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Application for Employment

STRICTLY CONFIDENTIAL, PLEASE TYPE OR COMPLETE THIS FORM IN BLACK INK

	POSITION APPLIED FOR: Click here to enter text.

	DATE OF APPLICATION: Click here to enter text.



Personal Details

	TITLE: Click here to enter text.

	SURNAME: Click here to enter text.


	FIRST NAME(s): Click here to enter text.

	MAIDEN NAME (if applicable): Click here to enter text.


	ADDRESS: Click here to enter text.

	POSTCODE: Click here to enter text.


	HOME TELEPHONE NUMBER: Click here to enter text.

	WORK TELEPHONE NUMBER: Click here to enter text.


	MOBILE TELEPHONE NUMBER: Click here to enter text.

	E-MAIL ADDRESS: Click here to enter text.


	NATIONAL INSURANCE NUMBER: Click here to enter text.



Education

	SCHOOLS ATTENDED:


	EXAMINATIONS PASSED:


	YEAR OBTAINED:



	Click here to enter text.
	Click here to enter text.
	Click here to enter text.


	COLLEGE, UNIVERSITY, OTHER FURTHER EDUCATION AND TRAINING:


	DEGREES, AWARDS OR PROFFESIONAL QUALIFICATIONS:


	DATE OBTAINED:



	Click here to enter text.
	Click here to enter text.
	Click here to enter text.


Employment

	DATE FROM:


	DATE TO:


	EMPLOYERS NAME (most recent first):


	POSITION HELD AND DUTIES:


	SALARY:


	REASON FOR LEAVING:



	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.


Availability

	PERIOD OF NOTICE REQUIRED: Click here to enter text.

	DAYS AND HOURS AVAILABLE FOR WORK: Click here to enter text.


	DO YOU REQUIRE A WORK PERMIT:
☐ YES ☐ NO
	ARE YOU ELIGIBLE FOR EMPLOYMENT IN THE UK: ☐ YES ☐ NO

	DO YOU HOLD A CURRENT DRIVING LICENSE:
☐ YES ☐ NO
	DO YOU OWN A CAR: 
☐ YES ☐ NO


Knowledge, Skills and Experience

Please tell us why you would succeed in this position, setting out relevant knowledge, skills and experience you have gained from current / previous employment or voluntary / community work.

You should also provide any other information that may be of interest and relevant to the position.

Please describe your aspirations and ambitions. Please remember to address the criteria mentioned in the Job Description and / or Person Specification when completing your application.
(If necessary, you should continue on a separate sheet).

References

Please give the name and address of two referees, one of whom MUST be your present / most recent employer.

Referee 1

	NAME: Click here to enter text.


	POSITION: Click here to enter text.


	COMPANY NAME, ADDRESS AND TELEPHONE NUMBER: Click here to enter text.



Referee 2

	NAME: Click here to enter text.


	POSITION: Click here to enter text.


	COMPANY NAME, ADDRESS AND TELEPHONE NUMBER: Click here to enter text.



Other Information

	ARE YOU RELATED TO ANY EMPLOYEE OF THIS ORGANISATION: 
☐ YES ☐ NO 

	HAVE YOU APPLIED FOR ANY OTHER POST IN THIS ORGANSATION IN THE LAST YEAR: 
☐ YES ☐ NO


Additional Personal Details

Additional personal details, outside interests, leisure time activities and other personal information which you think may assist us in evaluating your application.
	Click here to enter text.


Health Screening

The appointment of any post at Carradice Care Limited is subject to satisfactory health screening. You will therefore be asked to complete a Declaration of Health and may be asked to undertake a medical examination if successful.

