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	Occupational Health & Wellbeing 

Wrexham Maelor Hospital

1 Bron Y Nant

Wrexham.  LL13 7TD
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	Occupational Health & Wellbeing Mountain View

Penrhos Road

Bangor.  LL57 2NA


STUDENTS - Confidential Occupational Health Check

Betsi Cadwaladr University Health Board 
 [PLEASE NAVIGATE THE FORM ELECTRONICALLY USING THE TAB BUTTON –or complete using black ink]
Forms should be submitted 3 months prior to commencement (and not before)

ALL SECTIONS TO BE COMPLETED BY THE APPLICANT
PART A – To be completed by Applicant
	Appointment to the post of:  
Band/Grade:   

Expected Start Date:        
 FORMCHECKBOX 
  Full time /  FORMCHECKBOX 
  part time         hours/sessions    

 FORMCHECKBOX 
  Permanent /  FORMCHECKBOX 
  Temporary /  FORMCHECKBOX 
  Honorary
	Department/Ward:  

Base/Location:    

Directorate/Division/Manager:             

Manager Contact No:  

E mail clearance to:   

	 FORMCHECKBOX 
 Glyndwr University Student    FORMCHECKBOX 
 Bangor Campus (Bangor University)  FORMCHECKBOX 
 Wrexham Campus (Bangor University) 

	What specialist field are you applying for? (tick the appropriate boxes) 

 FORMCHECKBOX 
  Student Midwife (Exposure prone procedures (EPP) see note 1 of explanation notes) 
 FORMCHECKBOX 
  Student Nurse (Direct patient contact (clinical) e.g. involved in providing patient care)
 FORMCHECKBOX 
  Field of Nursing: Adult / Mental Health / Learning Disability / Child (please circle)    
 FORMCHECKBOX 
 Return To Practice Student (Direct patient contact (clinical) e.g. involved in providing patient care)
 FORMCHECKBOX 
  Student Radiographer (Direct patient contact (clinical) e.g. involved in providing patient care)


 PART B – To be completed by all Applicants.
You should return your questionnaire directly to Occupational Health. The contents of this form are held in strict confidence by Occupational Health.  Before completing you should read the declaration to be signed in Part G and the information already completed in Part A above. 
	Title: Ms  FORMCHECKBOX 
 Miss  FORMCHECKBOX 
  Mrs FORMCHECKBOX 
  Mr FORMCHECKBOX 
   Mx  FORMCHECKBOX 
   Dr FORMCHECKBOX 
  Professor  FORMCHECKBOX 


.
	Male:          FORMCHECKBOX 
     

Female:             FORMCHECKBOX 


	Surname/Family name:          

	First name:         
              

	Previous names (if applicable):        



	Date of birth:        



	NI No: 
     
	Proposed Job Title:        
 

	Department:        
Site:        


	Are you new to working for the NHS?  Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 


	Home Address:         

	Post code:         

	E mail:                         

	Mobile:        


	Tel home:         


	Name of GP:        

	Tel No of GP:       


	Address of GP:          


Are you currently or have you ever been employed by this organisation       Yes   FORMCHECKBOX 
      No   FORMCHECKBOX 

If yes please confirm dates:        From:              to:                     (please use dd/mm/yyyy format)

Previous Employment in the Past 5 Years
	Employer
	Job Title
	Start date
	Finish date

	     
	     
	     
	     

	     
	     
	     
	     


PART C       CURRENT HEALTH STATUS - To be completed by all applicants (please tick boxes as applicable)                     
	  1. If you have any physical or psychological illness/impairment that may affect your work please give the details below: 

  2. If you are having or waiting for treatment (including medication) or investigations, please give the details below and include information about the condition, treatment with dates:

  3. Please give details of any illness/impairment/disability that may have been caused or made worse by your work:
  4. Do you require any adjustments to help you undertake this job? i.e. to the work or the place of work

Yes  FORMCHECKBOX 
      OR      No    FORMCHECKBOX 
     If yes please specify details of any adjustments or assistance required: 

5. Please answer the following declaration:                        
I am not aware    FORMCHECKBOX 
      OR      I am aware    FORMCHECKBOX 
   of any health conditions or disability which might impair my ability to undertake effectively the duties of the position 

6. Do you have any known allergies?                     Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 
      If yes, please specify details:
  7. Do you have any of the following:
     A cough which has lasted for more than 3 weeks?                                   Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 

     Unexplained weight loss?                                                                              Yes   FORMCHECKBOX 
      No   FORMCHECKBOX 

     Unexplained fever?
                                                                                      Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 

8. Have you lived or spent time for 3 months or more outside the UK in the last 5 years?    Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 

     If yes, please list the countries that you have lived in:                                            

9. Have you worked in a high-risk TB clinical setting for 4 weeks or longer? i.e. worked on designated TB wards / TB clinics or worked in prisons,  with the  homeless or asylum seekers            Yes   FORMCHECKBOX 
      No   FORMCHECKBOX 

10.  Have you had TB or been in recent contact with open TB?                     Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 

     If yes, please provide details of subsequent screening /treatment: 
11.  Have you had a BCG vaccination in relation to TB?                                   Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 
      Date:        
12.  Do you have a BCG scar? If yes please state which site e.g. left arm.    Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 
      Site:        
13. Have you ever had a TB test e.g. heaf/mantoux/interferon                     Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 
     Date:             Result

(For questions 1-13 please attach further details on a separate sheet if necessary)


ALL ‘DIRECT PATIENT CONTACT’ & ‘EPP’ POSTS PLEASE CONTINUE & COMPLETE PARTS D, E & F
	PART D       IMMUNISATION STATUS see note 3
PLEASE COMPLETE THIS SECTION FULLY 
	YES
	NO
	YEAR
	RESULT

	Hepatitis B  vaccination                                          1st dose
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	                                                              2nd dose
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	3rd dose
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Booster
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Booster
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	Hepatitis B  surface antibody blood test (please enclose copy  if available) EPP posts must supply a copy 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Hepatitis B  surface antigen blood test (please enclose copy if available) EPP posts must supply a copy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Hepatitis C antibody blood test (please enclose copy if available) New EPP posts since 2002 must supply a copy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	HIV blood test (please enclose copy if available) New EPP posts since 2008 must supply a copy 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Measles, mumps, rubella (MMR) vaccination    1st dose

