	Roster Home Care Ltd
Suite 118 & 122 Sackville Place

44-48 Magdalen Street – Norwich NR3 1JU
jenny.daynes@rosterhomecare.co.uk 



APPLICATION FORM

	APPLICATION for the post of:
	 
	Day or night work
No. of hours/week
	 

	To be returned to:
 Jenny Daynes 
	

	Surname  (Mr/Mrs/Miss)

National Insurance Number:
	Forenames
	Maiden Name

	Address for further communication

Tel Number
	Marital Status



	
	Nationality



	Are you registered under the Disabled Persons Act?


	Right to work in the UK

Do you need a work permit to work in the UK? Yes / No

	General Education:
 (use separate sheet if required)


	
	Further Education, Professional Qualifications, Degrees, Diplomas, etc, (including those being studied for)
	Year Obtained

	GCSE’s, CSE’s, O & A Levels
	
	Level
	Year Obtained
	
	
	
	

	
	
	
	
	
	
	

	

	Present employer’s Name and Address


	Present Employment; Job Title



	
	Grade



	Telephone Number

May we approach them for a reference?
	Present Pay



	Please give the Names and Addresses of three people from whom references may be obtained. Two to be in connection with your previous work history. And one to be personal reference.(but not related
	

	1.

May we approach them for a reference?
	2.


	May we approach them for a reference?
	

	3

May we approach them for a reference?


	Please complete with your FULL Employment history from leaving full time education

	Employer


	Post Held

	Dates



	Please give a brief description of your present work and any other information you may wish to add in support of this application.  (Including as appropriate, publications, academic prizes, attendance on specialist courses, community service, career intentions and experience.)



	Please give details of any disciplinary action against you (with dates) in space below

	DECLARATION
I CONFIRM THAT THE ABOVE STATEMENTS ARE TRUE AND CORRECT, AND UNDERSTAND THAT ANY MISREPRESENTATION WILL INVALIDATE MY APPLICATION.  I AM PREPARED TO UNDERGO A MEDICAL EXAMINATION IF REQUESTED AND CONFIRM THAT TO THE BEST OF MY KNOWLEDGE THERE ARE NO MEDICAL REASONS WHICH WOULD PREVENT ME FROM UNDERTAKING THE DUTIES OF THE POST.

	SIGNED:    ……………………………………………......
      DATE:   . . . . . . . . . . . . . . .                                                        


Supporting statement
Please tell us why you applied for this job and why you think you are the best person for the job.

	


Are there any dates when you will not be available for interview?

	


When can you start working for us?

	


Any booked Holidays or Dates you are unable to work up to 18th Dec 2022
	


Private and Confidential

Personal Declaration regarding Criminal Convictions
Name of Service:
Roster Home Care Ltd.
Name of Applicant:

Address:

Because of the nature of the work for which you are applying, this post is exempt from the provisions of Section 4 (2) of the Rehabilitation of Offenders Act 1974 by virtue of the Rehabilitation of Offenders Act 19974 (exemptions) Order 1975.  Applicants are, therefore, not entitled to withhold information about convictions which for other purposes are “spent” under the provisions of the Act and, in the event of employment, any failure to disclose such convictions could result in dismissal or disciplinary action by the Authority.  Any information given will be completely confidential and will be considered only in relation to an application for a position to which the Order applies.

I understand the position offered is exempt from the provisions of the Rehabilitation of Offenders Act 1974 (Exemptions) Order 1975 and is subject to disclosure under the Care Standards Act 2000

I declare that I do not, nor have ever possessed a criminal record, nor have I been subject to any conditional discharges, bind overs or cautions. 

	Date
	Offence
	Sentence

	
	
	

	
	
	

	
	
	

	
	
	


I declare the above information to be true and I understand that providing false information would lead to my employment being terminated immediately. 

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

Print Name………………………………………………………………………..

For office use only:

Date DBS check form given out:


Date DBS check form received back from employee:
Date disclosure received back:


Employment confirmed YES / NO
 - Date:

DECLARATION OF HEALTH FORM

Name__________________________Date of Birth_________________

Doctors Details 

Name

Address

Telephone Number

Do you suffer from any of the following? 

	
	Yes
	No
	If YES give details & dates

	Anxiety or depression requiring treatment
	
	
	

	Fainting Attacks
	
	
	

	Giddiness
	
	
	

	Epilepsy
	
	
	

	Mental Illness
	
	
	

	Colour Blindness
	
	
	

	Eye or visual problems
	
	
	

	Do you wear glasses or contact lenses
	
	
	

	Asthma
	
	
	

	Reoccurring chest infections
	
	
	

	Frequent throat or nose infections
	
	
	

	Chest pain, shortness of breath
	
	
	

	Heart problems
	
	
	

	Hay fever or allergies
	
	
	

	Varicose Veins
	
	
	

	Joint or muscle problems
	
	
	

	Back injury/backache
	
	
	

	Diabetes
	
	
	

	Rheumatism or rheumatic fever
	
	
	

	Skin problems
	
	
	

	Urine or bowel problems
	
	
	

	Infectious diseases: mumps, measles, German measles etc
	
	
	

	Digestive problems
	
	
	

	Hepatitis
	
	
	

	Dysentery
	
	
	

	Hernia or rupture
	
	
	

	Female Applicants Only

	
	
	

	Diseases of the reproductive systems; Fibroids, cysts etc 

	
	
	

	Menstrual /pre-menstrual/

Menopausal problems


	
	
	

	Have you ever had an operation:
Have you ever been injured

Upper limb, wrist, arm. elbow, shoulder, neck, lower or upper back problems 
	
	
	

	Have you had any Xrays
	
	
	


	Are you a registered disabled person?

Yes/No

If “Yes” what is your registered number and expiry date



	Have you ever been an in-patient in hospital, or consulted your GP during the last five years?

Yes/No

If “Yes” please give details


	Do you have any other illness that may affect your ability to carry out duties of the position applied for

Yes/No

If “Yes” please give details



	Are you taking any medication or drugs?

Yes/No

If “Yes” please give details



What was the date of your last immunisation against the following


	
	Date

	Polio
	

	Tetanus
	

	Rubella (German measles Anit-D Gamma Globulin
	

	Tuberculosis (BCG/Tyne/Mantoux)
	

	Hepatitis B
	

	Covid Vaccinations 
	

	Covid Booster
	


I have answered every question to the best of my knowledge and belief. I also agree to a medical examination by a nominated medical physician if required.
Signature                                                                           Date

This declaration of health is confidential and will be retained on your employment file.
Equal Opportunities/Disability 

Please tick the category below, which most resembles your ethic, make up. This is for monitoring purposes only in order to comply with our Equal Opportunities Policy.
	White (UK)


	White (Other European)
	Indian
	Pakistani
	Bangladeshi

	White Other
	Irish
	Black African
	Black Afro Caribbean
	Black other

	Asian (other)
	Asian

(East African origin)
	Chinese
	Mixed Parentage
	Other


Are you registered disabled? Yes / No





Write answer in box




If Yes, State your disability
	


This data will be recorded on Ethic & Disabled Discrimination Monitoring Forms, which will be reviewed on a yearly basis by the Manager to identify possible areas of exclusion or discrimination, based upon race or ethnicity.

Name……………………………………………

Signature……………………………………….

Date……………………










