ERNEST HEALTHCARE LTD
APPLICATION FOR TEMPORARY EMPLOYMENT

	PERSONAL DETAILS

	POST APPLIED FOR
	
	

	FIRST NAME(S)
	
	

	SURNAME
	
	

	DATE OF BIRTH
	
	

	GENDER (MALE/ FEMALE)
	
	

	NMC PIN NUMBER & EXPIRY DATE
	

	PART(S) REGISTERED NMC PIN
	

	NATIONALITY
	

	PASSPORT NO.
	

	NATIONAL INSURANCE NO.
	

	DO YOU NEED A VISA TO WORK
	

	FULL UK DRIVING LICENCE NO.
	

	FULL CURRENT ADDRESS
POSTCODE
	

	HOME TELEPHONE NO.
	

	MOBILE NO.
	

	WORK TELEPHONE NO.
	

	NEXT OF KIN

	RELATIONSHIP TO YOU
	

	FULL CURRENT ADDRESS
POSTCODE
	

	HOME TELEPHONE NO.
	

	MOBILE NO.
	

	WORK TELEPHONE NO.
	

	


	SECONDARY EDUCATION

	NAME OF SCHOOL
	FROM
	TO
	QUALIFICATION

	
	
	
	

	FURTHER EDUCATION

	UNIVERSITY / COLLEGE
	FROM
	TO
	QUALIFICATION /  RESULTS

	
	
	
	

	PROFESSIONAL EDUCATION

	AWARDING BODY
	FROM
	TO
	QUALIFICATION / AWARD

	
	
	
	

	CURRENT / MOST RECENT EMPLOYER

	NAME OF ORGANISATION
	

	CONTACT NAME
	

	FULL ADDRESS

	

	POSTCODE
	

	TELPHONE NUMBER
	

	FAX NUMBER
	

	YOUR POSITION IN THE ORGANISATION
	

	START DATE
	

	FINISH DATE
	

	REASON FOR LEAVING:

	


	EMPLOYMENT HISTORY

	NAME, FULL ADDRESS

& TELEPHONE NO. OF 

ORGANISATION
	POSITION HELD
	START DATE
	FINISH DATE
	REASON FOR LEAVING

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	HEALTHCARE TRAINING AND EXPERIENCE CHECK LIST

	COURSES ATTENDED
	YES
	NO
	DATES TRAINING UNDERTAKEN
	 TRAINING NEEDED

	
	
	
	
	YES
	NO

	Basic Life Support
	
	
	
	
	

	First Aid
	
	
	
	
	

	Infection Control
	
	
	
	
	

	Moving & Handling
	
	
	
	
	

	Manual Handling
	
	
	
	
	

	Food & Hygiene
	
	
	
	
	

	Fire Safety
	
	
	
	
	

	Topps Induction / Topps Foundation
	
	
	
	
	

	Protection of Vulnerable Adults(POVA)
	
	
	
	
	

	Prevention and Management of Aggression
	
	
	
	
	

	PERSONAL CARE
	YES
	NO
	MOBILITY
	YES
	NO

	Washing / Bathing
	
	
	Moving  / Transferring Clients
	
	

	Bed making (Occupied / Unoccupied)
	
	
	Use of Hoists
	
	

	Dental Care
	
	
	Use of walking aids/ Wheel chair
	
	

	Basic Nail care
	
	
	Observing safety issues and Procedures
	
	

	Shaving / Grooming
	
	
	Manual Handling instructions
	
	

	Dressing / Undressing
	
	
	
	
	

	TOILETING
	YES
	NO
	NUTRITION
	YES
	NO

	Changing a catheter bag
	
	
	Food and Hygiene knowledge
	
	

	Emptying a catheter bag
	
	
	Preparation of meals
	
	

	Monitoring bowel movement
	
	
	Knowledge of special diets
	
	

	Monitoring fluid output
	
	
	Monitoring fluid intake
	
	

	Assisting to / from toilet
	
	
	Assisting / Feeding a client/patient
	
	

	Use of urinals
	
	
	Monitoring for choking
	
	

	Observing privacy
	
	
	Artificial feeding
	
	

	Knowledge about constipation medication
	
	
	
	
	

	MENTAL HEALTH / LEARNING DISABILITIES
	YES
	NO
	GENERAL NURSING
	YES
	NO

	Supportive nursing observations
	
	
	Infection control
	
	

	Managing challenging  behaviours
	
	
	Risk assessments and management
	
	

	Security and Safety
	
	
	Temperature - observations
	
	

	Risk assessments and management
	
	
	Blood pressure observations
	
	

	Handovers and writing reports
	
	
	Pulse observations
	
	

	Epilepsy awareness
	
	
	Pressure area care
	
	

	Dealing with Autism
	
	
	Handovers and report writing
	
	

	Maintaining privacy and confidentiality
	
	
	Urine testing
	
	


	HEALTH DECLARATION

	GP NAME
	
	IMMUNISATIONS
	YES
	NO
	DATE COMPLETED

	SURGERY
	
	HEPATITIS B
	
	
	

	ADDRESS
	
	TUBERCULOSIS(BCG)
	
	
	

	
	
	TETANUS
	
	
	

	
	
	TYPHOID
	
	
	

	POSTCODE
	
	RUBELLA(GERMAN MEASLES)
	
	
	

	TEL NO.
	
	POLIOMYELITIS(POLIO)
	
	
	

	DO YOU SMOKE? IF YES HOW MANY DO YOU SMOKE PER DAY
	
	
	

	WHAT IS YOUR WEEKLY ALCHOL CONSUMPTION IN UNITS
	
	
	

	Have you ever had or suffered from any of the following condition(s) listed below?

