           RELIANCE ULTIMATE CARE LIMITED
216 New John Street West, Birmingham, B19 3UA.
Mobile : 07388368439, 07946323734, 07459643236
APPLICATION FORM FOR HEALTH CARE ASSISTANT                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            
PERSONAL DETAILS   (Please complete in BLOCK CAPITALS)

PRIVATE & CONFIDENTIAL

	SURNAME:
	TITLE: Mr/Mrs/Miss/Ms/Other (Delete as applicable)

	FORENAME:
	MAIDEN NAME:

	ADDRESS:
	DATE OF BIRTH:

	
	NO. OF CHILDREN:

	                                        POSTCODE:
	TEL. NO. (WORK)

	TEL. NO. (HOME)
	MOBILE:

	COUNTRY OF ORIGIN:
	NATIONALITY:

	DO YOU HOLD A PASSPORT? YES/NO STATE WHICH:
	DO YOU HOLD A CURRENT DRIVING LICENCE? YES/NO

	DO YOU HOLD A WORK PERMIT? YES/NO
	DO YOU NEED A WORK PERMIT? YES/NO

	NATIONAL INSURANCE NO:
	NEAREST TUBE/BRITISH RAIL:

	NEXT OF KIN:
	TEL. NO.

	ADDRESS:

	                                                                                  POSTCODE:


EDUCATION/FORMAL TRAINING

	SCHOOL/COLLEGE/UNIVERSITY
	ADDRESS
	FROM
	TO
	COURSES/EXAMS

	
	
	
	
	

	
	
	
	
	


PROFESSIONAL/NURSING QUALIFICATIONS
	NVQ LEVEL:
	

	STUDENT NURSE:
	DATE STARTED:
	
	BRANCH:

	HCA TRAINING:
	YEARS OF EXPERIENCE:

	UNION MEMBERSHIP:
	MEMBERSHIP NO.


PROFESSIONAL DEVELOPMENT/COURSES ATTENDED

	TITLE OF COURSE
	ESTABLISHMENT/TRAINING CENTRE
	DATE

	MOVING & HANDLING


	
	

	BASIC LIFE SUPPORT/CPR


	
	

	FIRE PRECAUTION


	
	

	OTHER:


	
	


TYPES OF WORK

	NHS
	PRIVATE HOSP.
	HOMECARE
	INDUSTRY
	PRISON

	NURSING HOME
	RESIDENTIAL HOME
	OTHER:


AVAILABILITY

	FULL TIME
	PART TIME
	DAYS OFF
	WEEK-END
	FLEXIBLE

	NIGHT DUTY
	DAY DUTY
	FLEXIBLE
	
	


EMPLOYMENT RECORD (Please state all employment for the last 5 years, starting with the present/last position) 

	Name and address of employer
	From
	To
	Position held/Duties/Reason for leaving

	Present/Last Position


	
	
	

	Previous Position


	
	
	

	Previous Position


	
	
	


HEALTH DECLARATION (All applicants are required to complete this health declaration. Any positive answers will not necessarily adversely affect your application, but it will help us ascertain areas you would be most suited to work)

Have you ever had in your life, including childhood, any of the following?
	CONDITION
	YES
	NO
	DETAILS

	Are you in good health?
	
	
	

	Blood disorders e.g. anaemia
	
	
	

	Asthma/Respiratory problem
	
	
	

	Bronchitis, Pneumonia, Pleurisy
	
	
	

	Heart/Circulatory illness
	
	
	

	Hypertension
	
	
	

	Tuberculosis
	
	
	

	Diabetes
	
	
	

	Epilepsy/ Frequent fainting attacks
	
	
	

	Headaches/Migraines
	
	
	

	Hearing loss/Vision problems
	
	
	

	Psychiatric illness/anxiety/depression
	
	
	

	Dermatitis/Skin sensitivities/eczema
	
	
	

	Hepatitis/Jaundice
	
	
	

	Any allergies
	
	
	

	Back troubles
	
	
	

	Any contact with MRSA 
	
	
	

	Any major operations
	
	
	

	Any serious illness in the last year
	
	
	

	Are you receiving any treatment at present
	
	
	

	Date of last X’Ray
	
	
	

	Have you ever left an employment for health reasons
	
	
	

	Do you have any physical disabilities that could affect your ability to perform your duties
	
	
	

	Are you a Registered Disabled Person
	
	
	

	How much time have you lost from work due to illness in the last 2 years?
	
	
	

	Height
	Present Weight


	Name of GP

Address

Postcode                                                                            Tel. No.


IMMUNISATION/VACCINATION

	VACCINATION/IMMUNISATION
	RESULTS
	DATE

	Tuberculosis/BCG Vaccination
	
	

	TB Heaf Test
	
	

	Diphtheria/Polio/Whooping Cough
	
	

	Rubella/German Measles Vaccination
	
	

	Rubella Titre
	
	

	Tetanus Course/Booster
	
	

	Measles
	
	

	Hepatitis B Course/Booster


	
	1.

2.

3.

	Hepatitis B Antibody levels
	
	


REFERENCES (Please give the names, address ant telephone numbers of two people who we can approach for a professional reference, one of who must be your most recent employer)

	1. Name: -

Address: -

                                       Postcode

Tel. No.

Status/Title
	2. Name: -

Address: -

                                              Postcode

Tel. No.

Status/Title


DISCLOSURE OF INFORMATION   (Strictly Private & Confidential)

	REHABILITATION OF OFFENDERS ACT 1974 (EXCEPTIONS ORDER 1975)

Because of the nature of the work for which you are applying, the provisions of Section 4(2) of the above Act do not apply. You are therefore required to disclose information concerning convictions which for other purposes are ‘spent’ under the provisions of the Act. Any information given in this respect will be completely confidential and will be considered only in relation to this application. Failure to disclose any such convictions could result in dismissal.

