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FITNESS FOR WORK
NEW & EXPECTANT MOTHER ASSESSMENT CHECKLIST 
(For joint completion by Line MANAGER & employee)
	SECTION 1 – EMPLOYEE DETAILS

	Surname
	
	First Name
	
	D.O.B
	

	Address
	          Post Code

	Directorate /  Department
	
	Section / Place of work
	

	Job Title
	
	Employee No
	


	SECTION 2 – PREGNANCY DETAILS

Has the pregnancy been confirmed by a medical practitioner? ……………………………....
Stage of pregnancy at initial assessment (weeks)? ……………………………………………..

Expected due date? ………………………………………………………………………………....

Date expected to work until? ……………………………………………………………………….




	SECTION 3 – PREVIOUS HISTORY

Any history of complications with this pregnancy or a previous pregnancy? 
………………………………………………………………………………………………………….

………………………………………………………………………………………………………….

………………………………………………………………………………………………………….




	SECTION 4 – EMPLOYEE ASSESSMENT INFORMATION

Are you experiencing any difficulties that you feel will prevent you from attending work on a regular basis?    Yes / No

Comments ……………………………………………………………………………………….…………………
………………………………………………………………………………………………………….

………………………………………………………………………………………………………….




	SECTION 4 (CONTINUED)

Have you discussed these difficulties with your GP?   Yes / No / N/A

Comments

………………………………………………………………………………………………………….……….…….………………………………………………………………………………………………….…………………………………………………………………………………………
Do you require an Occupational Health Referral? Yes / No / N/A

Comments

…………………………………………………………………………………………………..……

………………………………………………………………………………………………………

………………………………………………………………………………………………………

Manager to apply date of referral to Occupational Health ……………………………………..

SECTION 5 – FOR COMPLETION BY LINE MANAGER (& others as may be necessary, i.e. Occupational Health Advisor/Nurse etc)
Recommended actions following discussions with expectant mother

………………………………………………………………………………………………………

………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………

………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………………………………

………………………………………………………………………………………………………



	Does your work involve contact with any of the following hazards?


	Yes
	No
	Comment on measures to eliminate, reduce and control the risk of harm
	Are the measures / adjustments sufficient or do you need to do more?

	Chemical Agents
	
	
	
	

	
	
	
	
	

	Toxic chemicals
	
	
	
	

	Mercury
	
	
	
	

	Cytotoxic drugs
	
	
	
	

	Pesticides
	
	
	
	

	Carbon monoxide
	
	
	
	

	Lead
	
	
	
	

	
	
	
	
	

	Biological Agents
	
	
	
	

	
	
	
	
	

	Infectious diseases, including Zoonoses (infectious diseases that transmit from animals to humans)
	
	
	
	

	
	Yes
	No
	
	

	Physical Risks
	
	
	
	

	Electric shock
	
	
	
	

	Movements and postures
	
	
	
	

	Manual handling loads entailing risk
	
	
	
	

	Vibration
	
	
	
	

	Noise
	
	
	
	

	Radiation – ionising
	
	
	
	

	Radiation – non-ionising
	
	
	
	

	Compressed air 
	
	
	
	

	Driving
	
	
	
	

	Confined Spaces
	
	
	
	

	
	
	
	
	

	Working Conditions/Processes
	
	
	
	

	
	
	
	
	

	Full time / Part time
	
	
	
	

	Facilities (including rest rooms)
	
	
	
	

	Shift work
	
	
	
	

	Sleep pattern
	
	
	
	

	Flexible working
	
	
	
	

	Mental and physical fatigue 
	
	
	
	

	Working hours
	
	
	
	

	Stress - (consider need for a ‘Stress Risk Assessment’)
	
	
	
	

	Passive smoking
	
	
	
	

	Temperature (extremes high/low)
	
	
	
	

	Working with Video Display Units (i.e. PC monitors)
	
	
	
	

	Working alone
	
	
	
	

	Working with animals 

(e.g. sheep, birds, etc live or dead)
	
	
	
	

	Travelling
	
	
	
	

	Working at heights
	
	
	
	

	Violence
	
	
	
	

	Working and Personal Protective Equipment (P.P.E.)
	
	
	
	

	Any employee concerns? (e.g. Support, Nutrition,  Alcohol, etc) 

………………………………………………………………………………………….....……………………………………………………………………………...…..………………………………………………

Do you feel you are exposed to additional risks because you are pregnant?  Yes / No

…….……………………………………………………………………………………….……………………………………………………………………………...…..………………………………………………

Are there ways you feel that these risks may be reduced?  Yes / No

…………………………………………………………………………………………….…………….……………………………………………………………………………………………………………..………
Has the doctor / midwife specified any particular guidance to you?  Yes / No

Comment ……………………………………………………………………………………………...................…….

…………………………………………………………………………………………………………….….

………………………………………………………………………………………………….…………….

………………………………………………………………………………………………….…………….

(You might wish to refer to HSE publication indg373[1] ‘A Guide for New and Expectant Mothers’)

Would you be wanting to consider flexible working options under the ‘Right to Request Flexible Working’ Policy Yes / No

Comment ……………………………………………………………………………………………….……………….

…………………………………………………………………………………………….………………….

………………………………………………………………………………………………………….…….




	SECTION 6 – EMPLOYEE RETURN TO WORK

Have you experienced any post natal problems? (e.g. post natal depression, etc)
………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………..
Do you require an Occupational Health Referral? Yes / No / N/A

Comments

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………
………………………………………………………………………………………………………………

Manager to apply date of referral to Occupational Health …………………………………………..
Do you anticipate requiring any specific provisions on your return to work? (e.g. facilities for expressing / storing milk?)
………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………..



	SECTION 7 – FOR COMPLETION BY LINE MANAGER (& others as may be necessary)
Recommended actions following discussions with new mother

………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………..
………………………………………………………………………………………………………….........
…………………………………………………………………………………………………………….....
……………………………………………………………………………………………………………..…
……………………………………………………………………………………………………………..…
……………………………………………………………………………………………………………..…………………………………………………………………………………………………………………..



Is there any thing else that could affect the health of a new or expectant mother, and/or their living or unborn child (or children)? 

(*Include on a separate piece of paper if necessary)
Manager’s signature …………………………………………………..
Employee’s signature …………………………………………………
Date ………………………………………………………………………
REVIEW THE ASSESSMENT AS MAY BE NECESSARY!
PAGE  
3
New & Expectant Mothers RA 20/05/09