(please supply documentary evidence)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	2nd dose
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Measles blood test (please enclose copy if available)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Mumps blood test (please enclose copy if available)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Rubella (German measles) blood test (please enclose copy if available)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Tetanus , diphtheria,  polio vaccination             1st dose
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	                                       2nd dose
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	3rd dose
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Booster
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Booster
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Meningitis C vaccination
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Have you had chickenpox?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Varicella (chickenpox) blood test (please enclose copy if available)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Varicella (chickenpox)vaccination                        1st dose

(please supply documentary evidence)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	                                                                                   2nd dose
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	Hepatitis A vaccination
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Hepatitis A blood test (please enclose copy if available)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Typhoid vaccination
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Have you ever received any other vaccinations? If yes please provide/attach details:        

	Is this your first EPP post in the NHS? (EPP staff only – see note 1).  If no please provide name of organisation/hospital that undertook your screening:                          

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-


PART E            LATEX 

	Please complete if your job involves contact with latex gloves / products. 
	YES
	NO

	14. Do you believe you have an allergy to latex?       

If yes, what type of allergic reaction:

What latex product(s) caused it:             
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15. Have you suffered from redness, irritation, or swelling at the site of exposure to latex e.g. gloves, balloons, condoms?    

If yes, how soon after latex exposure do the symptoms begin:                                                                                   
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	16. Have you ever noticed any local swelling following medical or dental treatment?      

If yes, how soon after do the symptoms begin:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	17. Are you allergic to any of the following foods: bananas, avocados, raw potatoes, kiwi fruit or chestnuts? 

If yes, to what:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	18. Do you have any other nut or food allergies?

If yes, what:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	19. Have you ever suffered from a very severe allergic reaction (anaphylaxis)?

If yes, what was the cause:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	20. Have you suffered from:

a)   Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b)   Eczema e.g. childhood or infancy
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c)   Dermatitis of hands (redness, soreness, cracking)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	21. When exposed to latex either at work or at home or as a patient have you ever had:

a)   Itchy /watery eyes
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b)   Sneezing / rhinitis / runny nose
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c) Wheezing / tight chest
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d) Rashes other than at the site of latex exposure e.g. urticaria (nettle rash)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e) Collapse (anaphylaxis)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	22. In your lifetime have you had four or more operations?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	23. Does your current work involve frequent glove use?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If yes, on average how many hours each day are gloves worn?(state hours)
	Hours: 

	On average, how many times a day do you change latex gloves? (state times)
	Times: 

	ADDITIONAL COMMENTS:




PART F            DECLARATION  
I declare that the information I have given on this form is true to the best of my knowledge and belief.  I understand that if any information is false or has been deliberately omitted, I may be regarded as ineligible for employment or liable to be dismissed. In such cases where an opinion on any adjustment is required I will be contacted to discuss my abilities and the recommended adjustments.   I understand that Occupational Health may with my permission: 

· Obtain immunisation and screening results from any previous Occupational Health Department or other NHS organisation.

· Transfer my immunisation and screening results to other NHS organisations where I am working, where I intend to work, be on placement or part of a rotational training post. 

Please tick the box if you consent to the above       FORMCHECKBOX 
      see note 4

I understand that medical details will not be divulged without my permission to any person outside the Occupational Health Service but that an opinion about my fitness to work, including information about my clearance to undertake clinical work, will be given to management, 
Print Full Name:                  

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
         

 FORMTEXT 
     

 FORMTEXT 

     
 

Signature:____________​​​​​_____________________________________    Date:        ​​​         

(Once signed please send completed form directly to Occupational Health - see note 5)    ____________________________________________________________________________________________

OCCUPATIONAL HEALTH USE ONLY:

	Additional details 
	Signature & Print
	Date

	New Health Care Worker?      Yes   FORMCHECKBOX 
      No   FORMCHECKBOX 
         
	
	

	Appointment required for:      

 FORMCHECKBOX 
  TB clearance                                       FORMCHECKBOX 
  EPP clearance    

 FORMCHECKBOX 
  Vaccination/screening, specify:                                                                

 FORMCHECKBOX 
  Nurse assessment                             FORMCHECKBOX 
  Immunisation assessment

 FORMCHECKBOX 
  Doctor assessment   

 FORMCHECKBOX 
  Eyesight test                                       FORMCHECKBOX 
  Lung function  

 FORMCHECKBOX 
  Audiometry                                        FORMCHECKBOX 
  Hand Arm Vibration

 FORMCHECKBOX 
  Other (give details):        
	
	

	Await:  FORMCHECKBOX 
  GP reports      FORMCHECKBOX 
  Occupational Health notes      FORMCHECKBOX 
  Specialist report

              FORMCHECKBOX 
  Hepatitis B      FORMCHECKBOX 
  Hepatitis C      FORMCHECKBOX 
  HIV      FORMCHECKBOX 
  Other:         
	
	

	Clearance: 
	   
	

	 FORMCHECKBOX 
  A Fit for employment specified
	
	

	 FORMCHECKBOX 
  B  Fit for employment specified and EPP fit
	
	

	 FORMCHECKBOX 
  C Fit for employment specified but not EPP fit
	
	

	 FORMCHECKBOX 
  D Fit for employment with adjustment(s):        
	
	

	 FORMCHECKBOX 
  E Currently unfit for employment review:         
	
	


EXPLANATION NOTES

Note 1:
Exposure Prone Procedures (EPP) – are those procedures where the worker’s gloved hands may be in contact 
with sharp instruments, needle tips or sharp tissue (e.g. spicules of bone or teeth) inside a patient’s open 
body cavity, wound or confined anatomical space where the hands or fingertips may not be completely 
visible at all times.



