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Description automatically generated]PREGNANT EMPLOYEE MEDICAL CLEARANCE
	Name of employee
	

	Position at the Service
	



	JOB ROLES AND RESPONSIBILITIES 
	DOCTORS COMMENTS REGARDING 
FITNESS FOR WORK 

	Please discuss with the employee which of the following key duties you consider she is unfit/unable to perform or require reviewing or alternate duties to be provided during pregnancy.

	Manual handling duties include:
Carrying heavy items/ children; setting up/moving large equipment. 
	


	Close contact and care of children includes:   
· supporting children’s hygiene and toileting
· kneeling
· bending
· exposure to communicable diseases
· applying first aid
· care of distressed children (displaying aggressive behaviour) who may kick out & injure the care giver
	

	Maintaining a clean hygienic environment:
· cleaning up spills
· disinfecting surfaces
· current hours of work
	



	IMMUNISATION/IMMUNITY

	Rubella 
	Yes  ☐   No  ☐
	Chicken Pox 
	Yes  ☐   No  ☐

	Measles 
	Yes  ☐   No  ☐
	Cytomegalovirus (CMV)
	Yes  ☐   No  ☐

	Varicella (Chicken pox)
	Yes  ☐   No  ☐
	Pertussis (Whooping cough)
	Yes  ☐   No  ☐



	I have completed this form in consultation with the employee. I am aware that the information provided will be used by the employer to make necessary adjustments to the employee’s work at the Service.

	Medical practitioner name
	
	Date
	

	Medical practitioner signature
	



ALTERNATIVE DUTIES AND/OR MODIFICATIONS TO WORK ENVIRONMENT FOR PREGNANT EMPLOYEES

	Name of employee
	

	Position 
	

	Alternative duties to be implemented for date
	____/____/20___
	To
	____/____/20___



	MEDICAL SPECIALIST TO COMPLETE

	Please provide medical advice regarding the employee’s ability to perform each of the duties described below by indicating (Yes/No). Please provide additional comments if required.

	DUTY
	DUTY DESCRIPTION
	YES
	NO

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	

	7
	
	
	

	8
	
	
	

	9
	
	
	

	10
	
	
	



	MEDICAL PRACTITIONER COMMENTS

	










	MODIFICATIONS TO THE WORK ENVIRONMENT

	










	MEDICAL DOCUMENTATION / CERTIFICATION

	Medical documentation/certification provided by employee during meeting
	Yes   ☐   No    ☐



	APPROVAL AND SUPPORT OF ALL PARTIES

	Employee name
	
	Date
	

	Employee signature
	


The Akidamy School of Early Learning




1
	
	Nominated supervisor name
	
	Date
	

	Nominated supervisor signature 
	



	Medical practitioner name
	
	Date
	

	Medical practitioner signature
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