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	EXPRESSION OF INTEREST - EMPLOYMENT




	POSITION SOUGHT:
	
	FACILITY NAME:

	PERSONAL DETAILS:
	

	SURNAME:
CHRISTIAN NAMES:

	ADDRESS:
CONTACT TELEPHONE NO.:



	DATE OF BIRTH:

	EDUCATION/QUALIFICATIONS (Certified copies of highest qualifications should be attached)

	
	INSTITUTION
	STANDARD ATTAINED
	YEAR

	TERTIARY:
	
	
	

	CERTIFICATES/DIPLOMAS
	
	
	

	DRIVING LICENSE
	STATE
	GROUP (ie. A B A)
EXPIRY DATE:
	

	EMPLOYMENT HISTORY

(Detail Present or Last Position Held First)

	EMPLOYER
	POSITION HELD
	FROM/TO
	REASON FOR LEAVING
	Verified by Manager

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	BRIEF LIST OF EXPERIENCE:
	

	
	



	REFERENCES

(Attach copies of any written references)

	Specify details of persons prepared to give verbal reference:

	NAME/POSITION
	PHONE NO. OR ADDRESS

	
	

	
	

	DO YOU HOLD A CURRENT SENIOR FIRST AID CERTIFICATE? 
(  Yes
(  No

	 
Are you an Australian Citizen or Permanent Resident of Australia? 
(  Yes
(  No

Since the age of 16 have you lived in another country?
(  Yes
(  No

If yes to above- Name of Country/s ______________ Number of Years___________


                       If yes to above- Please complete the attached  Statutory Declaration form

Are you currently on an Australian Work Visa        (  Yes     (  No

 (if yes)- what type of visa________________ What work restrictions apply to your visa ____________                       

Please provide a Copy of Visa Grant Notice (containing your Passport Number &, Visa Grant Number 
What country was your Passport issued in: __________________________________

Do you have a National Police Clearance                (  Yes     (  No

Police Clearance Reference  Number ____________  Date Obtained _____________




	HEALTH HISTORY

	Please read the following statement carefully before completing this section
Please provide details of any previous / current medical restrictions physical or otherwise which may affect your ability

to perform your inheritable requirements of the job.

This must include any medical condition / restriction arising from a previous workers compensation claim. Failure to 

provide such information may jeopardize your rights to Workers Compensation claim if a previous disability is aggravated

at work (Section 79 of the Workers Compensation and Injury Management Act 1981) .

	

	

	Therefore, full and accurate disclosure to the following questions is required.

	Have you suffered from any of the following?

	1.
Industrial dermatitis or a rash of any kind caused by employment.
Yes (     No (

	
If “Yes” state problem, duration and current status:

	
_____________________________________________________________________

	2.
Noise induced hearing loss.
Yes (     No (

	
If “Yes” state problem, duration and current status:

	
_____________________________________________________________________

	3.
Manual handling (lifting) injury to lower back, neck or other part


either work-related or otherwise (e.g. recreational).
Yes (     No (

	
If “Yes” state problem, duration and current status:

	
_____________________________________________________________________

	4.          Do you have any health conditions that would prevent you from                                       Yes (     No (
             completing the duties for the position effectively?

           If “Yes” please describe:

           ____________________________________________________________________
         

	

	Are you presently receiving a disability pension or Workers’ Compensation payments?
Yes (     No (

	Do you presently, or have you previously experienced any of the following conditions?

	1.
Heart condition or disease of any kind 
Yes (     No (

	2.
Diabetes
Yes (     No (

	3.
Epilepsy
Yes (     No (

	4.
Spinal disorder (apart from manual handling injury)
Yes (     No (

	5.
Neurosis or nervous condition of any kind
Yes (     No (

	6.
Hernia condition of any kind
Yes (     No (

	7.
Eye condition requiring medical attention
Yes (     No (

	8.
Hearing condition requiring medical attention
Yes (     No (

	9.
Injury to arm, hand, finger, hip, leg, feet, toes
Yes (     No (

	10.
Multiple Resistance Staph Aureus (MRSA) infection
Yes (     No (

	11.
Other (specify) 

Yes (     No (

	

	For any of the above items, if ticked “Yes”, is the condition likely to affect your

 ability to work?

Yes (     No (

	

	Have you been a patient, or worked in a hospital in other Australian States

or Territories or overseas in the past 12 months?

Yes (     No (

	Have you had Chicken Pox?                                                                                                                         Yes (     No (
Have you had Hepatitis B Immunization?

Yes (     No (

	Are you willing to undergo a health assessment/medical examination by a Medical

Practitioner nominated by this organisation prior to employment, if required?

Yes (     No (
Do you routinely have the Flu Vaccination each year?                                                                              Yes (     No (
Will you participate in the Flu Vaccination offer each year                                                                      Yes (     No (   

	

	Additional Health History: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Certificate to be signed by Applicant


	In making this application for employment, I, the person making this application, declare that the particulars shown herein are, to the best of my knowledge, true in every material particular.  I authorize release of necessary medical information for employment purposes.

	I recognize my obligation to immediately inform Casson Homes Incorporated of any convictions incurred since the issuing of my current National Police Clearance.


	Signature of Applicant 
    Date _____________________

Print Name                    ___________________________________ 
 

	Applicant has been informed that immunization for Hepatitis B and Chicken Pox is highly recommended (if appropriate)

Signature Facility Manager:  _______________________________________
          Date: ____________
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