SpringFresh Healthcare Recruitment Agency
AFFIX PHOTO
HERE

(SHRA)

                  Applicant's name __________________________________________________
	                           
                            Position applied for
                                                                                  
                                             Practice Nurse 	                Mental health Nurses
                                             Physiotherapist               Community Nurses
                                            Nurse                                 Medical doctor          
                                            Other HCPs	

                      Date of application           ________________________________

[bookmark: _GoBack]Mobile 07960269418                                                         
Email: info@springfreshhealth.com
Facebook: SF HCRA/Springfresh Health Care Recruitment Agency
Website:www.springfreshhealth.com                                                
The information supplied on this application form will be used to determine your suitability for the post you applied. Please read the guidance notes before completing the forms. Once completed, please return the form to the specified address on the front page.
Position applied for _________________________________   


Personal Information
Title (please specify) eg Mr/Ms ___________
First name (s):  _____________________________Last name ____________________________________    National insurance number:  ____________                     
Previous Surname(s) (if applicable):____________________    Do you require UK work permit?( Yes or No)____
Address for correspondence:   ______________________________________________________________________________________________________________________________________________________
Day time telephone number_________________
Evening/Mob. Telephone number _________________________________
Post code________   E-mail:_________________________   
Do you hold a current UK driving license?	Yes             No
	                                                                EDUCATION AND TRAINING

	     Dates
	Secondary school/ College/ University/ Training
	Qualification
	Subjects
	                                     Grades obtained

	From
	To
	













	
	
	

	
	
	
	
	
	



Next of Kin name:_______________________  Relationship _______________Home Telephone________________
Mobile:_________________________  Address____________________________________________________
_______________________________________________________________
Post code____________________
Membership of professional bodies e.g. (Nursing and Midwifery Council, General care council or others please indicate below) Name: ____________Membership/ status:     __________________ ___Number __________________Renewal date__________________
Employment Experience
Please give details of your present or most recent employment/voluntary work first and work backwards.  Include all periods of unemployment; travel etc. in the space provided so there are no gaps in the record. If you have additional previous employment, please give details on a separate sheet using the same format
Please give reasons for any gaps in your employment history and use a separate page if you need more space.
	                                                                

	     Dates


	Employer's name address and nature of business
	Job titles and brief description of duties
	Current salary or final salary (for last post only) and give reasons for leaving                                


	From
	To
	

 






























	
		

	
	
	
	
	




REFRENCES
Springfresh healthcare Recruitment Agency will require a minimum of two references which will cover at least the last five years of your employment. The first one must be your present employer and your line manager.  If you are unemployed, this should be your last employment. Your School or College head teacher/ tutor will be acceptable if this is your fist job. 
Current Employer                                                                            Previous employer
Name: ________________________                                Name: __________________
Job title: _____________________                                   Job title: _________________
Organisation: _________________                                   Organisation ___________________

Post code ___________                                                       Post code_________
Tel:  ______________________________                       Tel:  ____________________
E-mail: ____________________________                       E-mail: ___________________  
In what capacity do you know them?                                In what capacity do you know them?     
________________________                                              ____________________________        
How soon can you start work? ________________________________________________


Disability: The disability discrimination act 1995 defines disability as a physical or mental impairment which has a substantial and long -term adverse effect on the ability to carry out normal day to day activities. Do you consider yourself to have disability?             
Yes               No         If yes please specify _________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If you answered yes above, will you need any assistance to attend the interview or to carry out your duties?
                                                                             Yes                       No        
If yes, please give details _________________________________________________________________________________________
Relevant Experience 
Please tell us how your experience, skills and qualification meet the requirement of the person and job profiles. The information you provide will be one of the elements to be used to determine your fitness and suitability for the position you have applied for.  You may continue on a separate if you need more space.






