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    AFIX E-PICTURE HERE



	 
 
HOMECARE APPLICATION FORM                                                                                
Please make sure you answer all questions on this form electronically and forward with an E-Passport photograph taken on a white background. 
 

	Job Reference Number 
	DOM-A- 2004 

	Job Title (Choose as appropriate) 
	Healthcare Assistant/ PA/ Support Worker 

	Department 
	Primrose Domiciliary Care (Homecare) 

	Preferred Employment Type
	¨ Full Time                ¨ Part Time                  ¨ Flexible Hours






	
PERSONAL INFORMATION 


	TITLE  

	FIRST NAME  

	SURNAME

	ADDRESS:                                                                                                      
	CITY:
	

	POSTCODE:                                
	MOBILE:  
	

	HOME TELEPHONE:  
	EMAIL:  
	

	NATIONAL INSURANCE:  
	NATIONALITY:  
	

	DOB:  
	UNIFORM SIZE:  
	



	NEXT OF KIN 
PLEASE PROVIDE CONTACT DETAILS OF AT LEAST ONE PERSON WE CAN CONTACT IN CASE OF EMERGENCY 

	NAME  
	

	RELATIONSHIP  
	

	ADDRESS  
	

	
	CITY:  
	POSTCODE:

	HOME:  
	MOBILE:  
	EMAIL:  



	BANK ACCOUNT DETAILS

	

	BANK NAME  

	BRANCH NAME:  

	ADDRESS:  

	POSTCODE:  

	CITY:  

	LIMITED COMPANY: YES ☐   NO ☐ 

	ACCOUNT NAME:  

	ACCOUNT NUMBER:  

	SORT CODE:  

	



	NATIONALITY AND ELIGIBILITY TO WORK 

	
 Nationality   
	

	Do you hold a British Passport?  

	YES                                                    NO

	 Passport Number  
	

	Passport Expiry Date   
	

	If you do not hold a British Passport, do you hold any of the following: 

	 Indefinite leave to remain in the UK?  
	

	 Working Holiday VISA / Youth Mobility/Student permit  
	

	 Biometric Residence Permit    
	

	 Other (Please Specify)  
	



	EMPLOYMENT HISTORY 



· Please supply details of your work history from school to date  
· Please explain any gaps of 2 weeks or more  
· CV is acceptable as long as full history with month and years.  
· Please continue of a different sheet if necessary 
 
	Date From  
MM/YY  

	Date to  
MM/YY  

	Name and Address of Employer  
	Principal Duties  
	Band/Grade  
	Reason for Leaving  

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	

	
	
	
	



	EDUCATION HISTORY 


	
Please state the dates in the following format: month/year – month/year  




	Qualification Obtained  
	Institution / Venue  
	Start Date (Month/Year)  
	End Date (Month/Year)  

	



	
	
	

	



	
	
	

	



	
	
	



	YOUR CLINICAL EXPERIENCE 

	Please tick minimum of 3 boxes to indicate areas you have expertise in  

	

	No experience  
	
	Stroke 
	
	Clinics  

	Physical Disability 
	
	Cerebral Palsy  
	
	Elderly Care  

	Learning Disability 
	
	Motor Neurone Disease   
	
	Depression 

	Incontinence Management 
	
	Autism  
	
	Homecare  

	Dementia 
	
	Learning Disabilities  
	
	Eating Disorder 

	Parkinson Disease  
	
	Brain Injury 
	
	Diabetes Management 

	Palliative Care 
	
	Sensory Impairment 
	
	Nursing Homes  

	Cancer 
	
	Visual Impairment 
	
	Mental Health 

	Other Please Specify 
	
	
	
	




	REFERENCE DETAILS 

	· Please supply the names and work addresses of at least 2 professional referees – by providing this information you are agreeing for us to contact your referee’s. 

	· One must be from your present or most recent employer and must be a senior grade to yourself 

	· Both references must cover a period of 5 years in total 



	CURRENT EMPLOYER REFERENCE  

	Name  

	Position  
	Postcode
	

	Address  

	Daytime Phone  

	Email Address  

	Date  

	What was your professional relationship with this person?  

	From:                                                                                          	To:  




	PREVIOUS EMPLOYER REFERENCE 

	Name  

	Position  
	Postcode
	

	Address  

	Daytime Phone  

	Email Address  

	Date  

	What was your professional relationship with this person?  

	From:                                                                                          	To:  



	CHARACTER REFERENCE 1 

	Name  

	Position  
	Postcode
	

	Address  

	Daytime Phone  

	Email Address  

	Date  

	What was your relationship with this person?  

	From:                                                                                          	To:  



PROFESSIONAL MISCONDUCT:  If you have ever been the subject of a professional misconduct proceeding or suspension from an employer or have such procedures pending against you either in the UK or abroad, you are legally obliged to provide details in the space below. 
Have there been any proceedings of medical negligence or professional misconduct against you?  	Yes ☐	                                     No ☐
If yes, please supply details.
	



