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The Wise Choice


	
	                              Embec Care Ltd
                              Application for Employment
	


Embec Care is an Equal Opportunity Employer, which makes employment decisions regarding prospective qualified employees without regard to race, colour, sex, religion, national origin, age, disability, marital status or sex change status or any other factor protected by law.

PLEASE PRINT AND ANSWER ALL QUESTIONS

Position applied for: 







  DATE: 


_______
Where did you hear about this vacancy? __________________________________________________________________
PERSONAL DATA

Surname________________________________First names____________________________________________________












Address______________________________________________________________________________________________

Telephone number_____________________________________________________________________________________

Do you require a work permit to take up employment in the U.K.?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Date of birth:__________________  
Place of birth: _____________________________________________________
Nationality: ___________________

Passport number:______________
NI number (if known):__________________


EDUCATION AND TRAINING:

	Name & location of education establishment
	Course of study/

qualifications
	Date:

from
	Date:

to
	Qualifications earned (results)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	                            Employment History


Please give an accurate, complete full-time and part-time employment record.  Attach additional sheets if necessary.
Employer’s name: __________________________________________   Telephone no:_______________________________

Address:______________________________________________________________________________________________

City:_______________________________________________   County: _____________________  Post code:____________
Dates employed:  From: _________________ To:___________Starting salary: ______________________________________

State job titles and describe job duties:______________________________________________________________________
_____________________________________________________________________________________________________

Reason for leaving:_____________________________________________________________________________________
_____________________________________________________________________________________________________
May we contact your present employer as a reference prior to making a hiring decision?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Employer’s name: __________________________________________   Telephone no:_______________________________

Address:______________________________________________________________________________________________

City:_______________________________________________   County: _____________________  Post code:____________
Dates employed:  From: _________________ To:___________Starting salary: ______________________________________

State job titles and describe job duties:______________________________________________________________________
_____________________________________________________________________________________________________

Reason for leaving:_____________________________________________________________________________________
_____________________________________________________________________________________________________
May we contact your present employer as a reference prior to making a hiring decision?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
X2 References  

	Name, Address
	Relationship
	Telephone

	
	
	

	
	
	


	Have you ever had any serious illness or injury?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please provide details:_____________________________________________________________________________

Are you registered as disabled?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Have you any health problems or physical disabilities? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Please give details:_____________________________________________________________________________________

Are there any days, shifts, hours you will not work?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please provide details:______________________________________________________________________________
If selected when you will be able to start work? _______________________________________________________________
Have you signed an agreement relating to non-compete, trade secrets, or confidential information with any other employer? 

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please attach a copy of the agreement to this application.

Would that agreement prevent you from performing the position for which you are applying?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please provide details:_______________________________________________________________________________

Would that agreement restrict you from working for the company?   FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

If yes, how?____________________________________________________________________________________________
Do you have a criminal record?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

This does not apply to convictions which are spent under the Rehabilitation of Offenders Act 1974.
(Note that a ‘Yes’ answer does not automatically disqualify you from employment, since the nature of the offence, date and the job for which you are applying are also considered.) 

If yes, please describe the conviction(s) fully, listing the dates and nature of the offence(s): 
______________________________________________________________________________________________________

______________________________________________________________________________________________________
List any relatives currently employed at the company and their relationship to you:_____________________________________
DRIVING RECORD: 
Do you hold a valid British driver's licence?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 


Licence no.___________________________
Is it subject to any endorsements?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, please provide details:______________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
Comments/Information to support your application:
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
Please sign below to confirm the details given are true to the best of your knowledge and retur the form to:

Embec Care Ltd

Rear 2 Clarence Road

Four Oaks

Sutton Coldfield

B74 4AE

Signature of Applicant _______________________________ Date ______________________


HEALTH CHECK FORM

      Has your employment ever been terminated on the grounds of ill health?
	Medical History
	

	Approximately how many days sickness have you had in the past 12 months?
	

	What is your height?
	

	What is your weight?
	

	What is your weekly alcohol consumption?
	

	Do you smoke?
	

	Are you currently taking any prescribed medicine?
	

	Are you currently under the care of a doctor or other medical professional?
	

	Are you currently suffering from of have suffered from, any of the illnesses listed:-



	Lung Disease
	YES
	NO

	Heart/circulatory illness/hyperventilation
	YES
	NO

	Diabetes
	YES
	NO

	Asthma
	YES
	NO

	Hayfever/allergies
	YES
	NO

	Bronchitis/Pneumonia/Pleurisy
	YES
	NO

	Tuberculosis
	YES
	NO

	Epilepsy/Frequent fainting/blackouts
	YES
	NO

	Headaches Migraines
	YES
	NO

	Psychiatric illness/anxiety/depression
	YES
	NO

	Dermatitis/skin sensitivity
	YES
	NO

	Back/neck problems
	YES
	NO

	Recurrent Infections
	YES
	NO

	Hepatitis/jaundice
	YES
	NO

	Stomach/bowel trouble
	YES
	NO

	Joint problems
	YES
	NO

	Severe stress reaction
	YES
	NO

	Depression/anxiety
	YES
	NO

	High blood pressure
	YES
	NO

	Hernia or rupture
	YES
	NO

	Kidney/bladder problems
	YES
	NO

	Hearing/sight problems
	YES
	NO

	Mobility problems
	YES
	NO

	Serious accident
	YES
	NO


If you have answered “YES” to any questions in this section, please give details and dates where relevant; this is important, especially where you have a qualifying disability under 

the Disability Discrimination Act 1995, as it will enable us to identify what, if any “reasonable adjustments” need/can be made.

	


I hereby declare that the information given within the medical history section is full and true to the best of my knowledge.

I understand that if, later, it is discovered that I have knowingly withheld medical information, disciplinary action may be taken against me, which may include dismissal.

Signature: ________________________________  Date:_____________________
EQUAL OPPORTUNITIES MONITORING FORM

Job title: ______________________________________________________



Embec Care is committed to a policy of equal opportunities in employment.    In order to monitor the operation of this policy, it is necessary to collect information from all job applicants and employees on the key characteristics which relate to equal opportunity in employment.

The information collected will form a confidential record which will only be used to monitor the operation of the employers Equal Opportunities Policy.  This information is requested on a separate form and it will not be seen or made known to selector.

Please mark the following boxes with a tick and delete any words as appropriate.

1.
Gender:

 FORMCHECKBOX 
 Female
 FORMCHECKBOX 
 Male

2.
Date of birth:
__________________________________

3.
Marital status:

 FORMCHECKBOX 
 Married/live with partner
 FORMCHECKBOX 
 Single/divorced/widowed

4.
No. of dependants:
 FORMCHECKBOX 
 Dependent children

 FORMCHECKBOX 
 Other dependants

5. Ethnic Origin:

Please read the list below and tick the appropriate box that you feel most nearly describes your ethnic origin:



ASIAN





BLACK

 FORMCHECKBOX 
 Bangladeshi

 FORMCHECKBOX 
 Chinese


 FORMCHECKBOX 
 African
 FORMCHECKBOX 
 Caribbean

 FORMCHECKBOX 
 Indian

 FORMCHECKBOX 
 Pakistani


 FORMCHECKBOX 
 Other – please describe _____________________

 FORMCHECKBOX 
 Other Asian – please describe ________________



OTHER
 FORMCHECKBOX 
 White

 FORMCHECKBOX 
 Any other ethnic group – please describe ____________________________

6.
Are you registered disabled?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Thank you for your co-operation in providing this information.  Please return this form to Embec Care Ltd
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