Occupations undertaking EPPs include surgeons (including FP1 & FP2 doctors with rotation into one of the 
EPP areas), dental staff, theatre staff, midwives, paramedics, podiatrists performing surgical techniques, A&E 
doctors and nurses.  This list is not exhaustive as EPP clearance is based on risk assessment.  


EPP staff must provide documentary evidence of hepatitis B status.  Documentary evidence of hepatitis C 
and HIV status 
is also required for staff undertaking EPPs for the first time.  This complies with Department of 
Health Clearance Guidelines for those new to any EPP post commencing after January 2008. 


The evidence must be from an identified validated sample (IVS).  These samples are those taken by an 
Occupational Health department where an individuals’ identity is checked by photographic ID.  This includes a 
passport, photographic driving licence or a photographic ID card.


Health clearance for EPP work cannot be given until these results have been received and processed.  If you 
have previous blood results and/or documented evidence of relevant vaccinations please supply a copy 
when 
you submit this form.


If results are not available you will be tested in Occupational Health and health clearance for EPP work will be 
delayed until the results are processed. 



If you undertake EPP work and you suspect or know that you are a carrier of HIV, hepatitis B or hepatitis C 
you have a legal duty to inform Occupational Health.   This also applies if you suspect that you may have been 
exposed to a blood borne virus.

· Note 2: TB status - New staff entering the UK from high risk countries (TB incidence rate > 40 in 100,000) should 
provide evidence of their TB status.  This could include details of vaccination, skin test, blood tests and chest 
X-ray.  Chest X rays will need to be repeated prior to clearance being issued, unless evidence is available from 
a UK accredited source. 
New healthcare workers who have worked in high-risk TB clinical setting for 4 weeks or longer i.e. worked on designated TB wards / TB clinics or worked in prisons,  with the  homeless or asylum seekers to have an interferon test. 

If you develop the following symptoms (compatible with TB): cough lasting longer than 3 weeks, fever, night sweats, weight loss, loss of energy, coughing up blood seek a medical opinion from your GP and contact Occupational Health. 

Note 3: All Healthcare workers/staff with patient contact are required to provide information relating to their 
 
immunity to TB, measles, mumps, rubella (MMR), chickenpox, and hepatitis B. 

If you come into contact or become symptomatic of a communicable infection contact Occupational Health for advice, or if out of hours, seek a medical opinion from your GP.


Posts are offered on the understanding that the applicant will comply with local requirements regarding 
immunisation and screening, and sharps and body fluid contact management.  


Immunocompromised staff: If you are immunocompromised (e.g. by steroids, HIV, medical treatment etc) 


it may be unsafe for you to:

· Have live vaccines

· Work in certain areas

· Perform some surgical/invasive procedures


If you become immuno-compromised during your employment, please notify Occupational Health in 
confidence. 


Measles, mumps and rubella (MMR): The Joint Committee on Vaccination and Immunisation (JCVI) advises 
that the MMR vaccine is especially important in the context of the ability of staff to transmit measles, mumps 
or rubella infections to vulnerable groups. While healthcare workers may need MMR vaccination for their own 
benefit, they should also be immune to measles and rubella in order to assist in protecting patients.  
Satisfactory evidence of protection would include documentation of having received two doses of MMR or 
having had positive antibody tests for measles and rubella.

Varicella (chickenpox):  Varicella vaccine is recommended for susceptible staff who have regular clinical 
contact with patients, are directly involved in patient care or who have social contact with patients but are not 
directly involved in patient care (e.g. receptionists, catering staff, ward clerks, porters and cleaners).    For 
laboratory staff vaccination should be offered to susceptible (i.e. seronegative) individuals who may be 
exposed to varicella virus in the course of their work in virology laboratories.


Those with a definite history of chickenpox or herpes zoster can be considered protected.  Healthcare workers 
with a negative or uncertain history of chickenpox or herpes zoster should be serologically tested and vaccine 
only offered to those without the varicella zoster antibody.  Satisfactory 
evidence of protection would include 
a history of chickenpox/herpes zoster or documentation of having received two doses of varicella vaccine or 
having had positive antibody test.


MacMahon et al. 2004 showed that a history of chickenpox is a less reliable predictor of immunity in 
individuals born and raised in tropical or subtropical climates and routine testing should be considered 
regardless of a positive history of past infection.

Note 4:
 Consent to Access Health Information


Occupational Health may need to contact your previous Occupational Health department for immunisation 
and screening records.  Your written or verbal consent is required prior to being able to do this.    



Requests for reports from other Occupational Health departments or information from other medical 
practitioners, who are responsible for your clinical care, are subject to the Access to Medical Reports Act 
1988.  
Your rights under the act must be explained and respected as part of the process of obtaining 
informed consent.  In summary these include:

· The right to see the report before it is sent.

· The right to ask the doctor to amend or modify information considered inaccurate.

· 21 days from notification the right to seek access to the report.

Note 5: Please note that the information which you give will be used for the following purposes: to enable the               organisation to create a record of your application; to enable the application to be processed; to enable the organisation to compile statistics, or to assist other organisations to do so, provided that no statistical information that would identify you as an individual will be published. The information will be kept securely, and will be kept no longer than necessary.

Note 6: Please return to the appropriate Occupational Health Department as detailed below:

	Occupational Health & Wellbeing Service

Wrexham Maelor Hospital

1 Bron Y Nant

Wrexham.  LL13 7TD
	
	Occupational Health & Wellbeing Service

Ysbyty Gwynedd

Mountain View

Penrhos Road

Bangor.  LL57 2NA.


