ARUNDEL CARE SERVICES & 

ARUNDEL DOMICILIARY CARE SERVICES LTD


CONFIDENTIAL APPLICATION FORM
Application for the post of: ..................................................................................................

Personal Details:
Title: ...................................
Surname: .................................................................................
First Name: .................................................................

Other Names: .............................................................
Valid Drivers Licence: 
YES/NO
Address: .....................................................................
Telephone: ..............................








(Home)

........................................................................
Mobile: ...................................
........................................................................
Work: ......................................

Post Code: ..................................................................








Email Address: .......................................................................................................................
Qualifications: Please give details of all your qualifications including professional.

(Proof of professional qualifications/status will be required before an appointment is made.)
	Qualification
	Year of Qualification
	Establishment Name

	
	
	


Other relevant training courses completed:

	Qualification

(Brief description)
	Organising Body & Title
	Year Completed
	Certificated
YES/NO

	
	
	
	


Details of current/latest employment:
Employer’s Name: ......................................................................................................................
Address: .....................................................................................................................................

Position Held: ..................................................
Salary/Hourly Rate: ................................

Dates of employment: .................................................. to ........................................................

Reason for leaving: .....................................................................................................................

Please describe your current/latest position highlighting skills, duties and responsibilities, or experience relevant to the position for which you are applying.
	


Details of all previous employment:
Please include voluntary, holiday and part-time. Ensure you provide full contact details of previous employers in the care sectors.
	Employers full name and address
	From
	To
	Position held 

(brief description)

Salary
	Reason for leaving

	
	
	
	
	


Please give a small statement as to why you believe you are suitable for the post and what qualities you can bring to the company.

	


References:
Please give the names of three people we may approach for references. These must include the following: your present or most recent employer; or school, college or university if you have not been in employment. Along with a personal reference, please state in what capacity you know each of the below.

1. Name: .......................................................................................................................
Company/Organisation: ...........................................................................................

Position: .............................................
Telephone: ........................................

Address: ............................................................................


...............................................................................

Post Code: ...........................................

2. Name: .......................................................................................................................

Company/Organisation: ...........................................................................................

Position: .............................................
Telephone: ........................................

Address: ............................................................................


...............................................................................

Post Code: ...........................................

3. Name: .......................................................................................................................

How do you know this person: .................................................................................

Position: .............................................
Telephone: ........................................

Address: ............................................................................


...............................................................................

Post Code: ...........................................
Rehabilitation of Offenders Act (Exceptions order 1975)
You are required to complete the section below.

Applications for posts in any of our Care Homes need to disclose details of any convictions, spent or unspent. Please circle the appropriate answer below:

Do you have any spent/ unspent convictions?

YES

NO

If yes, please provide details in a sealed envelope, attached to this application.

Failure to disclose information, where asked for, could result in subsequent dismissal or disciplinary action if you were appointed.
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​
I confirm that the information given in this application is correct to the best of my knowledge and I understand that the wrongful completion will invalidate any contract of employment which may be offered by Arundel Care Services and Arundel Domiciliary Care Services LTD.
Applicant’s Signature: ................................................................... Date: ...........................

Please return to:
Arundel Care Services




8a Station Parade




Tarring Road




Worthing




West Sussex


BN11 4SS
OFFICE USE ONLY

Interviewed by: .................................... 
Date of interview: ...........................................
Offered job?
YES
NO


Date of offer: ...................................................

Salary offered: .....................................
Date References Requested:.............................

Date CRB check requested: ..................................................................................................

Other benefits (if applicable – give reason): ........................................................................

EQUAL OPPORTUNITIES MONITORING FORM
The information that you provide will be for the purpose of ensuring that the company properly monitors and confirms with its policies relating to equality and opportunity.

All information will be held in the strictest confidence in accordance with the data protection legislation.

Post applied for: ......................................................................................................................

Surname: .....................................................
First Name: ......................................................

Please tick the following as appropriate:


I consider myself to be:
Female


Male


Other
Would you describe your ethnic origin as any of the following:


African




Chinese



Mixed



Asian




European



Pakistani


British White



European Other


Pilipino


British Other



Hispanic



Other


Caribbean



Indian

If other please specify: ..........................................................................................................

Please indicate your age in the ranges below:

16-21

22-25

26-30

31-35

36-40

41-50

51-60



61-65

EQUAL OPPORTUNITIES MONITORING FORM
DISCRIMINATION ACT 1995
Do you consider that you have a disability:

YES

NO
If YES, please indicate the nature of the disability: ..................................................................

..................................................................................................................................................

