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	SELF DECLARATION OF MEDICATION USE
RECORD



	WORKERS NAME
	
	DATE
	

	EMPLOYED BY
	
	TIME
	

	OCCUPATION / 
NATURE OF WORK
	

	LOCATION
	



	RAIL WORK

	Is the work safety critical?
	☐  NO
	☐  YES
	

	Do you hold a Safe Working Card? (PO)  
	☐  NO
	☐  YES
	If “YES”, provide the number:



	MEDICATION

	Name of medication
	

	Chemical content 
(if known)
	

	Source of Medication
	☐  Doctor / Dentist
	☐  Chemist / Pharmacy
	☐  Shop bought

	Dosage recommended
(Number per day / hours)
	

	Dosage last consumed
	Number
	Date
	Time

	Did you inform the Doctor/Pharmacist that you work on a railway, operate plant / on track machinery?
	☐  NO
	☐  YES

	Did you tell the Doctor/Pharmacist the nature of your work?
	☐  NO
	☐  YES

	Did the Doctor/Pharmacist give advice on the adverse effects of the medication?
	☐  NO
	☐  YES

	If “YES”, what was the advice?
	

	If “NO”, Did you request any further information?
	☐  NO    ☐  YES – Provide details :



	SUPERVISOR / MANAGER RECOMMENDATIONS / WORKING RESTRICTIONS

	



	SUPERVISORS NAME
	
	SIGNATURE
	

	POSITION TITLE
	
	DATE
	

	WORKERS NAME
	
	SIGNATURE
	

	
	
	DATE
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