WELTON HEALTH CENTRE

APPLICATION FORM

ADMINISTRATIVE ASSISTANT
20 HOURS OVER 5 DAYS
WELTON HEALTH CENTRE

APPLICATION FOR EMPLOYMENT

Please complete this form in black ink.  Please note that the information you provide on this application form will be used solely for the purpose of recruitment.

Application for the post of: 
ADMINISTRATIVE ASSISTANT
Closing Date: 6th December 2021
1. PERSONAL DETAILS

FULL NAME:  ___________________________________________

ADDRESS: ______________________________________________

HOME TELEPHONE NUMBER: ______________________________

MOBILE: ________________________________

EMAIL ADDRESS: ________________________________________

2. EDUCATION, PROFESSIONAL QUALIFICATIONS

Include in this section all relevant qualifications i.e. general, vocational, professional etc. Indicate subject currently being studied for with an asterisk.

	Subject / Qualification
	Year
	Place of Study
	Result

	 


	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 


	 
	 
	 

	
	 
	 
	 

	
	
	
	
	
	
	
	

	
	
	
	


Please continue on a separate sheet if necessary. 
3. PRESENT EMPLOYER

	Name/Address
	Post/ Title/ Hours
	Grade/Salary/ Benefits
	From
	To

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Period of Notice required ___________________ Week(s) / Month(s)

4. PREVIOUS EMPLOYMENT

Start with the most recent employment, covering a period of not more than 10 years, where appropriate. 

	Employer Name and Address
	Post
	From
	To
	Reason for leaving

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please continue on a separate sheet if necessary

5. SUPPORTING INFORMATION

Please give here any further information in support of this application. This may include relevant skills, knowledge, experience, training, voluntary activities and interests etc.

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


6. DO YOU HAVE A DISABILITY?      YES / NO

This information is required for the short listing process. We aim to offer an interview to all applicants with a disability who meet the minimum criteria for a job vacancy, and consider them on their abilities.
7.       ARE YOU IN GOOD HEALTH?

YES / NO
  
Please give number of days sick leave in the last 12 months:   __________ DAYS.

Please give number of episodes you have been off sick in the last 12 months:   

__________________ EPISODES.

8.        ARE YOU A MEMBER OF ANY TYPE OF NHS PENSION?

YES / NO
9. REHABILITATION OF OFFENDERS – you are asked to note the following paragraph carefully.

	Because of the nature of the work for which you are applying this post may be exempt from the provisions of Section 4 (2) of the Rehabilitation of Offenders Act 1974, by virtue of the Rehabilitation of Offenders Act (Exemptions) Order 1975 as amended. Certain posts, where the post holder has access to patients in the course of their normal duties, are subject to vetting by the Criminal Records Bureau. The Practice adheres to the CRB Code of Practice which is available on request.

Do you have any criminal convictions, cautions or bind-overs? 

YES / NO (if YES please provide details on a separate sheet of paper and attach in a sealed envelope marked for the attention of the Practice Manager). Any information given will be completely confidential.

I have read the above statement and understand it.

Signed: _____________________________ (Applicant)  

 Date: _____________________




10. IMMIGRATION REGULATIONS

Do you hold a work permit for your current post?


YES / NO

Will you require a work permit or renewal for this post?

YES / NO

11. DRIVING LICENCE
Do you hold a current full driving licence?



YES / NO

Do you have daily use of a car?





YES / NO
12. REFERENCES

Please give names and addresses of two referees who have consented to provide a reference on your behalf. One should be your current manager or, if unemployed, your most recent past employer. If you have not previously been employed please indicate other suitable referees. 
1. Employers Reference – Current    

Name: 
_______________________________________________________________

Address: 
_______________________________________________________________



______
_________________________________________________________  

      Telephone Number:  _______________________________________________________

      Email Address: ____________________________________________________________

      Position in Company / Relationship: __________________________________________

      Permission to approach prior to interview? 


YES / NO

      (Once you have been interviewed your referees may automatically be contacted)        

2. Employers Reference – Previous
Name: 
_______________________________________________________________

Address: 
_______________________________________________________________



______
_________________________________________________________  

      Telephone Number:  _______________________________________________________

      Email Address: ____________________________________________________________

      Position in Company / Relationship: __________________________________________

      Permission to approach prior to interview? 


YES / NO

      (Once you have been interviewed your referees may automatically be contacted)                   
13. DECLARATION

	The information given in this form is true and complete. I agree that any deliberate omission, falsification or misrepresentation in the application form will be grounds for rejecting this application or subsequent dismissal if employed by the Practice. This applies equally to any medical questionnaire / forms I may complete.

  Signature: _______________________________ 

  Date: ____________________________

  Full Name (Printed):​​​​​_________________________________________________




	Please state how you became aware of this post:




NON-APPOINTED CANDIDATES: All personal information provided by you including this application form may  be retained for 6 months and then destroyed.