	REHABILITATION OF OFFENDERS ACT 

	Do you have Enhanced Disclosure and Barring Service (DBS) Certificate?  
	Yes      ¨                                                 No   ¨

	Certificate Number
	

	Issue Date
	                                                                                                                                                                                                             

	Update Service
	Yes     ¨                                                       No   ¨




If you do not have a valid, in date Enhanced DBS with update service we will need to apply for one on your behalf. A charge will be deducted from your first payslip, or you will be asked to make a bank transfer.  
	
	Yes
	No

	Do you have any convictions, cautions, reprimands, or final warnings that are not “protected” as defined by Rehabilitation of Offenders Act (Exceptions Order) 1974?  

	
	

	
Do you have any convictions, cautions, reprimands, or final warnings, which would not be filtered in line with current guidance?  
	
	

	Have you had a Police Check in another country in the last 6 months? If so, please provide details and enclose a copy 
	
	

	Have you ever been disqualified from working with children or vulnerable adults or subject to any other sanctions imposed by a regulatory body?  
	
	

	If you have answered ‘Yes’ to any of the above, please provide details:
	
	



MONITORING INFORMATION 
Primrose Healthcare Solutions recognises the benefits of having a diverse workforce and therefore welcome applications from all sections of the community. In addition to this, under the provisions of the Equality Act 2010, all our staff are required to demonstrate that their recruitment processes are fair and that they are not discriminating against or disadvantaging anyone because of their age, disability, gender reassignment status, marriage or civil partnership status, pregnancy or maternity, race, religion or belief, sex, or sexual orientation.   Therefore, a series of questions need to be raised to ascertain who is applying for each position and to ensure that no one is being unfairly discriminated against or disadvantaged. 
This section of the application form will be detached from your application and will not be used as part of the selection process, nor will it be seen by anybody who is interviewing you.  The information collected is only used for monitoring purposes in an anonymised format to assist the company in analysing the profile and make up of individuals who apply, are shortlisted for and appointed to each vacancy. In this way, they can check that they are complying with the Equality Act 2010.  
EQUALITY ACT 2010 
The Equality Act 2010 protects people against discrimination on the grounds of their age and sex. 
	Please state your date of birth
	

	Please indicate your gender 
	¨ Male	              
¨ Female              
¨ I do not wish to disclose this. 




Equality Act 2010 
The Equality Act 2010 protects people who are married or in a civil partnership. 
	[bookmark: _Hlk166072082]Please indicate the option which best describes your marital status

	¨ Married 
¨ Single 
¨ Civil partnership 
¨Legally separated
	. 
¨Divorced 
¨Widowed 
¨ I do not wish to disclose this. 




Equality Act 2010 
The Equality Act 2010 protects bisexual, gay, heterosexual, and lesbian people from discrimination on the grounds of their sexual orientation. 
	Please indicate the option which best describes your marital status

	¨ Lesbian
¨Gay 
¨Bisexual 

	. 
¨ Heterosexual
¨ I do not wish to disclose this. 




Equality Act 2010 
The Equality Act 2010 protects people against discrimination on the grounds of their race which includes colour, nationality, ethnic or national origin. 
	*	   Please indicate your ethnic origin 

	 
Asian or Asian British 
¨Bangladeshi                         
¨Indian 
¨ Pakistani 
¨Any other Asian background 
 
  Black or Black British 
¨African 
¨Caribbean 
¨Any other Black background 
	 
Mixed 
¨White & Asian 
¨White & Black African 
¨White & Black Caribbean 
¨ Any other mixed background 
 
   White 
¨British  
¨ Irish 
¨ Any other White background 
	 
Other Ethnic Group 
¨Chinese 
¨Any other ethnic group 
 
 
¨I do not wish to disclose. 
     
 
 
 



Equality Act 2010 
The Equality Act 2010 protects people against discrimination on the grounds of their religion or belief, including a lack of any belief. 
	*	 Please indicate your religion or belief 

	¨ Atheism 
¨ Buddhism                          
¨ Christianity                        
¨ Hinduism 
	¨ Islam 
¨ Jainism 
¨ Judaism 
¨ Sikhism 
	¨ Other  
¨ I do not wish to disclose  


 
 
Equality Act 2010 
 
The Equality Act 2010 protects disabled people - including those with long term health conditions, learning disabilities and so called "hidden" disabilities such as dyslexia.  If you tell us that you have a disability, we can make reasonable adjustments to ensure that any selection processes - including the interview - are fair and equitable. 
	Do you consider yourself to have a disability?
	¨   Yes                 ¨ No 
¨ I do not wish to disclose this information. 


	Please state the type of impairment which applies to you.  People may experience more than one type of impairment; in which case you may indicate more than one.  If none of the categories apply, please mark ‘other’

	☐ Physical impairment	                                                            ☐ Learning Disability/Difficulty                                     ☐ Sensory impairment	                                                        ☐   Long-standing illness                                    
☐ Mental health condition	                                             ☐ Other       


	f you have a disability, do you wish to be considered under the guaranteed interview scheme if you meet the minimum criteria as specified in the person specification?