Do you have any criminal convictions or pending criminal proceedings? YES/NO

If YES, please state nature of convictions and give dates: - …………………………………………………………

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

CRIMINAL RECORDS BUREAU (CRB). Nurses/Carers are required to have Enhanced Disclosure from the CRB before registering with HHES. If you have already applied, please provide the CRB Ref. No. ………………

If not, then prior to completing this application form, you must telephone the CRB on 0870 9090811 to instigate an Enhanced Disclosure. This will cost you £45.00 which shall be pay in your first payment


DECLARATION

	I declare that the information given above is, to the best of my knowledge, true. I hereby certify that there are no UK Immigration Control Restrictions currently preventing me from working. I have read, understood and agree to the conditions of work for temporary nurses and carers, of which I have been given a copy and agree to comply with the current Health & Safety at Work Act. I understand that my registration is subject to satisfactory references and health check. I undertake to inform you should I be convicted of any offence in the future. I undertake to inform you immediately if I am engaged through your introduction, including the offer of permanent employment following a temporary assignment. I also acknowledge that this information may form the basis of a computerised personnel system to which I will have access as determined by the DATA Protection Act 1984.

I agree to respect the confidentiality of patients/clients and any other information I may have access to at all times

PROFESSIONAL INDEMNITY (MALPRACTICE) INSURANCE FOR QUALIFIED NURSES, HEALTH CARE ASSISTANTS, CARERS AND SUPPORT WORKERS.

Contribution to the scheme is compulsory and a small charge (currently £2.50 per week) is automatically deducted from your payment. Under the terms of the scheme you are covered for negligence claims arising out of malpractice to a maximum of £5,000,000.00. A copy of the Policy is available for inspection.

I agree to this deduction from my payment.

APPLICANT’S SIGNATURE: …………………………………………………… DATE: ……………………..


OFFICE USE ONLY

REFERENCES

	1. WRITTEN REFERENCE SENT DATE:
	DATE RECEIVED:
	RESULTS:

	2. WRITTEN REFERENCE SENT DATE:
	DATE RECEIVED:
	RESULTS:

	TELEPHONE REFERENCES:
	1.
	2.


INTERVIEW

	COPY OF PASSPORT 
	COPY OF WORK PERMIT
	CRB REF.

	TERMS & CONDITIONS
	2 PASSPORT PICTURES
	TIMESHEETS GIVEN

	ID CARD GIVEN
	BANK DETAILS
	P45/P46

	UNIFORM:
	HANDBOOK
	FIRE PRECAUTION

	MOVING & HANDLING
	CPR
	OTHER.


	COMMENTS

Recommended for registration. Yes …………………… Pending …………………. No ……………

Reason. ………………………………………………………………………………………………….

I confirm that I have interviewed this worker and the appropriate comments made above regarding his/her registration with RNA.

Signature …………………………… Name …………………………………… Date ………….…….




PERFORMANCE REVIEWS/COURSES

	COURSE/TRAINING
	DATE
	COURSE/TRAINING
	DATE

	INDUCTION
	
	BASIC LIFE SUPPORT
	

	APPRAISAL - 1
	
	MOVING & HANDLING
	

	APPRAISAL - 2
	
	FIRE PRECAUTION
	

	APPRAISAL - 3
	
	
	

	APPRAISAL - 4
	
	
	

	APPRAISAL - 5
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


EQUAL OPPORTUNITY IN EMPLOYMENT

	STATEMENT

RELIANCE ULTIMATE CARE LIMITED is committed to establishing and developing equal opportunities in employment. RNA aims to ensure that there is no discrimination (direct or indirect) against a person on the grounds of disability, race, creed, colour, nationality, ethnic origin, sex, marital status or sexual orientation when selecting, recruiting, training and/or promoting staff.

In promoting its Equal Opportunities Policy, RNA will try to meet in full the legal requirements placed on it by the Race Relations Act 1976, the Sex Discrimination Act 1975, the measures relating to the employment of disabled people and codes of practice now in force.

MONITORING

For the policy to be effective and to help areas where positive action may be necessary, detailed monitoring must take place. This means RNA needs to collect information on the applicants’ ethnic origin, marital status and any disability they might have.

This information is for monitoring purposes only and will be treated in the strictest of confidence. This sheet will be separated from the application form before interview takes place.
PLEASE COMPLETE AND RETURN WITH APPLICATION FORM

Application for post of …………………………………………… Grade: ……………………………….

1. Ethnic Origin. Ethnic origin does not mean nationality, but is normally defined in relation to a people or culture with which a person’s forebears are most strongly identified. Please read below and tick appropriate box.

African                                          Chinese                                    Greek Cypriot

             Caribbean                                      Filipino                                    Turkish Cypriot

             Asian                                             UK                                           Irish

             East African Asian                        EEC European                         Other European

                                                                    (except UK)

2. My sex is:                          Male                              Female

3. My marital status is:   Single     Married      Divorced       Widowed         Separated

4. I am between the ages of:

16 – 20                 21 – 25                26 – 30                  31 – 35                   36 - 40

             41- 45                   46 – 50                51 – 55                  56 – 60                    61 – 65

      5.   Disabled person                Yes                      No                  Registration No. …………………………….

6. Surname ………………………………… Forename ………………………….. Title ………………….

7. Address ……………………………………………………………………………………………………

……………………………………………………………………….. Postcode ………………………...

Signed ……………………………………………………………….. Date ……………………………..
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1