 
The Occupational Health & Wellbeing Department(s) can be contacted on 01745 448787

	Iechyd Galwedigaethol 
Ysbyty Wrexham Maelor 

1 Bron Y Nant

Wrexham.  LL13 7TD

	
	Iechyd Galwedigaethol 
Mountain View

Penrhos Road

Bangor.  LL57 2NA


                       Gwiriad Iechyd Galwedigaethol Cyfrinachol - MYFYRIWYR
Bwrdd Iechyd Prifysgol Betsi Cadwaladr
Dylid cyflwyno’r ffurflenni 3 mis cyn cychwyn (nid ynghynt)
YMGEISYDD I GWBLHAU POB ADRAN 

RHAN A - I'w gwblhau gan yr Ymgeisydd

	Penodiad i swydd:  

Band/Graddfa:   

Dyddiad dechrau arfaethedig:   
 FORMCHECKBOX 
  Llawn amser /   FORMCHECKBOX 
  Rhan-amser          oriau/sesiynau    

 FORMCHECKBOX 
 Parhaol /  FORMCHECKBOX 
  Dros dro /  FORMCHECKBOX 
  Anrhydeddus
	ADRAN/WARD:  

Safle/Lleoliad:    

Rheolwr Cyfarwyddiaeth/Uwch Adran/GRhG:
 Rhif Cyswllt y Rheolwr:  

Ebost cliriad at:   

	 FORMCHECKBOX 
 Prifysgol Glyndwr Wrecsam    FORMCHECKBOX 
 Myfyriwyr Prifysgol Bangor   FORMCHECKBOX 
 Myfyriwyr Prifysgol Wrecsam

	Pa faes arbenigol yr ydych chi'n ymgeisio amdano? (ticiwch y blychau priodol)
 FORMCHECKBOX 
 Myfyriwr Bydwreigiaeth - Triniaethau sy’n dueddol o amlygu (EPP) gweler nodyn 1 yn y nodiadau egluro
 FORMCHECKBOX 
 Myfyriwr Nyrsio - e.e. cymryd rhan mewn darparu gofal cleifion.
 FORMCHECKBOX 
 Maes Nyrsio: Oedolyn/ Iechyd Meddwl/ Anabledd Dysgu/ Plentyn 
 FORMCHECKBOX 
 Myfyriwr sy’n dychwelyd i weithio (Gysylltiad uniongyrchol â chleifion (clinigol) e.e. cymryd rhan mewn darparu gofal cleifion). 

 FORMCHECKBOX 
 Myfyriwr Radiograffi - e.e. cymryd rhan mewn darparu gofal cleifion.

	Beth yw gofynion penodol y swydd sy’n gofyn am oruchwyliaeth iechyd? 
 FORMCHECKBOX 
  Defnyddio offer Sgrîn Arddangos    

 FORMCHECKBOX 
 Sŵn (> na 80dBa TWA)   

 FORMCHECKBOX 
  Sensiteiddwyr Resbiradol, nodwch pa gyfrwng sensiteiddio:

 FORMCHECKBOX 
  Sensiteiddwyr croen, nodwch:  latecs neu gyfrwng sensiteiddio arall:
__________________________
 FORMCHECKBOX 
  Dirgryniadau braich / llaw, nodwch offer dirgrynu:

 FORMCHECKBOX 
  Arall – nodwch y cyfrwng a math o oruchwyliaeth:
__


 RHAN B –. I'w gwblhau gan yr Ymgeisydd
Dylech ddychwelyd yr holiadur yn uniongyrchol i’r adran Iechyd Galwedigaethol. Bydd cynnwys y ffurflen hon yn cael ei chadw’n gwbl gyfrinachol gan yr Adran Iechyd Galwedigaethol.  Cyn cwblhau, dylech ddarllen y datganiad i’w lofnodi yn Rhan F a’r wybodaeth a gwblhawyd eisoes yn Rhan A uchod. 
	Teitl: Ms  FORMCHECKBOX 
 Miss  FORMCHECKBOX 
  Mrs FORMCHECKBOX 
  Mr FORMCHECKBOX 
   Mx  FORMCHECKBOX 

Dr FORMCHECKBOX 
  Athro  FORMCHECKBOX 



	Dyn:          FORMCHECKBOX 
     

Dynes:             FORMCHECKBOX 


	Cyfenw/Enw’r teulu:          

	Enw Cyntaf:         
              

	Enw blaenorol (os yn berthnasol):        



	Dyddiad Geni:        



	Rhif YG: 
     
	Teitl swydd arfaethedig:        
 

	Adran:        
Safle:        


	Ydy gweithio i’r GIG yn newydd i chi?  Ydy  FORMCHECKBOX 
 Nac ydy  FORMCHECKBOX 


	Cyfeiriad cartref:         

	Côd Post:         

	E bost:                         

	Ffôn Symudol:        


	Rhif Ffôn Cartref:         


	Enw’ch meddyg teulu:        

	Rhif ffôn y meddyg teulu:       


	Cyfeiriad y meddyg teulu:          


Ydych chi’n gweithio, neu erioed wedi gweithio i’r sefydliad hwn yn y gorffennol? Ydw   FORMCHECKBOX 
      Nac ydw   FORMCHECKBOX 

Os ydych, cadarnhewch y dyddiadau:    O:   
Cyflogaeth flaenorol yn y 5 mlynedd ddiwethaf
	Cyflogwr
	Teitl Swydd
	Dyddiad dechrau
	Dyddiad gorffen

	     
	     
	     
	     

	     
	     
	     
	     


RHAN C      STATWS IECHYD CYFREDOL – I’w chwblhau gan bob gweithiwr (ticiwch y blychau fel sy’n briodol)
	1. Os oes gennych unrhyw salwch/amhariad corfforol neu seicolegol a all effeithio ar eich gwaith, nodwch y manylion isod. 