Please answer the following questions to the best of your ability. They are important to your future health. If the answer is YES to any question, please give appropriate details in the space provided including relevant dates, length of absence from work, etc…

HAVE YOU SUFFERED FROM ANY OF THE FOLLOWING? (details of which are on the following pages)

	ASTHMA OR HAY FEVER: 
☐ YES ☐ NO
Click here to enter text.
BRONCHITIS:
☐ YES ☐ NO

 Click here to enter text.
PNEUMONIA:
☐ YES ☐ NO

 Click here to enter text.
T.B:
☐ YES ☐ NO

 Click here to enter text.
RESPIRATORY / LUNG PROBLEMS:
☐ YES ☐ NO

 Click here to enter text.
ANY OTHER CHEST ILLNESS:
☐ YES ☐ NO

 Click here to enter text.

	DIABETES:
☐ YES ☐ NO

 Click here to enter text.
THYROID OR GLAND DISORDER:
☐ YES ☐ NO

 Click here to enter text.

	TENNIS OR GOLFER ELBOW:
☐ YES ☐ NO

 Click here to enter text.
TENOSYNOVITIS OR CARPET TUNNEL SYNDROME:
☐ YES ☐ NO

 Click here to enter text.
ANY OTHER REPETITIVE STRAIN INJURY:
☐ YES ☐ NO

 Click here to enter text.


	HEART DESIESE:
☐ YES ☐ NO

 Click here to enter text.
ANGINA:
☐ YES ☐ NO

 Click here to enter text.
RAISED BLOOD PRESSURE:
☐ YES ☐ NO

 Click here to enter text.

	MENTAL ILLNESS:
☐ YES ☐ NO

 Click here to enter text.
DEPRESSION:
☐ YES ☐ NO

 Click here to enter text.
STRESS OR NERVOUS PROBLEMS / DISORDERS:
☐ YES ☐ NO

 Click here to enter text.
EATING DISORDERS:
☐ YES ☐ NO

 Click here to enter text.
SELF HARM:
☐ YES ☐ NO

 Click here to enter text.

	ARTHRITIS:
☐ YES ☐ NO

 Click here to enter text.
RHEUMATISM OR OTHER JOINT PAIN:
☐ YES ☐ NO

 Click here to enter text.
SHOLDER / NECK PAIN:
☐ YES ☐ NO

 Click here to enter text.


	MIGRANE OR SEVERE HEADACHES:
☐ YES ☐ NO

 Click here to enter text.

	BACK PAIN:
☐ YES ☐ NO

 Click here to enter text.
SCIATICA:
☐ YES ☐ NO

 Click here to enter text.
BACK INJURY OR SLIP DISC:
☐ YES ☐ NO

 Click here to enter text.

	DESIESE OF NERVOUS SYSTEM (multiple sclerosis, stroke, Parkinson’s disease):
☐ YES ☐ NO

 Click here to enter text.


	FITS:
☐ YES ☐ NO

 Click here to enter text.
EPILEPSY:
☐ YES ☐ NO

 Click here to enter text.
FAINTS:
☐ YES ☐ NO

 Click here to enter text.
BLACKOUTS OR GIDDYNESS:
☐ YES ☐ NO

 Click here to enter text.

	PROBLEMS WITH BENDING / LIFTING:
☐ YES ☐ NO

 Click here to enter text.

	JAUNDICE:
☐ YES ☐ NO

 Click here to enter text.
HEPATITIS:
☐ YES ☐ NO

 Click here to enter text.
LIVER PROBLEMS OR ANY OTHER BLOOD DISORDERS:
☐ YES ☐ NO

 Click here to enter text.


	INDEGESTION:
☐ YES ☐ NO

 Click here to enter text.
DYSPEPSIA:
☐ YES ☐ NO

 Click here to enter text.
OTHER INTESTINAL OR BOWEL PROBLEMS:
☐ YES ☐ NO

 Click here to enter text.

	DERMATITIS:
☐ YES ☐ NO

 Click here to enter text.
ECZEMA OR OTHER SKIN COMPLAINT:
☐ YES ☐ NO

 Click here to enter text.

	DO YOU SUFFER FROM ANY ALLEGY OR ARE YOU SENSITIVE TO ANY MATERIAL:
☐ YES ☐ NO

 Click here to enter text.


