HENRIT HEALTH CARE

APPLICATION FORM

Title (Mr/Mrs/Miss/Ms/other): ___ Surname: Forename(s):
Address:

Postcode:

Telephone: Private: Business: Mobile:

E-mail address:

Date of Birth: Passport Number:
National Insurance No. Nationality
Do you hold a current full UK driving license? YES NO

Henrit HealthCare does not employ any nurse requiring a work permit.

Do you need a permit to work in the UK? YES: NO:
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Name

Relationship to you

Address (including postcode)

Postcode

Daytime phone number Mobile phone number

Please provide details of all employment, beginning with your present or most recent job first

Present Employer Salary Position(s)
DATES

Reason for leaving
Held

From To
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JOB FLEXIBILITY

Prepared to work: FULL-TIME: PART-TIME: SHIFTS:

If PART-TIME please indicate preferred hours:

Details of any other work which you will continue to undertake if you are offered this Job Position:

Please provide details of any outstanding holidays to be taken:

AVAILABLE TO TAKE UP EMPLOYMENT FROM:

EXPERIENCE (please tick where applicable)

Care of Elderly

Bed Bathing

Personal Dressing

Feeding

Use of Hoists

Learning Disabilities

OoOoo0o0omQ

Care Plans

Catheter Care

Incident Reporting

Residential Care

Nursing Home

Mental Health

OO0 odo

Movement and handling

Observing

Preparing Meals

Food Handling

Report Writing

Personal Hygiene

oo 4dogo
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e oo

Month/Year
taken

Subject/Course Taken Level Length of course | Place of Study Qualification achieved

oRorESOMMLMEMRBESWP

Organization Level of membership Registration no Pin no Expiry date

'PROFESSIONALCONDUCT

Havethere been any proceedings of medical negligence or professional misconduct against youand haveyou everbeen

l:l YES D NO

suspended or dismissed?

If“YES” pleasesupplydetails:

BANKACCOUNTDETAILS

We pay your wages directly into a bank account.
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Name of bank

Branch name

Account holder name Address

Postcode

Sort code

Account number
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REFERENCES

Please provide details of 2 referees who we may approach with regards to this Job Application. These referees must not be members of your|
family, and one must be your present or most recent employer:

1. Name:

Address:

Telephone Number:

Occupation:

Email address

What was your professional relationship with this person?

2. Name:

Address:

Telephone Number:

Occupation:

Email address

What was your professional relationship with this person?

It is a statutory requirement that all employers in the United Kingdom make all potential employees fill out a health assessment form and make
arrangements for the required vaccinations to be given as required. All information supplied will be stored in accordance with the Data Protection

Act 1998.
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Your answers to the following questions are confidential and will not be disclosed to anyone without your written consent.
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All Health Care workers have both an ethical and legal duty to protect the health and safety of their patients.

If you answer YES to any of these questions please give detail and, if you do not understand a question please ask the recruitment manager.

Name of your General Practitioner GP:

Address:

Post Code: Telephone Number (Inc Area Code):
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Have you had a BCG (TB) VACCINATION YES NO
Don’t Know O

YES NO
What is your HEIight? ....cooeiiiiieieee e
What is your Weight? .......ooiiiiiiiieee et
How many days and on how many occasions have you been absent from work in the last 2 years and for what| YES NO
reason?
Have you been abroad outside of the United Kingdom in last 12 months? YES NO
Are you immune to Rubella (German measles)? YES NO
Are you immune to Varicella (Chicken Pox)? YES NO
Have you been vaccinated against Tetanus YES NO
Have you been vaccinated against Polio? YES NO
Have you been vaccinated against Hepatitis B? YES NO
Have you completed a health questionnaire for this Occupational health service before? If YES NO
your answer is yes, what job was this for?
Do you suffer from diabetes? YES NO
If ‘yes’ is it under control and your blood sugar stable? YES NO
Does it require treatment with insulin injections on a strict timetable? YES NO
Do you suffer from any heart disease/problems or circulatory disorders i.e. angina, high blood pressure YES NO
If “yes” does this affect your physical stamina in any way? YES NO
Do you suffer from any stomach or intestinal disorder i.e. ulcers, irritable bowel? YES NO
Do you get frequent indigestion, heartburn or belching? YES NO
Do you have any condition where the timing of meals is particularly important or on a special diet? YES NO
Do you suffer from any medical condition affecting your sleep or sleep disorders? YES NO
Do you have asthma, bronchitis or any chronic chest disorder? YES NO
Are you having any problems at present? YES NO
Does your condition cause symptoms that are particularly troublesome i.e. short of breath, wheezing, coughing| YES NO
bouts?
Do you suffer from depression, “Stress”, nervous disorders or other mental illnesses or had drug or alcohol| YES NO
addiction? (Please state which)
Please state your weekly:- Alcohol intake YES NO
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Tobacco/Cigarette consumption YES NO
Do you have any condition requiring regular medication at strict times eg epilepsy, thyroid disease? Please give| YES NO
details of times and what medication you take.
Do you have any other medical condition not mentioned above? YES NO

If your answer is yes, please state What? .........ccceviiieninieiineeeceesee et
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Do you have any other health conditions/health problems that may affect your ability to do night work? YES NO

Do you consider yourself to have a disability that may affect your ability to do your job? YES NO

Do you have any other condition or health problem that the Occupational Health Unit should be made aware of YES NO
or you want advice about?

Are you currently receiving any treatment from your G.P., Osteopath, homeopath, chiropractor or any other health | YES NO
professional (please state who)?

Are you taking any prescribed medication YES NO
Have you previously worked night duty? YES NO
When? How long for? YES NO

Have you been retired from a previous job on the grounds of Il health?
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It is my understanding that all the information given above is to the best of my knowledge true and wilfully giving any information that | know to be untrue could result
in disciplinary action or termination of my contract.

Name (Please Print):

Signature:

Date:

Henrit Health Care Limited operates an equal opportunities policy aimed at giving everyone the same privileges and opportuniti es. All employees
Ethnic Origin (please indicate by a tick in the appropriate box)

'White Mixed Black or Black British
|_|Briti5h |_|White and Black Caribbean |_k2aribbean

|:|I rish |:|White and Black African Dt\frican

|:|Any other white background |:|\Nhite and Asian Dt\ny other black background

[Jany other mixed background

Asian or Asian British Other Ethnic groups Not Stated
[ Iritish [ khinese [ Not stated
|:|Pakistan'| Dl-\ny other mixed background D do not wish to disclose my ethnic group

I:Pangladeshi

Er\ny other Asian background

will be judged on their capabilities rather than gender, race, religious or political beliefs. At Henrit HealthCare, we will take seriously any complaints
or allegations of discrimination in any form against any of our staff or clients. We will investigate and notify authorities and take appropriate action
where necessary. The questions are designed in helping us to monitor our workforce and implement any way possible to allow us to be a

representative of the community as a whole by targeting any deprived or misrepresented groups. Please take a few moments to fill in the
information required below.
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IMPORTANT NOTE:
The information in this section will be disclosed to the Recruiting Manager if you are short listed for interview. Under the Disability Discrimination

Act 1995, a person has a disability if he or she has a physical or mental impairment which has a substantial and long-term adverse effect on his or
her ability to carry out normal day-to-day activities

Do you consider yourself to have a disability? YESONO O
If YES, what is your condition?
Does the nature of your disability lead you to require any special equipment/ facilities etc. in your workplace? YESONO O
If YES, what is required?
Are you registered disabled? YESONO O
If yes what is your registration NUMDET: .......cvii it eeae e e e aae e e aees

YESONO O

Are you disabled but not registered?
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