2. Os ydych yn derbyn neu’n disgwyl triniaeth (gan gynnwys meddyginiaeth) neu archwiliadau, nodwch y manylion isod a dylech gynnwys gwybodaeth am y cyflwr a'r driniaeth gyda dyddiadau:
3. Rhowch fanylion unrhyw salwch/amhariad/anabledd a achoswyd neu a waethygir gan eich gwaith:
4. A ydych angen unrhyw addasiadau i’ch helpu i ymgymryd â’r swydd hon? H.y. i’r gwaith neu’r man gwaith

Oes  FORMCHECKBOX 
      NEU      Nac oes    FORMCHECKBOX 
     Os oes, nodwch fanylion unrhyw addasiadau neu gymorth sydd ei angen: 

5. Atebwch y datganiad canlynol:                        

Nid wyf  FORMCHECKBOX 
      NEU      Rwyf yn ymwybodol    FORMCHECKBOX 
   o unrhyw gyflyrau iechyd neu anabledd a allai amharu ar fy ngallu i ymgymryd â dyletswyddau’r swydd yn effeithiol  
6. A oes gennych unrhyw alergeddau?                     Oes  FORMCHECKBOX 
  Nac oes  FORMCHECKBOX 
  Os oes, rhowch fanylion: 

7. A oes gennych unrhyw un o'r canlynol? 
     Peswch sydd wedi para am fwy na 3 wythnos?                                                            Oes  FORMCHECKBOX 
 Nac oes  FORMCHECKBOX 

     Colli pwysau heb eglurhad?                                                                                             Ydw  FORMCHECKBOX 
 Nac ydw  FORMCHECKBOX 

     Twymyn heb eglurhad?
                                                                                          Oes  FORMCHECKBOX 
 Nac oes   FORMCHECKBOX 

8. A ydych wedi byw neu weithio am 3 mis neu fwy y tu allan i’r DU yn y 5 mlynedd ddiwethaf? Ydw  FORMCHECKBOX 
 Nac ydw FORMCHECKBOX 

     Os ydych, rhestrwch y gwledydd rydych wedi byw ynddynt:                                            
9. Ydych chi wedi gweithio mewn lleoliad clinigol risg TB uchel am 4 wythnos neu fwy? Sef gweithio ar wardiau/clinigau dynodedig TB neu mewn carchardai, gyda’r digartref neu geiswyr lloches           Do   FORMCHECKBOX 
      Naddo   FORMCHECKBOX 

10.  Ydych chi wedi cael TB neu wedi bod mewn cysylltiad diweddar â TB agored? Ydw  FORMCHECKBOX 
 Nac ydw  FORMCHECKBOX 

     Os ydych, rhowch fanylion sgrinio/triniaeth ddilynol: 
11.  Ydych chi wedi cael brechiad BCG o ran TB?                                                             Ydw  FORMCHECKBOX 
 Nac ydw  FORMCHECKBOX 
 Dyddiad:       
12.  A oes gennych graith BCG? Os oes, nodwch ym mhle e.e. braich chwith.           Oes  FORMCHECKBOX 
 Nac oes  FORMCHECKBOX 
           Ble:        
13. Ydych chi wedi cael prawf TB erioed e.e. heaf/mantoux/interferon?                 Ydw  FORMCHECKBOX 
 Nac ydw  FORMCHECKBOX 
 Dyddiad:                                                                        

                                                                                                                                                                                    Canlyniad:        
(atodwch fanylion pellach ar dudalen ar wahân os bydd angen ar gyfer cwestiynau 1-13)


DYLAI POB SWYDD ‘TRIN BWYD’ FYND I ADRAN ‘F’ TUDALEN 5.

DYLID POB SWYDD ‘DIM CYSWLLT Â CHLEIFION’ FYND I ADRAN ‘G’ TUDALEN 5. 
	RHAN D     STATWS IMIWNEIDDIO gweler nodyn 3
CWBLHEWCH YR ADRAN HON YN LLAWN 
	Do
	Naddo
	Blwyddyn
	Canlyniad

	Brechiad Hepatitis B                                                dos 1af
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	                                                              2il ddos
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	3ydd dos
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Dos atgyfnerthu
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Dos atgyfnerthu
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	Prawf gwaed gwrthgyrff arwyneb Hepatitis B (amgaewch gopi os ar gael) rhaid i swyddi EPP ddarparu copi 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Prawf gwaed antigen arwyneb Hepatitis B (amgaewch gopi os ar gael) rhaid i swyddi EPP ddarparu copi
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Prawf gwaed gwrthgyrff Hepatitis C (amgaewch gopi os ar gael) rhaid i swyddi EPP newydd ers 2002ddarparu copi
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Prawf gwaed HIV (amgaewch gopi os ar gael) rhaid i swyddi EPP newydd ers 2008 ddarparu copi 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Brechiad y frech goch, clwy’r pennau a rwbela (MMR)                    dos cyntaf amgaewch dystiolaeth ddogfennol)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	2il ddos
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Prawf gwaed y frech goch (amgaewch gopi os ar gael) 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Prawf gwaed clwy’r pennau (amgaewch gopi os ar gael) 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Prawf gwaed Rubella (y Frech Almaenig) (amgaewch gopi os ar gael) 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Brechiad tetanws, difftheria,  polio                     dos  1af
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	                                       2il ddos
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	3ydd dos
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Dos atgyfnerthu
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Dos atgyfnerthu
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Brechiad Llid yr Ymennydd C
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Ydych chi wedi cael brech yr ieir?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Prawf gwaed Varicella (brech yr ieir)  (amgaewch gopi os yw ar gael) 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Brechiad Varicella (brech yr ieir)                          dos 1af 
amgaewch dystiolaeth ddogfennol)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	                                                                                   2il ddos
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	Brechiad Hepatitis A 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	Prawf gwaed Hepatits A (amgaewch gopi os ar gael) 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Brechiad teiffoid
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-

	A ydych wedi cael unrhyw frechiadau eraill erioed?  Os ydych, rhowch/atodwch fanylion:        

	Ai hon yw eich swydd EPP gyntaf gyda'r GIG? (Staff EPP yn unig – gweler nodyn 1).  Os nad yw, nodwch enw’r sefydliad/ysbyty a ymgymerodd â’ch sgriniad:                           
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	-


RHAN E    LATECS 

	Cwblhewch os yw eich swydd yn cynnwys cysylltiad â menig /cynnyrch latecs. 
	Ydw
	Nac ydw

	13. Ydych chi’n credu eich bod ag alergedd at latecs?       

Os ydych, pa fath o adwaith alergaidd:
Pa gynnyrch neu gynhyrchion latecs sydd wedi ei achosi:             
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	14. Ydych chi wedi dioddef o gochni, llid neu chwydd ar safle amlygiad i latecs e.e. menig, balŵn, condom?    