Is this a registered disability:



YES

NO

If so, what is your registration number: ..................................................................................

ASYLUM & IMMIGRATION ACT 1996
Do you need Work Permit/Visa:


YES

NO

N/A
If YES, do you have a current Work Permit/Visa:
YES

NO

Please state the expiry date of Work Permit/Visa: ..................................................................

(Please note we have limitations on certain Visas I.E Student Visa)

Signed: ............................................................................
Date: ........................................

Full name: ................................................................................................................................
REHABILITATION OF OFFENDERS DECLARATION FORM

The post for which you have applied involves working with people who are considered to be vulnerable and, as such the post is exempt from the provisions of The Rehabilitation of Offenders Act 1974. This exemption requires that you must declare ALL CONVICTIONS. Regardless of time passed, including those convictions which would otherwise be regarded as ‘spent’.
No application for employment will be processed unless this declaration has been completed.

A criminal record will not necessarily be a bar to any applicant obtaining the position for which they have applied.

DECLARATION:

Have you ever been convicted of ANY offence: 

YES

NO

If YES, please give details.

(You MUST include all offences, as stated in the above paragraph.)
................................................................................................................................................

................................................................................................................................................

................................................................................................................................................

................................................................................................................................................

I declare that the information I have given is correct and that there are no convictions that have not been included.

I understand that if I am offered the post and it is subsequently found that the information given is incorrect, this will be treated as gross ‘misconduct’ and we will be liable to be dismissed without notice.
Signed: ..............................................................................
Date: .....................................

Full name: ............................................................................................................................

PRE-EMPLOYMENT MEDICAL QUESTIONAIRE

Regulation 19 (5) of The Care Homes Regulations 2001 requires that all employees who work in care homes are both physically and mentally fit to undertake their duties.
How many days were you absent from work, due to sickness in the last year?

Number of days: ..........................

Please answer the following questions honestly. If you answer YES to any of the questions, please provide full details of the condition on the lines provided:
(Please attach a separate sheet if needed)

Are you suffering or have you ever suffered from the following

1. Back or neck pains/injuries:



YES

NO
....................................................................................................................................................

2. Allergies, hay fever, asthma or any other respiratory disorders , eczema, dermatitis or skin troubles:




YES

NO

....................................................................................................................................................

3. Fits, fainting attacks, epilepsy or migraines:

YES

NO
....................................................................................................................................................

4. Depression, mental illness, including anxiety or nervous illness, ever been referred for psychiatric treatment:



YES

NO
....................................................................................................................................................

5. Angina, heart attack, diabetes, ulcers, stomach or other intestinal disease or any condition requiring long-term medical help and/or strict medication timetable:







YES

NO

....................................................................................................................................................

PRE-EMPLOYMENT MEDICAL QUESTIONAIRE
6. Hernia or rupture, rheumatism, sciatica, repetitive strain injury, arthritis, tenosynovitis, tendonitis or carpal tunnel syndrome:
YES

NO 

....................................................................................................................................................

7. Typhoid, paratyphoid, dysentery or food poisoning:

YES

NO

....................................................................................................................................................

8. Tuberculosis or hepatitis:




YES

NO

....................................................................................................................................................

9. Eye problems e.g blindness, ear problems e.g deafness:
YES

NO

....................................................................................................................................................

10. Specific learning difficulties e.g dyslexia:


YES

NO
....................................................................................................................................................

11. Any illness or medical not specified above:

....................................................................................................................................................

12. What is your smoking status per day:

....................................................................................................................................................
13. What is your average weekly alcohol intake:

....................................................................................................................................................

14. Have you ever lost time from work as a consequence of one of the above conditions:

YES

NO

....................................................................................................................................................

PRE-EMPLOYMENT MEDICAL QUESTIONAIRE

15. Are you currently on any medication, or undergoing any treatment:

YES

NO

....................................................................................................................................................

16. Have you ever taken time off work due to an accident at work:

YES

NO

....................................................................................................................................................

17. Have you ever been in receipt  of state benefit as a consequence of an illness or injury arising from your work:



YES

NO
....................................................................................................................................................

18. Have you ever been awarded compensation foe any injury or illness arising from your work:






YES

NO

....................................................................................................................................................

If there is anything you wish to add to the medical questionnaire please specify:

....................................................................................................................................................

....................................................................................................................................................

DECLARATION:

I herby confirm that I know of no reason, in relation to either my physical or mental health, why I would be unable to undertake the duties required for the post applied for.

Signed: ....................................................................

Date: .......................................

Full name: ...............................................................................................................................
1