Please provide honest and accurate information

	CONDITIONS
	YES
	NO
	IF YES, PLEASE GIVE DETAILS & DATES WHERE POSSIBLE

	Hay Fever or Sinus Trouble?
	
	
	

	Rheumatism or Arthritis?
	
	
	

	Any Back Injuries or Problem?
	
	
	

	Do you suffer regular headaches?
	
	
	

	Bladder or Kidney Trouble
	
	
	

	Allergies?
	
	
	

	Skin Trouble or Dermatitis
	
	
	

	Varicose veins
	
	
	

	Infectious/Communicable Disease
	
	
	

	Medical conditions that may affect your performance?
	
	
	

	Typhoid, Paratyphoid or Dysentery?
	
	
	

	Any illness, accidents, Operations in the past two years?
	
	
	

	Any physical disabilities, sight, or hearing problems?
	
	
	

	Depression, Mental illness or Nervous Breakdown?
	
	
	

	Chest pains, Heart condition or Blood pressure problems?
	
	
	

	Tuberculosis, Asthma, Bronchitis or chest complaints?
	
	
	

	Epilepsy, Fits, Fainting or

 Dizziness?
	
	
	

	Ulcers, Stomach problems, Bowel problems or Hernia?
	
	
	

	Diabetes, Thyroid or other Gland
Problems?
	
	
	

	SUPPORTING INFORMATION

	Signature                                                                                       Date


	

	OFFICIAL USE ONLY

 Signature                                                                                    Date

	BANK DETAILS

	Payment will be made directly into the bank or building Society Account via BACS System. Please make sure you use your own account details. The company will not accept third party bank details and will not be responsible for any disputes.



	ACCOUNT INFORMATION

	HOLDERS FULL NAME
	
	BANK’S  FULL  ADDRESS

	ACCOUNT NAME
	
	

	BANK NAME
	
	

	SORT CODE
	
	

	ACCOUNT NUMBER
	
	POSTCODE

	ROLL / REFERENCE NUMBER
	
	TELEPHONE NO.

	WORK REFERENCE

	Your first referee should only be your present employer or most recent employer, and in all cases, the contact name should be your line manager. Your second referee should be the previous employer before the most current employer. Ernest Healthcare Ltd will not accept friends, relatives and colleagues as referees.

	1ST REFEREE
	2ND REFEREE

	FIRST NAME
	
	FIRST NAME
	

	LAST NAME
	
	LAST NAME
	

	POSITION
	
	POSITION
	

	NAME OF ORGANISATION
	
	NAME OF ORGANISATION
	

	FULL  ADDRESS

POSTCODE
	
	FULL  ADDRESS

POSTCODE
	

	TELEPHONE
	
	TELEPHONE
	

	FAX
	
	FAX
	

	EMAIL
	
	EMAIL
	

	REHABILITATION OF OFFENDERS ACT

	Due to the nature of the work applied for, this post is exempt from the provisions of Section 4(2) of the Rehabilitation of Offenders Act 1974 Exemption Order 1975. Applications are therefore not entitled to withhold information about convictions which for other purposes are “Spent” under the provisions of this Act and in the event of employment, any failure to disclose such convictions could result in a disciplinary action. In accordance with the Care Quality Commission, it is mandatory for all applicants to have completed an enhanced DBS check with satisfactory results before any placements. Applications for this check can be made via your local office. 
Have you ever been convicted of a criminal offence or been made subject to any order, civil or criminal, made by a Court of Law, involving offences against a person, child or the handling of money?    YES / NO

If your answer is yes , please give details below:

	

	FULL NAME                                                                         SIGNATURE                                                          DATE

	WORKING TIMES REGULATION

	I MAY WISH TO WORK MORE THAN 48 HOURS PER WEEK                                  YES /  NO



	DECLARATION

	I can confirm that the information that I have provided in support of this application is completely true and I understand that knowingly to make a false statement for this purpose is a serious misconduct and could result in my application being void. I also understand that by accepting assignments from Ernest Healthcare Ltd, I am accepting the terms of engagement and the company’s policies and procedures. The appointment if offered will be subject to two satisfactory references, medical clearance, a satisfactory Enhanced DBS.

FULL NAME                                                                        SIGNATURE                                                   DATE


	EQUAL OPPORTUNTIES MONITORING FORM

	Ernest Healthcare Ltd is committed to promoting Equal opportunities in employment. We aim to try and ensure that no applicant or employee receives less  favourable treatment on the grounds of race, gender, sexual orientation, marital status, religion, age or disability.

NB.

In order that we can monitor this, could you please provide the following information below where applicable.



	I describe my ethnic origin as:



	A. WHITE

*BRITISH

*IRISH

*ANY OTHER WHITE BACKGROUND
	   B.MIXED

              *WHITE & BLACK CARIBBEAN

             *WHITE & BLACK AFRICAN

              *WHITE & ASIAN

              *ANY OTHER MIXED BACKGROUND

	C.  ASIAN OR ASIAN BRITISH

*INDIAN

*PAKISTAN

*BANGLADESHI

*ANY OTHER ASIAN BACKGROUND
	  D.   BLACK OR BLACK BRITISH

               *CARIBBEAN

                *AFRICAN

                *ANY OTHER BLACK BACKGROUND

	E.  OTHER ETHNIC GROUPS

*CHINESE

*OTHER (Specify) ………………………………
	   F.    GENDER

                 *MALE

                 *FEMALE

                 *OTHER (Specify)………………..……………

	       H.   AGE

               *16 - 19                *20 – 29

               *30 - 39                 *40 – 49

               *50 - 59                 *60+
	    G.   DISABILITY

           Do you consider yourself to have a disability?

                  *YES

                  *NO