Os ydych, pa mor fuan wedi’r amlygiad bydd y symptomau’n dechrau:                                                                                   
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15. Ydych chi wedi sylwi ar chwyddo lleol erioed yn dilyn triniaeth feddygol neu ddeintyddol?      

Os ydych, pa mor fuan bydd y symptomau’n dechrau:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	16. A ydych ag alergedd i unrhyw un o'r bwydydd canlynol: Banana, afocado, tatws amrwd, ffrwyth ciwi neu gnau castan? 

Os ydych, i ba rai?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	17. A ydych ag alergedd i unrhyw fwyd neu gnau eraill?
Os ydych, beth:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	18. A ydych erioed wedi dioddef gydag adwaith alergaidd difrifol iawn (anaffylacsis)?
Os ydych, beth oedd y rheswm:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	19. Ydych chi wedi dioddef o’r canlynol erioed:
a)   Asma
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Ecsema e.e. plentyndod neu fabandod
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c)  Dermatitis y dwylo (cochni, doluriau, cracio)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	20. Wrth gael eich amlygu i latecs, un ai gartref neu yn y gwaith neu fel claf, ydych chi erioed wedi cael:
a)   llygaid coslyd/dyfriog
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b)   Tisian/ rhinitis / trwyn yn rhedeg
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e) Brest sy’n gwichian/tynn
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	f) Brech yn rhywle heblaw am leoliad yr amlygiad i latecs e.e. urticaria (brech danhadlen)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	f) Ymgwympiad (anaffylacsis)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	21. Yn ystod eich oes, ydych chi wedi cael mwy na 4 llawdriniaeth?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	22. A yw eich gwaith presennol yn cynnwys defnyddio menig yn aml?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Os yw, sawl awr ar gyfartaledd byddwch yn gwisgo menig bob dydd? (nodwch oriau)
	Oriau: 

	Ar gyfartaledd, faint o weithiau’r dydd ydych chi’n newid menig latecs? (nodwch sawl tro)
	Amser: 

	Sylwadau ychwanegol:



	RHAN F – UNIGOLION SY’N TRIN BWYD YN UNIG 

Cwblhewch os yw eich swydd yn cynnwys trin bwyd  e.e. yn cael ei gyflogi’n uniongyrchol i wneud bwyd a’i baratoi e.e. cogyddion, cynorthwywyr/goruchwylwyr arlwyo 
	
	

	Ar hyn o bryd, neu dros y pythefnos diwethaf, ydych chi’n dioddef o: 
	YDW
	NAC YDW

	Ddolur rhydd a/neu chwydu?



	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Poen yn y stumog, cyfod neu dwymyn? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Haint croen ar y dwylo, y breichiau neu’r wyneb e.e. casgliad, llefrithod, bys septig, rhedlif o’r llygaid/clust/deintgig/ceg?  Os oes beth_____________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Clefyd melyn?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ydych chi’n dioddef o:
	Ydi
	Nac ydi

	Anhwylder y coluddyn sy’n digwydd dro ar ôl tro?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Heintiau’r croen, y glust neu’r gwddf sy’n digwydd dro ar ôl tro? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ydych chi wedi cael teiffoid neu dwymyn baratyffoid neu ydych chi’n cario Salmonella Typhi neu Paratyphi?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ydych chi’n cario unrhyw fath o Salmonella?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Yn y 21 diwrnod diwethaf, ydych chi wedi bod mewn cysylltiad ag unrhyw un, gartref neu dramor, sydd wedi bod yn dioddef o dyffoid neu o baratyffoid? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Y gwledydd a ymwelwyd â nhw yn y 6 wythnos diwethaf: 




RHAN F         DATGANIAD 

Rydw i’n datgan fod yr holl wybodaeth a roddais ar y ffurflen hon yn gywir hyd y gwn i.  Deallaf os bydd gwybodaeth yn anwir neu wybodaeth wedi’i gadael allan, na fyddaf o bosibl yn gymwys ar gyfer fy nghyflogi, neu’n debygol o gael fy niswyddo.  Mewn achosion fel hyn pan fydd angen barn ar unrhyw addasiad, bydd rhywun yn dod i gysylltiad â mi i drafod fy ngalluoedd ac argymell addasiadau.    Deallaf gall Iechyd Galwedigaethol, wneud y canlynol, gyda fy nghaniatâd: 

· Cael fy nghanlyniadau imiwneiddiadau a sgrinio gan unrhyw gyn adran iechyd galwedigaethol neu sefydliad GIG arall blaenorol
· Trosglwyddo fy nghanlyniadau imiwneiddiadau a sgrinio i unrhyw sefydliad GIG arall lle rydw i’n gweithio, lle’r ydw i’n bwriadu gweithio, ar leoliad neu fel rhan o swydd hyfforddiant cylchdroi. 

Ticiwch y blwch os ydych yn cydsynio i’r uchod  FORMCHECKBOX 
    gweler nodyn 4
Deallaf na fydd manylion meddygol yn cael eu datguddio heb fy nghaniatâd i unrhyw unigolyn y tu allan i’r Gwasanaeth Iechyd Galwedigaethol, ond y bydd barn am fy ffitrwydd i weithio, gan gynnwys gwybodaeth am fy nghliriad i ymgymryd â gwaith clinigol yn cael ei rhoi i reolwyr.  
Printiwch eich enw’n llawn:   ________________________________
Llofnod: ________________________________________________   Dyddiad:        ​​​         

(Ar ôl llofnodi, anfonwch y ffurflen a gwblhawyd yn uniongyrchol i’r Adran Iechyd Galwedigaethol - gweler nodyn 5)
DEUNYDD IECHYD GALWEDIGAETHOL YN UNIG:
	Manylion Ychwanegol 
	Llofnod a phrintio enw
	Dyddiad

	Gweithwyr Gofal Iechyd Newydd?      Ydy  FORMCHECKBOX 
 Nac ydy  FORMCHECKBOX 
         
	
	

