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PULSE Healthcare Staff Registration Form

Welcome to PULSE! To get to know you better and get as much information about you as possible, please provide us with as detailed information about yourself as you can. This will also help us to find you the work you want!

OK – so it’s time to get your PULSE racing!
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Position applied for with PULSE:

· Registered Nurse         Grade:_______

· Enrolled Nurse            Grade:_______   Medication Competency: Yes/No

· Assistant in Nursing    Level:_______   Medication Competency: Yes/No

· Domestic                        

· Other, please provide details: _______________________________

What is your preferred place to work (Please circle desired)?

Nursing Homes/ Hostels
Disabilities
 Community
 Hospitals
Other:_________________

Where did you hear about PULSE Healthcare?

· Local Newspaper

· Online

· Through other PULSE Staff, Please provide name: _____________________

· Other, Please provide details: __________________

[image: image2.png]



Personal Details:

Title:____ 
First Name (s):____________________   Family Name:_______________________
Date of Birth: ____/_____/_______(DD/MM/YYYY)     Nationality:________________________

Address: _______________________________
Suburb:__________________ Postcode: ________

Home Phone: ______________
Mobile Phone: _______________
Other Phone:_____________

Email Address:____________________________


Would you like us to send pay advises and other publications to your email instead of the mail? Yes/No

Emergency Contact (name, relation, phone): ______________________________________________

Emergency Contact (name, relation, phone): ______________________________________________

Availability Details:

Please circle what days/shifts you are available to work:

Mon
Tue
Wed
Thu
Fri
Sat
Sun
Holidays

Morning
Afternoon
Night Duties
Double Shifts

What areas do you want to work?

· North of the River

· South of the River

· Metro

Please specify your boundaries and if there are any specific places you do not wish to work:

_____________________________________________________________________________________

_____________________________________________________________________________________

Have you got an Australian Work Visa (please circle)? Yes/No

When are you available to start work? ___________________

How many hours per week would you like to work? _________ (Student visa: Max 20 hrs p/w)
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Bank Details:

Account name(s): _________________________


Bank: _____________________

Branch: ______________________



BSB number: ______-________

Acc Number: __________________

Tax File Number: ______-______-______

Superannuation fund: ​​​​​​​​​​​​​_________________________
Member number:____________________

Date you joined the nominated Super Fund: ________________

If superannuation details are not supplied, your superannuation will automatically be allocated to a HESTA super fund.

Background and Qualifications - Details
In this section, you can attach your CV and refer to this, if it contains the below information.

Qualification 

Please Provide description(s) of the qualification(s), certificate(s), and training you have in Aged Care:

1: ________________________________________________________________________________

2: ________________________________________________________________________________

3: ________________________________________________________________________________

4: ________________________________________________________________________________

Previous Employment:

Please provide details – listing the most recent role first.

	Employer
	Your Position
	Period of Employment
	Contact person and phone number
	Reason for leaving

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	


Professional Referees:

	Name of referee
	Position of referee
	Organisation
	Contact number/email address

	1.
	
	
	

	2.
	
	
	


Additional Details:

Transport

What transport do you normally use? _________________________________

Would you use your vehicle to transport Community Clients if required? _________

Do you have Fully Comprehensive Motor Insurance? _____________

Drivers License Number: ______________
Type: ___________ 
State: __________

Have you been in any car accidents in the past five years? _______________________

Have you been convicted of any traffic offences in the past three years? ____________

Miscellaneous:

Do you speak any other languages beside English? Yes/No

If yes, please provide details: ______________________________________________

When is your National Police Clearance dated? ________________________________

When does your Senior First Aid Certificate expire? ____________________________

When was your Manual Handling Certificate last updated? _______________________

Do you have a Working With Children Check?_________________________________ 

If yes, please provide number ________________Expiry date_______________________

Medical:

Do you have any illnesses you are currently being treated for? _________________________________

Are you currently taking any medications? _________________________________________________

Do you have any allergies? ______________________________________________________________

Do you have any conditions that might interfere with your work or require special attention?

If yes, please provide details: _____________________________________________________________________________________

_____________________________________________________________________________________

Please detail any prior workers compensation claims __________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Declaration:

I, ___________________________ declare that the information given in this form is correct to the best of my knowledge. I understand that any false or misleading information can lead to termination of my employment with PULSE. I understand that I have answered the medical questions fully and understand that any Insurance claims that may result from any conditions I have and have not informed you of maybe  void.

I hereby give my authorization to PULSE Healthcare P/L to us the supplied information in this form, and to contact my referees to further consider my suitability for employment by PULSE Healthcare P/L.

Name of Applicant: __________________________________________________

Signature of Applicant: _______________________________________________ Date: _____________
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