	¨ Yes	                                                                                                           ¨ No 



	DECLARATIONS



	1. Compliance  
I understand that I am responsible for ensuring that my personal compliance such as my international passport, re- validation, DBS update service and mandatory annual training are kept up to date. If any of these lapses I will be unable to work until I am fully compliant again.  
2. Terms & Conditions  
I. confirm that the information given in this application is true.   
I am permitted to work in the UK.  
I understand that my registration is subject to at least two satisfactory references covering three years and enhanced disclosure from the Disclosure and Baring service.  
I agree to respect the confidentiality of patients and any other information I may always have access to. I undertake to inform Primrose Healthcare solutions services limited immediately if I am engaged through their introduction, including the offer of permanent following a temporary assignment.  
I am clear that Primrose Healthcare solutions services limited cannot guarantee assignments and that they have no responsibility to pay for hours did not work no matter the situation.  
3. Working Time Regulations  
For the purpose of the Working Time Regulations 1998 (as amended), I consent to work in excess of an average of 48 hours per week. I understand that I may withdraw this consent by Primrose Healthcare solutions services limited not less than three months’ notice. I understand that my registration with any company within the Primrose Healthcare solutions services limited can be terminated at any time following unsatisfactory work reports or complaints.  
4. Bank Details  
I confirm that the bank details on this form are complete and correct and that any incorrect or incomplete details can result in a delay of any payments.  
5. Data Protection & Permissions  
In accordance with the new GDPR guidelines I agree that Primrose Healthcare solutions services limited retains the right to hold this application and any other data required to process it and to pass on to any authorised third party for the purposes of audit and work placements.  
I agree that Primrose Healthcare solutions services limited can retain these details for as long as reasonably necessary in accordance with the Data Protection Act.  
 
6. Disclosure and Barring Update Service Checks  
I agree that Primrose Healthcare solutions services limited can access the DBS update service portal to check for any changes to my DBS clearance as and when necessary whilst retaining a copy of the certificate for as long as reasonably necessary in accordance with the Data Protection Act.  
 
  
 
In accordance with the new general data protection regulations (GDPR) you are receiving this from us to provide consent for Primrose Healthcare solutions services limited to retain your information on our system.  
The Company Primrose Healthcare solutions services limited is a homecare/live-in care business which provides work-finding services to its clients and work- seekers. The Company must process personal data (including sensitive personal data) so that it can provide these services – in doing so, the Company acts as a data controller.  
You may give your personal details to the Company directly, such as on an application or registration form or via our website, or we may collect them from another source such as a jobs board. The Company must have a legal basis for processing your personal data. For the purposes of providing, you with work-finding services and/or information relating to roles relevant to you we will only use your personal data in accordance with this privacy statement. At all times we will comply with current data protection laws.  
The Company has collected the following personal data on you:  
 
· Name 	                                                       
· Passport, Visa and/or Birth Certificate  
· Date of Birth 		
· Driving Licence (Optional)
· Contact Details, including telephone number, 	
· University Degree/ Diploma, Mandatory 
· Email address and postal address. 	
· Training Certificates/Qualifications Experience, training, and qualifications. 	
· Sensitive personal data:  
· National insurance number 		
· Disability/health condition, serology reports  
· Nationality (through right to work check) 	
· Relevant to the role.  
· Bank Details 	
· Criminal conviction.  
Please be aware that you have the following data protection rights:  
· The right to be informed about the personal data the Company processes on you.  
· The right of access to the personal data the Company processes on you.  
· The right to rectification of your personal data.  
· The right to erasure of your personal data in certain circumstances.  
 
By completing the below fields, you are opting in to the new GDPR laws and allowing Primrose Healthcare solutions services limited to retain your information until you opt out or until your data is no longer required.  
 
 
Print Name 	 
 
 
Signature 	 
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                        HOMECARE   APPLICATION FORM                                                                                      Please make sure you answer all questions on this form  electronically   and  forward with  an   E - Passport   photograph  taken  on a white background .          

Jo b   Reference Numbe r    DO M - A -   200 4    

Job Titl e   (Choose as   appropriate )    Healthcare Assistan t / PA/ Support Worke r    

Departmen t    Primrose Domiciliary   Care  ( Homecare )    

Prefer red Employment  Type     Full   Time                         Part Time                           Flexible Hour s    

       

  PERSONAL INFORMATIO N      

TITLE      

FIRST NAME      

SURNAM E  

ADDRESS:                                                                                                           C ITY :   

POSTCODE:                                     MOBILE:       

HOME TELEPHONE:      EMAIL:       

NATIONAL INSURANCE:      NATIONALITY:       

DOB:      UNIFORM SIZE:       

 

NEXT OF KI N     PLEASE PROVIDE CONTACT DETAILS OF AT LEAST ONE PERSON WE CAN CONTACT IN  CASE OF EMERGENC Y    

NAME       

               AFIX E - P ICTURE  HERE  

