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    Hope Medical Services T/A Glenrock Country Practice
Application for Employment
Surname: _____________________________ Given Names: ________________________

Address: __________________________________________________________________________

_______________________D.O.B  _____________________Postcode: _______________________

Telephone: ___________________________ Mobile: _____________________________________

Are you a permanent resident of Australia?    YES / NO

If no please provide a copy of your Visa.

Formal Education and Qualifications

	Year To / From
	School / TAFE / Uni
	Evidence of Level / Qualifications

	
	
	

	
	
	

	
	
	

	
	
	


Additional or Continuing Professional Development 

	Details of course
	Dates
	Certificates Attached

	
	
	

	
	
	

	
	
	

	
	
	


Licences, insurance  or permits required to practice

	Details eg nurses/GP registration certificates, 
	Identification number 

(Attach photocopy if possible)
	Expiry date

	
	
	

	
	
	

	
	
	


Previous Employment

	Period of Employment
	Company
	Position Held

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Emergency contact Details

In the case of emergency please contact:   

__________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________

Employees Relationship to Contact Person: __________________

Contact Number: ( Mobile & Home/work) 

Mobile:_______________________Home/work:_____________________

Bank Information       

To allow for direct deposit of your wages the following information is required.

	Bank:
	Branch:
	Branch No:
	Account No: 
	$

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	Bal.


Superannuation Fund Information:

To allow for direct deposit of your Superannuation the following is required.

Name of Fund: 




Member Number: 




Deposit Details: 




Applicant’s Declaration

I___________________________________ understand that any misrepresentation of the facts in this application may result in termination or disciplinary action.

I understand that part of this application procedure involves a pre employment medical examination, for which I authorise disclosure of those results to * Insert Practice Name.
I consent to all reference checks which may be necessary to support my application.

Signature (applicant)_________________________________

Name (print)  ____________________________________                            Date        /       /
Hope Medical Services T/A Glenrock Country Practice 

ABN: 12 101 886 042

PO Box Wagga Wagga NSW 2650 Ph: 6926 5600 Fax: 02 6926 5611