	Angen apwyntiad ar gyfer:      

 FORMCHECKBOX 
  Cliriad TB                                             FORMCHECKBOX 
  Cliriad EPP     

 FORMCHECKBOX 
  Brechu/sgrinio, nodwch:                                                                 

 FORMCHECKBOX 
  Asesiad Nyrs                                      FORMCHECKBOX 
  Asesiad Imiwneiddiad
 FORMCHECKBOX 
  Asesiad meddyg   

 FORMCHECKBOX 
  Prawf golwg                                       FORMCHECKBOX 
  Gweithrediad yr ysgyfaint  

 FORMCHECKBOX 
  Awdiometreg                                    FORMCHECKBOX 
  Dirgryniadau braich / llaw
 FORMCHECKBOX 
  Arall (rhowch fanylion):        
	
	

	Aros am:  FORMCHECKBOX 
 Adroddiadau MT  FORMCHECKBOX 
 Nodiadau Iechyd Galwedigaethol  FORMCHECKBOX 
 Adroddiad arbenigwr
              FORMCHECKBOX 
  Hepatitis B      FORMCHECKBOX 
  Hepatitis C      FORMCHECKBOX 
  HIV      FORMCHECKBOX 
  Arall:         
	
	

	Cliriad: 
	   
	

	 FORMCHECKBOX 
  A Ffit ar gyfer cyflogaeth wedi’i nodi
	
	

	 FORMCHECKBOX 
  B Ffit ar gyfer cyflogaeth a nodwyd ac yn ffit EPP  
	
	

	 FORMCHECKBOX 
  C Ffit ar gyfer cyflogaeth a nodwyd, ond ddim yn ffit EPP.
	
	

	 FORMCHECKBOX 
  D Ffit ar gyfer cyflogaeth gydag addasiad(au):        
	
	

	 FORMCHECKBOX 
  E ddim yn ffit at gyfer cyflogaeth ar hyn o bryd, adolygiad:         
	
	


NODIADAU ESBONIADOL
Nodyn 1:
Triniaethau sy’n dueddol o amlygu (EPP) - yw triniaethau lle gallai dwylo gweithiwr â menig ddod i gysylltiad ag offer miniog, blaenau nodwyddau neu feinwe miniog (e.e. sbigylau o esgyrn neu ddannedd) y tu mewn i geudod,  neu friw agored claf, neu le anatomegol cyfyng pan na fydd y dwylo neu flaenau’r bysedd yn hollol weladwy bob amser. 


Ymhlith swyddi sy’n gwneud EPP mae llawfeddygon (yn cynnwys meddygon FP1 ac FP2 gyda chylchdro i un o’r meysydd EPP), staff deintyddol, staff theatr, bydwragedd, parafeddygon, podiatryddion sy’n gwneud technegau llawfeddygol, meddygon a nyrsys yn yr Adran Achosion Brys.   Nid yw’r rhestr hon yn gyflawn gan fod cliriad EPP yn seiliedig ar asesu risg.  


Rhaid i staff EPP ddangos tystiolaeth ddogfennol o statws hepatitis B.   Mae tystiolaeth ddogfennol o hepatitis C a HIV hefyd yn ofynnol ar gyfer staff sy’n gwneud EPP am y tro cyntaf. 
Mae hyn yn cydymffurfio â Chanllawiau Cliriad Iechyd yr Adran Iechyd ar gyfer rhai sy’n dechrau o’r newydd mewn swydd EPP ar ôl Ionawr 2008.  
Rhaid i’r dystiolaeth fod o sampl a ddynodwyd ac a ddilyswyd (IVS).  Mae’r samplau hyn yn cael eu cymryd gan adran Iechyd Galwedigaethol, lle mae tystiolaeth adnabod yn cael ei wirio drwy ddull ffotograffig.  
Mae hyn yn cynnwys pasbort, trwydded yrru ffotograffig neu gerdyn adnabod ffotograffig. 


Ni ellir rhoi cliriad iechyd ar gyfer gwaith EPP hyd nes bydd y canlyniadau hyn wedi eu derbyn a’u prosesu.  Os oes gennych ganlyniadau gwaed blaenorol a/neu dystiolaeth ddogfennol o frechiadau perthnasol, dylech gyflwyno copi  gyda’r ffurflen hon. 


Os nad yw’r canlyniadau ar gael, byddwch yn cael eich profi yn yr adran Iechyd Galwedigaethol a bydd oedi am y cliriad gwaith EPP nes bydd y canlyniadau wedi cael eu prosesu. 


Os ydych yn gwneud gwaith EPP ac os ydych yn amau neu’n gwybod eich bod yn cario HIV, hepatitis B neu hepatitis C, mae gennych ddyletswydd gyfreithiol i roi gwybod i Iechyd Galwedigaethol.  
   Mae hyn yn berthnasol hefyd os ydych yn amau eich bod wedi cael eich amlygu i firws sy’n cael ei gario yn y gwaed. 


Nodyn 2: Statws TB – Dylai staff newydd sy’n dod i’r Deyrnas Unedig o wledydd risg uchel (cyfradd TB > 40 mewn 100,000) ddarparu tystiolaeth o’u statws TB. Gallai hyn gynnwys manylion am frechiadau, prawf croen, profion gwaed a phelydr-x o’r frest.  Bydd rhaid ail wneud pelydrau-x o’r frest cyn cyhoeddi cliriad os na fydd tystiolaeth ar gael gan ffynhonnell achrededig yn y Deyrnas Unedig. Rhaid i weithwyr gofal iechyd newydd sydd wedi gweithio mewn lleoliad clinigol risg TB uchel am 4 wythnos neu fwy, sef gweithio ar wardiau/clinigau dynodedig TB neu mewn carchardai, gyda’r digartref neu geiswyr lloches, gael prawf interferon.  


