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AVONDALE SCHOOL

APPLICATION FORM
Confidential

Please complete in BLOCK CAPITALS and  relevant boxes where appropriate.

	1. POST APPLIED FOR


	Post Applied for:
	
	

	
	
	

	
	
	

	Date of Interview:
	
	

	
	
	

	
	
	

	Full/Part Time: (state No. of hours)
	
	

	
	
	

	
	
	

	Intended Start Date:
	
	

	
	
	

	
	
	


	2. PERSONAL DETAILS


	Title: (Mrs/Miss/Ms/Mr/Dr/Other)
	
	

	Full name: 
	
	

	
	
	

	Name by which you like to be known:
	
	

	Former surnames (eg. maiden name or where any previous change of name(s)
	
	

	
	
	

	Date of Birth:
	
	

	
	
	

	Current Home Address:
	
	

	
	
	

	
	
	

	
	
	

	Previous Address 

(if resident at current address for less than 5 years please provide any previous addresses during this period)
	
	


	Telephone Number:      (Home): inc. Std Code
	
	

	                                      Mobile Phone Number:
	
	

	
	
	

	National Insurance Number:
	
	

	Present Employer (with address):
	
	

	Are there any restrictions on you taking up employment in the UK?
	
	No ( Yes ( If yes please provide details



	
	
	


	3. QUALIFICATIONS

	Please list details of all Academic / Vocational Qualifications. Continue on a separate sheet if necessary.


	Qualification
	Date Obtained


	Awarding Body
	Grade (if appropriate)



	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Teaching Posts Only

	Please provide your DfES / DCSF reference number
	
	

	Do you have qualified Teacher Status?
	
	

	Are you registered with the GTC? If so please give reference number
	
	


	4. FURTHER EDUCATION AND CAREER HISTORY


Please supply a full history in chronological order (with start and end dates) of all training /further education, employment, self-employment and any periods of unemployment since leaving secondary education. Provide where appropriate explanations for any periods not in employment, self-employment or further education/training and in each case any reasons for leaving employment. Continue on a separate sheet if necessary.

	From:
	
	To:
	
	Place of Education / Work:
	
	Description of Course / Job:

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	5. DO YOU SUFFER FROM OR HAVE YOU EVER HAD ANY OF THE FOLLOWING?


Please complete this section fully to avoid any delays or the need to contact your GP. Continue on a separate sheet if necessary.
	Description
	
	Yes
	
	No
	
	State date and / or if ongoing
	
	Details

	
	
	
	
	
	
	
	
	
	
	

	1
	
	Severe, frequent or prolonged 

headaches or migraine?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	2
	
	Blackouts, epilepsy or fits?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	3
	
	Fainting attacks or giddiness?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Description
	
	Yes
	
	No
	
	State date and / or if ongoing
	
	Details

	
	
	
	
	
	
	
	
	
	
	

	4
	
	Eye diseases or problems, defects or colour blindness?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	5
	
	Ear/nose/throat problem, including deafness? (please state which)


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	6
	
	A heart problem?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	7
	
	Raised blood pressure?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	8
	
	Circulation problems or varicose veins?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	9
	
	Blood disorders – anaemia / jaundice, hepatitis? (please state which)


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	10
	
	Asthma, pneumonia, hay fever – or bronchitis or other chest problems

 (please state which)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	11
	
	Tuberculosis (or family history of)?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	12
	
	Have you ever had thyroid problems, diabetes or other gland problems?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	13
	
	Back problems, including injury or backache? (please state which)


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	14
	
	Rheumatism, arthritis or joint pain, including pain, swelling or stiffness? (please state which)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	15
	
	Problems with your hands, arms, legs or feet which affect movement or normal use?
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	16
	
	Have you ever had any kind of skin problem?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	17
	
	Psychiatric illness, nervous troubles, stress, depression or anxiety – even mild? Any personality disorders?
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	18
	
	Have you ever had any illness which may have been caused or made worse by your work?
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	19
	
	Have you had an illness or injury not previously mentioned?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	20
	
	Are you waiting for an operation and / or treatment?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	21
	
	Are you receiving any treatment, medicine or tablets?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	22
	
	Have you ever had a drug or alcohol problem?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	23
	
	Do you have any other medical condition?


	
	
	
	
	
	
	
	


	6. ARE YOU CURRENTLY SUFFERING FROM OR HAVE SUFFERED FROM 

ANY OF THE ILLNESS LISTED BELOW IN THE PAST THREE MONTHS?