                                                            






Bank/building society details
Bank name ________________________________________                                                   
Account holder's name ________________________________
Account number ____________________________
Sort Code__________________________________
Branch _____________________________________
Area Post code__________________
I authorize Springfresh Healthcare Recruitment Agency to pay my weekly earnings direct into the bank/building society account provided above.
Signature      _____________________Date _____________________
Print name     ___________________________________

 	                                              HEALTH DECLARATION
Have you ever been treated at the hospital for a serious illness or surgery?
Yes                         No (Please give details if yes) ________________________________________________
Are you registered disable?
Yes                          No (Please give details if yes) ________________________________________________
                                       Have you ever suffered or suffering from any of the following:
Heart disease
Yes                            No  (Please give details if ye)  ________________________________________________
Diabetes
Yes                            No (Please give details if yes)   ______________________________________________
Bronchitis/Pneumonia/Pleurisy
Yes                            No ( Please  give details if yes)  ______________________________________________
Tuberculosis
Yes                            No (Please give details if yes)   _______________________________________________
Epilepsy/Frequent fainting attacks
Yes                            No (Please give details if yes) _______________________________________________
Psychiatrics, illness/Anxiety/ Depression
Yes                             No  (Please give details if yes)   _______________________________________________
Dermatitis, skin sensation (allergies), psoriasis/eczema
Yes                           No  (Please give details if yes) ______________________________________________
 Back injury Back problem or back pain
Yes                           No  (Please give details if yes)  _____________________________________________
Recurrent infections e.g sore throat, ear infections
 Yes                            No  (Please give details if yes)  ____________________________________________ 
Hepatitis Jaundice
Yes                          No (Please give details if yes) ______________________________________________
Are you receiving medications, pills or tablets from doctor or on prescription?
Yes                          No (Please give details if yes) _______________________________________________
Do you have any other physical disability other than listed above that could affect your ability to carry out your assignments?
Yes                          No (Please give details if yes) _______________________________________________


Have you been vaccinated, immunized or tested for against any of the following?
Measles
 Yes                            No (Please give details yes) ________________________________________________
Mumps
 Yes                            No (Please give details if yes) ______________________________________________
Tuberculosis                        
Yes                            No (Please give details if yes) ______________________________________________
Heave, Monteux or Tine
 Yes                          No (Please give details if yes) _____________________________________________
Rubella (German Measles)
 Yes                            No (Please give detail if yes) ____________________________________________
Poliomyelitis
 Yes                          No (Please give details yes) ______________________________________________
Hepatitis B
 Yes                           No (Please give details if yes) ___________________________________________
Hepatitis B Antigen 
 Yes                           No (Please give details if yes) __________________________________________
Hepatitis B Antibodies Dates & Result
 Yes                            No (Please give details if yes) __________________________________________
Hepatitis C
 Yes                            No (Please give details if yes) ___________________________________________
HIV
 Yes                            No (Please give details if yes) ____________________________________________
Tetanus
 Yes                            No (Please give details if yes) __________________________________________
Typhoid
 Yes                            No (Please give details if yes) ___________________________________________  
Do you smoke
 Yes                            No (Please give details if yes) __________________________________________      
What is your height? __________
Weight_____________ 
Name of your GP _____________________________________
Name of your GP Practice________________________________                      
Address of your GP Practice___________________________________
Post Code    _______________
In the box below please make known any illness, health condition or allergies you had/have in the past. 
Please make known any condition or disability that may affect your ability to work.  
______________________________________________________________________________________________________________________________________________________________________________________

Please confirm if you agree for Springfresh Healthcare Recruitment agency to contact your GP     Yes               No
Your signature _____________________



Declaration
I declare to the best of my knowledge that I am permitted to work in the United Kingdom?
I understand that any offer of employment is subject to health clearance, enhanced DBS (CRB) disclosure and confirmation of statutory qualification/registration if applicable. I certify that the information given on this form is correct and understand that any misleading statement or deliberate omissions or claims will be regarded as a ground for withdrawal or of subsequent disciplinary action, which could result in dismissal. I have read and understood the Springfresh healthcare recruitment agency Ltd terms and conditions of engagement and consent that the working week limit shall not apply to my assignments in accordance with this agreement. Springfresh healthcare recruitment agency Ltd will offer me job or placement based on what is available at any given time and as when needed by clients.  
Professional indemnity contribution (malpractices) insurance for all staff of £2.50 per week shall be automatically deducted from my payment accordingly.  
I can end this agreement by giving Springfresh Healthcare Recruitment Agency a 21 days’ written notice before leaving site or placement.
Name   __________________________________________
Signature   _________________________
Date   ___________________________
                                                                                          End
          Thank you for taking time to complete this form.  
          Please scan your completed form and email it to jobs@springfreshhealth.com


For office use only                          
Checklist
 Documents shown/pending                                               


Health Check / vaccinations


Legibility to work in the UK


Qualification  


Experience


DBS checks outcome


Reference 1


Reference 2


For office use only
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