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Please complete this form in BLOCK CAPITALS and in black ink.

Position Applied for: 



           

Date: 





FOR OFFICE USE ONLY
	Date Received:

	References Requested: (5 years)

	(10 years)


	Application form screened:

	References Received:   (5 years)

	(10 years)


	First Interview:

	Medical Clearance:


	Second Interview:

	Offered:


	Rejected:


	Accepted:



PERSONAL INFORMATION:
Surname: 





Dr/Mr/Mrs/Miss/Ms: 





Forename(s): 













Address for further correspondence: 










Post Code: 




Tel. No.: 







Permanent Address (if different from above): 









Post Code: 





Tel. No.: 






Day/Work Tel. No.: 




Mobile No.: 






Languages spoken fluently: 











National Insurance No.: 




Date of Birth: 





Do you hold a full and valid driving licence?
YES  (

NO  (
Details of Current Endorsements (if any): 








Do you have daily use of a vehicle?  
YES  (

NO  (


Do you require a work permit or visa? 
YES  (

NO  (
If yes, which type? 




All employees will be required to provide proof of identification and ability to work in the United Kingdom prior to commencing employment with the Company.

EDUCATION AND TRAINING: (most recent first)

	Date: From-To
	Name of School/College/University
	Degree/Qualifications Obtained

	
	
	

	
	
	

	
	
	

	
	
	


Any other relevant courses/training: 










Training Establishment: 






Date: 




If additional space is needed, please attach another sheet.

CAREER HISTORY:
The screening process requires that we are able to verify your personal employment history for a period of ten years or to the date of leaving school.  Please give all details of your employment/educational history, including your reasons for leaving e.g. redundancy, resigned, dismissed etc. (these reasons will be verified) and details of periods of self-employment and military service. For any period of unemployment, give the address of the benefit office to which you reported and the dates.   If you were unemployed/unregistered please supply details of what you were doing.   Start with your PRESENT/MOST RECENT Employer and work backwards.   (Please provide details if you were known by any different name throughout your employment).
Please list the positions you have held in reverse chronological order, listing your current or most recent job first. 

	 Date: 

From -To
	Employers Name and Address
	Position Title & Responsibilities
	Salary
	Reason for Leaving

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


If additional space is needed, please attach another sheet.

	RELEVANT EXPERIENCE:

Please describe, in brief, any relevant experience to support your application, and how this might help you to fulfill this role (continue on a separate sheet if necessary).




	RELEVANT QUALIFICATIONS:

Please provide details of any relevant qualifications (continue on a separate sheet if necessary).



	INTERESTS AND HOBBIES:

Please describe any interests or hobbies that you have (continue on a separate sheet if necessary).



	

	REFERENCES:
PROFESSIONAL / EMPLOYMENT Please provide the names of TWO referees who are known to you in an employment/professional relationship.  You should include your immediate supervisor at your last employment.

	
	

	1. Name: 





	2. Name: 






	
	

	   Position:





	   Position:






	
	

	   Address: 





	   Address: 






	
	

	






	







	
	

	






	







	
	

	   Tel No.: 





	   Tel No.: 






	
	

	If you are selected for interview, we may contact your referee prior to interview. If you do not wish us to do so please tick here     (
	If you are selected for interview, we may contact your referee prior to interview. If you do not wish us to do so please tick here     (

	
	

	
	

	PERSONAL Please also provide the names of TWO referees who are known to you in a personal capacity but are NOT related to you.

	
	

	1. Name: 





	2. Name: 






	
	

	   Position:





	   Position:






	
	

	   Address: 





	   Address: 






	
	

	






	







	
	

	






	







	
	

	   Tel No.: 





	   Tel No.: 






	
	

	If you are selected for interview, we may contact your referee prior to interview. If you do not wish us to do so please tick here     (
	If you are selected for interview, we may contact your referee prior to interview. If you do not wish us to do so please tick here     (


DISABILITY DETAILS:
Do you have a mental or physical disability: 

YES  (

NO  (
If YES, Please give details:

What adjustments (if any) need to be made to the working environment to accommodate your disability? 

How many days have you been absent due to sickness in the last two years? 



CRIMINAL RECORD:
The provisions relating to the non-disclosure of criminal convictions, cautions, reprimands, warnings do not apply to the position you are applying for.  You must therefore disclose any criminal convictions, cautions, reprimands, or warnings even if under the Rehabilitation of Offenders Act 1974 they would otherwise be regarded as spent. In the event of employment, any failure to disclose such information, however long ago they occurred could result in disciplinary action or dismissal by the company.

Have you been convicted of a criminal offence at any time? 

YES  (

NO  (
 

If yes, please give details of the conviction(s) and the date(s).

ADDITIONAL INFORMATION:
Please indicate your availability and the number of hours you wish to work (i.e. 20 hours per week)

Are you available to work nights? 

YES  (

NO  (
If yes, please state which days of the week? 









What is the notice period you are required to give your current employer? 





Please add any additional information you feel will aid your application. Discuss your reasons for applying to Absolute Care, special skills you have, and your career hopes and aspirations.  This should be handwritten on a separate sheet of paper.

I understand that the appointment, if offered, will be subject to the information given on this form being correct. I also understand that the appointment may be subject to a satisfactory medical questionnaire and/or medical examination and confirm that to the best of my knowledge there are no medical or physical reasons which would prevent me from undertaking the duties of the post.

