RESOURCE    

TEXT ON FULL RESOURCE    

TEXT ON FULL RESOURCE   

 
I declare that all of the above statements are true and complete to the best of my knowledge and 
belief. 
Signed: .....................................................................       Date: ................................................ 
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