Leda Recruitment
- 5 Construction Division

Recruitment & . ‘Member 1SO 9(-)c.:1 UKAS

trotoyment W) swrmswerecove SRR CANDIDATE APPLICATION FORM

(Please complete in BLOCK CAPITALS and in ink)

Personal Details

|Title: Mr Mrs Miss Other (please state): |
|Surnamet | |Firsl name(s): |
|Address Line 1: |
|Address Line 2: | Attach passport
|Town - | photograph
NB: If you use or

|c°umy: | hold spectacles

these must be worn
|F‘osi Code: | in the photograph.
|Home Tel. Number: | |Date of Birth: |
|Mobi|e Tel. Number: | |Nationality: |
|Fax Number: | |NI Number: |
|e—mail Address: | |Do you require a Work Permit to work in the UK: Y /N |
|Ful| British Driving Licence: Y /N Own Transport: Y /N | |Il yes, do you hold a valid Work Permit: Y /N |
|Details of any driving endorsements: | |Expiry Date : [ ! Permit Number: |
|Marital Status: | |Are you registered disabled? Y /N |
|Which (if any) Trade Union do you belong to: | |II so state disability: |
Do you have any unspent convictions in relation to the Rehabilitation of Offenders Act 19747 YES | | NO |

If yes, please provide details:

Failure to disclose unspent convictions may render your application invalid.

Bank Details (For security reasons we strongly recommend paying into your own account)

|
|
|Accoum Number: | |Roll Number (B/S only): |
|

Name & Address of Bank / Building Society:

|Sort Code: | |Accoum Holders Name:

| agree that any monies are to be paid into the Bank / Building Society account shown above. Should any information given by me be incorrect, | agree to wait until funds
have been returned before the company makes the re-issuing of monies.

Limited Company (If applicable)

|Company Name: | |Fiegistration Number:

|
|Address Line 1: | |VAT Reg. Number: |
|Address Line 2: | |CIS Card Holder: Y /N |
|Address Line 3: | |UTR Number: |
|Town: | |Start Date: |
|County: | |Expiw Date: |

|

|F‘osi Code: | |Card Status:




Please give details of your employment for the last five years, with details of at least two referees who may be contacted.

o
o
3

From:

‘

Areas of local knowledge (i.e. Leeds, Manchester, Newcastle, Sheffield etc.)

Full Name:

Address:

Post Code: | Relationship: |

Home Tel. Number: | Mobile Tel. Number: |
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Medical Questionnaire Ref: Form 11B
Issue April 2007
Date:
Issue: 1
Page 1 of 1

HEALTH ASSESSMENT QUESTIONNAIRE

Name:

Name & Address of GP:

It is important to be accurate with your answers to this questionnaire. When
you declare NO, you are accepting a degree of respo  nsibility for your own
safety. Please answer the following questions and sign the declaration at the

bottom.

Yes

No

Do you have diabetes needing insulin?

Do you suffer from epilepsy or fits?

Have you ever suffered blackouts, recurrent dizzine  ss or any condition which
may cause sudden collapse or incapacity?

Do you get discomfort or pain in the chest or short ness of breath on exercise
(e.g. climbing a single flight of stairs)?

High/low blood pressure

Are you taking any medication that is causing you d izziness or drowsiness?

Do you take regular medication? Please give detail s below

Do you have problems with heights?

Do you have problems with repetitive lifting as req uired for the employment?

Do you wear glasses?

Do you wear contact lenses?

Do you have any difficulty with your eyesight (othe r than the wearing of glasses
or contact lenses where required)? E.g. colour blin dness

Have you ever had heart problems?

Have you ever had a serious accident or operation

Do you have any difficulty hearing normal conversat ion?

Back/Neck problems or suffered from HAVS (Hand Arm Vibration Syndrome)?

Would being on your feet all day cause you a proble  m?

Have you had a hernia?

Have you had any illness related to alcohol during the last 12 months?

Have you used any drug of abuse (not alcohol ortob  acco) within the last 12
months?

Details of any medication or serious operations

Signed By;

Date



