Signature: 







Date: 





Absolute Care (Wales) Ltd is an Equal Opportunities Employer

EQUAL OPPORTUNITIES FORM
Absolute Care (Wales) Ltd is committed to developing positive policies to promote equal opportunities in employment and prohibiting unfair discrimination.
To ensure that these policies are carried out, and for no other reason, you are requested to voluntarily complete this section along with your application for employment. Whilst we seek your co-operation in providing this confidential information, it will in no way prejudice your application if you do not wish to complete this information.

	Name:
	
	Position Applied For:
	
	

	
	
	
	
	


	1. Gender: 
	Female  (
	Male  (


	2. Age:
	
	Date of Birth:
	
	

	
	
	
	
	


	3. Ethnic
	A. White
	British
	(
	B. Mixed
	White & Black Caribbean
	(
	

	Origin
	
	Irish
	(
	
	White & Black Africa
	(
	

	
	
	Other 
	(
	
	White & Asian
	(
	

	(Please tick
	
	(Please specify)
	
	
	Other 
	(
	

	one box)
	
	
	
	
	(Please specify)
	
	

	
	
	
	
	
	
	
	

	
	C. Asian or 
	Indian
	(
	D. Black or
	Caribbean
	(
	

	
	Asian 
	Pakistani
	(
	Black 
	African
	(
	

	
	British
	Bangladeshi
	(
	British
	British
	(
	

	
	
	Other
	(
	
	Other
	(
	

	
	
	(Please specify)
	
	
	(Please specify)
	
	

	
	
	
	
	

	
	E. Chinese
	Chinese
	(
	

	
	or Other
	Other
	(
	

	
	
	(Please specify)
	
	

	
	
	
	
	


	4. Religion
	None   
	(
	Christian
	(
	Buddhist
	(
	Hindu
	(
	Jewish
	(
	

	
	Muslim
	(
	Sikh
	(
	Not stated
	(
	Other
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


	5. Nationality:
	
	

	
	
	


	6. Job Advertisement:
	I heard about this job through:
	

	
	
	
	
	
	

	
	Absolute Care Website
	(
	
	
	

	
	Other Website
	(
	Website Name: 
	
	

	
	Advert
	(
	Title of Publication:
	
	

	
	Other
	(
	Please describe:
	
	

	
	
	
	
	
	


THANK YOU FOR YOUR CO-OPERATION
HEALTH QUESTIONNAIRE

NAME: (Print) 






DATE OF BIRTH: 




	Please answer all the questions 

Have you ever suffered from any of the following:
	YES
	NO
	Additional information to ‘Yes’ response

	Tuberculosis, asthma, hay fever, bronchitis, chest complaints or chronic sore throats?
	
	
	

	Chest pain, heart condition or raised blood pressure
	
	
	

	Epilepsy, fits, attacks of giddiness, migraine
	
	
	

	Depression, mental illness or nervous breakdown
	
	
	

	Diabetes, thyroid or other gland trouble
	
	
	

	Dermatitis, skin sensitivity (allergies), psoriasis, or eczema
	
	
	

	Back injury, back problems or back pain
	
	
	

	Gastric problems, ulcers, irritable bowl syndrome?
	
	
	

	Varicose Veins, circulatory problems
	
	
	

	Poor eyesight, do you wear glasses/contact lenses?
	
	
	

	Hearing problems, ear infections
	
	
	

	Have you any reason to believe you may be infected by any communicable disease?  
	
	
	

	Have you ever had Salmonella or food poisoning?
	
	
	

	Have you suffered from / come into contact with Hepatitis B?
	
	
	

	Have you recently resided outside the UK?
	
	
	

	Are you currently receiving any treatment or medication?
	
	
	

	Have you ever had any major operations or illnesses?
	
	
	

	How many days have you been absent due to sickness in the last two years?
	

	Are you or have you been in receipt of a disability pension?
	
	
	

	Are you registered under the Disabled Persons Act?
	
	
	

	Have you ever been deemed unfit for any reason?
	
	
	

	Do you smoke?
	
	
	

	What is your height and weight?
	Height: _____________         Weight: _____________

	How many units of alcohol do you drink per week? 

(1 unit = ( pint beer = 1 glass wine = 1 single whisky)
	Number of Units per week:


	Have you ever been vaccinated or tested for / against any of the following?



	Types of Immunisation
	Yes
	No
	Date/Results

	Tetanus
	
	
	

	Diphtheria Schick Test
	
	
	

	Rubella (German Measles)
	
	
	

	Poliomyelitis
	
	
	

	Hepatitis B
	
	
	

	Antibodies Date of Result
	
	
	

	Tuberculosis BCG
	
	
	


	I ______________________________ give permission to Absolute Care (Wales) Ltd to contact my GP for 
clarification or further information on my health status if required.

	Name of GP: _________________________________________________ 
Address:_______________________________________________________________________________
______________________________________________________________________________________
____________________________________               Tel No.: ___________________________________




	For night shift /sleep-over shift workers only:

Have you worked night shifts / sleepover shifts in the past year? 

YES  (

NO  (

      


What type of work was this? _________________________________________________________

How long have you been working night shifts / sleepover shifts? _______________________________

Have you ever suffered health problems directly related to 
working night shifts / sleepover shifts? 
                                                      YES  (
              NO  (
If ‘Yes’, please give details ______________________________________________________________________________________

	


	I declare that all the statements above are true and complete to the best of my knowledge and belief.

Signed ________________________________________________________ 
Date ____________________________




	Statement on Fitness for Work: Official Use Only
Date of Assessment: ______________________________          Annual Review due:_________________________________

Assessment Undertaken by: _________________________________ Qualifications: __________________________________
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