Os byddwch yn datblygu’r symptomau canlynol (yn gydnaws â TB): peswch sy’n para mwy na 3 wythnos, twymyn, chwysu yn ystod y nos, colli pwysau, diffyg egni, pesychu gwaed, dylech fynd i weld eich meddyg teulu a chysylltu ag Iechyd Galwedigaethol. 
Nodyn 3: Rhaid i bob gweithiwr/staff gofal iechyd sy’n cael cyswllt â chleifion roi gwybodaeth yn ymwneud â’u himiwnedd  TB, y frech goch, clwy’r pennau, rwbela (MMR), brech yr ieir a hepatitis B. 

Os byddwch yn dod i gysylltiad â haint trosglwyddadwy, neu’n cael symptomau, cysylltwch ag Iechyd Galwedigaethol am gyngor, neu os yw hi y tu allan i oriau, holwch eich meddyg teulu.

Cynigir swyddi ar y ddealltwriaeth y bydd yr ymgeisydd yn cydymffurfio â gofynion lleol parthed imiwneiddio a sgrinio, a rheoli cyswllt ag offer miniog a hylifau’r corff.  

Staff y mae eu himiwnedd yn ddiffygiol: Os yw eich imiwnedd yn ddiffygiol (e.e. oherwydd steroidau, HIV, triniaeth feddygol ac ati), mae’n bosibl nad yw’n ddiogel i chi:
· Gael brechiadau byw
· Gweithio mewn rhai meysydd
· Gwneud rhai triniaethau llawfeddygol/ymwthiol
Os bydd eich imiwnedd yn dod yn ddiffygiol tra byddwch yn gyflogedig, rhowch wybod i Iechyd Galwedigaethol yn gyfrinachol. 

Y frech goch, clwy’r pennau a rwbela (MMR): Mae’r Cyd Bwyllgor Brechiadau ac Imiwneiddio (JCVI) yn cynghori fod y brechiad MMR yn arbennig o bwysig yng nghyd-destun gallu staff i drosglwyddo'r frech goch, clwy’r pennau neu rwbela i grwpiau bregus. Tra bydd ar weithwyr gofal iechyd angen y brechiad MMR er eu lles eu hunain, dylent hefyd fod ag imiwnedd at y frech goch a rwbela er mwyn helpu i amddiffyn eu cleifion.  Ymhlith tystiolaeth foddhaol eu bod wedi eu hamddiffyn mae dogfennaeth eu bod wedi cael dau ddos o MMR neu wedi cael profion gwrthgyrff positif ar gyfer y frech goch a rwbela.
Varicella (brech yr ieir):  Mae’r brechiad Varicella yn cael ei argymell i staff sy'n cael cyswllt clinigol rheolaidd â chleifion, sy’n ymwneud yn uniongyrchol â gofal cleifion neu sy’n cael cyswllt cymdeithasol â chleifion heb ymwneud yn uniongyrchol â’u gofal (e.e. derbynyddion, staff arlwyo, clercod ar wardiau, porthorion a glanhawyr). I staff labordy, dylid cynnig brechiadau i unigolion sy’n fwy tebygol (Seronegatif), a allai gael eu hamlygu i’r firws varicella yn rhinwedd eu swydd mewn labordai firoleg.
Gellir ystyried fod y rhai sydd â hanes pendant o frech yr ieir neu herpes zoster wedi cael eu hamddiffyn.  Dylai gweithwyr iechyd â hanes negyddol neu ansicr o frech yr ieir neu herpes zoster gael prawf serolegol a dylid cynnig brechiad i’r rhai sydd heb wrthgyrff varicella zoster yn unig.  Byddai tystiolaeth foddhaol o amddiffyniad yn cynnwys hanes o frech yr ieir/herpes zoster neu ddogfennaeth yn dangos dau ddos o’r brechiad varicella neu brawf gwrthgyrff positif.
Dangosodd MacMahon et al. 2004 fod hanes o frech yr ieir yn ffordd lai dibynadwy o ddangos imiwnedd mewn unigolion a aned ac a fagwyd mewn hinsawdd drofannol neu isdrofannol a dylid ystyried profi fel mater o drefn er gwaethaf hanes positif o haint yn y gorffennol.
Nodyn 4:
 Cydsyniad i gael Mynediad at Wybodaeth Iechyd

Mae’n bosibl y bydd ar Iechyd Galwedigaethol angen cysylltu â’ch adran Iechyd Galwedigaethol blaenorol i gael cofnodion imiwneiddio a sgrinio.  Mae gofyn cael eich cydsyniad ysgrifenedig neu lafar cyn y gallwn wneud hyn.    



Mae ceisiadau am adroddiadau gan adrannau Iechyd Galwedigaethol eraill neu adroddiadau gan ymarferwyr meddygol eraill sy’n gyfrifol am eich gofal clinigol, yn amodol ar y Ddeddf Mynediad at Gofnodion Meddygol 1988. Rhaid egluro a pharchu eich hawliau dan y Ddeddf fel rhan o’r broses o gael cydsyniad gwybodus.  Yn gryno, mae’r rhain yn cynnwys:
· Yr hawl i weld yr adroddiad cyn iddo gael ei anfon.
· Yr hawl i ofyn i’r meddyg newid neu addasu gwybodaeth a ystyrir yn anghywir.
· 21 diwrnod o’r rhybudd, yr hawl i gael mynediad at yr adroddiad.
Nodyn 5: Noder bydd yr wybodaeth a roddir gennych yn cael ei defnyddio ar gyfer y pwrpasau canlynol: I alluogi'r sefydliad i greu cofnod o'ch cais; galluogi'r cais i gael ei brosesu; galluogi'r sefydliad i greu ystadegau neu i gynorthwyo sefydliadau eraill i wneud hyn, cyn belled na fyddai unrhyw wybodaeth ystadegol a fyddai modd eich adnabod oddi wrthi yn cael ei chyhoeddi.  Bydd yr wybodaeth yn cael ei chadw’n ddiogel ac ni fydd yn cael ei chadw’n hirach na’r angen. 
Nodyn 6: Dychwelwch yr holiadur hwn O FEWN 3 DIWRNOD O’I DDERBYN i’r Adran Iechyd Galwedigaethol a nodir isod.
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