	ARE YOU AT PRESENT UNDER MEDICAL SUPERVISION / TAKING ANY TABLETS / MEDICINES:
☐ YES ☐ NO

 Click here to enter text.

	HAVE YOU HAD ANY OPERATION, ILLNESS AND INFECTION OR SERIOUS INJURY NOT MENTIONED ALREADY (excluding childhood illness):
☐ YES ☐ NO

 Click here to enter text.

	HAVE YOU HAD ANY PROBLEM / INJURY OR DESIESE OF THE EYES / SIGHT OR DO YOU WEAR SPECTACLES / LENSES:
☐ YES ☐ NO

 Click here to enter text.



Immunisations

Have you had the following immunisations?

	T.B: ☐ YES ☐ NO 
	DATE AND DETAILS: Click here to enter text.


	TETANUS:

 ☐ YES ☐ NO 
	DATE AND DETAILS: Click here to enter text.


	HEPATITIS B 1st INJECTION:

 ☐ YES ☐ NO 
	DATE AND DETAILS: Click here to enter text.


	HEPATITIS B 2nd INJECTION:
☐ YES ☐ NO
	DATE AND DETAILS: Click here to enter text.


	HEPATITIS B 3rd INJECTION:
☐ YES ☐ NO 
	DATE AND DETAILS: Click here to enter text.


	HEPATITIS ANTIBODY LEVEL (if available): Click here to enter text.

	DATE AND DETAILS: Click here to enter text.


	HEPATITIS A:
☐ YES ☐ NO 
	DATE AND DETAILS: Click here to enter text.


	OTHER IMMUNISATIONS RECEIVED: Click here to enter text.



Rehabilitation of Offenders Act 1974 – Notice to Offenders

Because of the nature of the work involved, the post for which you are applying is exempt from Section 4(2) of the Rehabilitation of Offenders Act 1974 by virtue of the Rehabilitation Offenders Act (Exemption Order 1975). This means that you are not entitled to withhold information relating to any convictions you may have had.

	DO YOU HAVE ANY CONVICTIONS, REPRIMANDS OR INVESTIGATIONS:
☐ YES ☐ NO 


Any information should be given on a separate sheet and sent with this application form. This information will be treated as confidential and will not necessarily preclude you from employment.

Personal Statement

	DO YOU CONSIDER YOURSELF TO BE A DISABLED PERSON:
☐ YES ☐ NO

 (Definition:- “A physical or mental impairment which has a substantial and long-term adverse effect of your ability to carry out normal day to day activities”).



	WOULD YOU NEED ANY REASONABLE ADJUSTMENTS:
☐ YES ☐ NO 
	IF YES, PLEASE GIVE DETAILS: Click here to enter text.


	HAVE YOU EVER BEEN RETIRED FROM EMPLOYMENT ON THE GROUNDS OF ILL-HEALTH:
☐ YES ☐ NO


	IF YES, PLEASE GIVE DETAILS AND DATES: Click here to enter text.


	ARE YOU UNDER ANY HEALTH SURVEILLANCE:
☐ YES ☐ NO


	IF YES, PLEASE GIVE DETAILS: Click here to enter text.


	DO YOU HAVE ANY MEDICAL / HEALTH CONDITIONS WHICH WOULD PREVENT YOU CARRYING OUT YOUR ROLES AND RESPONSIBILITIES IN LINE WITH THE JOB DESCRIPTION AND PERSONAL SPECIFICATION: 
☐ YES ☐ NO


	IF YES, PLEASE GIVE DETAILS: Click here to enter text.


	PLEASE STATE HOW MANY DAYS YOU HAVE BEEN ABSCENT FROM WORK DUE TO SICKNESS / ILL HEALTH IN THE PAST 2 YEARS: Click here to enter text.



Application Declaration

I declare that the information given is correct to the best of my knowledge. I understand that omissions or false statements may disqualify me from employment or lead to dismissal. I give the employer the right to investigate all references.

	SIGNATURE: Click here to enter text.

	DATE: Click here to enter text.
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