	Description
	
	Yes
	
	No
	
	State date and / or if ongoing
	
	Details

	
	
	
	
	
	
	
	
	
	
	

	1
	
	Diarrhoea?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	2
	
	Blood poisoning?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	3
	
	Skin trouble?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	4
	
	Ear or eye infection?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	5
	
	Sore Throat?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	6
	
	Sinusitis?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	7
	
	Lung disease (eg Tuberculosis or Bronchitis)?
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	8
	
	Persistent cough?


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	9
	
	Vomiting (as a result of known or suspected food poisoning)?
	
	
	
	
	
	
	
	


	7. PLEASE STATE YOUR SICKNESS ABSENCE OVER THE LAST THREE YEARS


This section must be completed or state ‘None’.

	Year
	
	Days
	
	Weeks
	
	Months
	
	Reason

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	8. EXISTING CONTACTS WITHIN SCHOOL


Please indicate if you know any existing employees at the school, and if so how you know them.
	


	9. REFEREES


Please provide at least two referees. One referee should be your current or most recent employer.  Where you are not currently working with children but have done so in the past one referee must be from the employer by whom you were most recently employed in work with children.  Please note: references will not be accepted from relatives or from referees writing solely in the capacity of friends.
	Name of Referee:
	
	

	Capacity in which you know Referee:
	
	

	Contact Address of Referee:

Telephone number(s):

e-mail address:
	
	


	Name of Referee:
	
	

	Capacity in which you know Referee:
	
	

	Contact Address of Referee:

Telephone number(s):

e-mail address:
	
	


	Name of Referee:
	
	

	Capacity in which you know Referee:
	
	

	Contact Address of Referee:

Telephone number(s):

e-mail address:
	
	


	10. DECLARATION


I am aware that the post for which I am applying is exempt from the Rehabilitation of Offenders Act 1974 and therefore that all convictions, cautions and bind-overs, including those regarded as ‘spent’ must be declared.  I have not been disqualified from working with children, am not named on DfES List 99 or the Protection of Children Act List, am not subject to any sanctions imposed by a regulatory body (eg the General Teaching Council), and either (please delete as appropriate):

· I have no convictions, cautions or bind-overs 

OR 

· I have attached details of any convictions, cautions or bind-overs in a sealed envelope marked confidential.
I hereby declare that the information given is full and true to the best of my knowledge.  I understand that if, at a later date, it is discovered that I have knowingly withheld medical information, the Headteachers of Avondale School Ltd may take disciplinary action against me, which may include dismissal.

	Signed
	
	
	
	Date
	
	           /             /


PLEASE ENSURE YOU HAVE COMPLETED ALL THE SECTIONS AND THE CONSENT FORM.

Seal this questionnaire in an envelope and return to the Headmaster at Avondale School.                                    PTO
ACCESS TO MEDICAL INFORMATION – CONSENT FORM

(REFERENCE – ACCESS TO MEDICAL REPORTS ACT 1988)

TO BE COMPLETED BY ALL APPLICANTS
	Personal Details


	GP Details

	Surname


	
	Surname
	

	Forename(s)


	
	Forename(s)

or initials
	

	Address


	
	Full address
	

	Postcode


	
	Postcode
	

	Tel No.


	
	Code
	Tel No.
	
	Code

	Date of Birth

/
/




The Headteachers of Avondale School Ltd may request medical information from your doctor.  The Access to Medical Reports Act 1988 gives you the right to check the accuracy of such a report before it is sent to us.  Your rights under the Access to Medical Reports Act 1988 are summarised below.  Please read them carefully before you sign this form.  You are entitled to:

1
Withhold your consent for an application to be made to your doctor.

2
See the medical report before it is supplied to the Headmaster of Avondale School Ltd.  (You have 21 days from the date the report is requested to view it before it is sent.)  It is your responsibility to make the necessary arrangements with your doctor.

3
Ask your doctor to amend any part of the report which you consider to be inaccurate or misleading; or if your doctor declines to amend the report, you may attach a written statement giving your views or you may withdraw your consent to the report being supplied to the Headmaster of Avondale School Ltd.

In exceptional circumstances your doctor may consider that your health may be seriously jeopardised and may therefore withhold part of the report from you.

D E C L A R A T I O N

1
I have been informed of my statutory rights under the Access to Medical Reports Act 1988 and hereby give my consent for the Headmaster of Avondale School Ltd to apply for a medical report from my doctor who has been responsible for my physical or mental health care.  I understand that this consent form will be copied to that doctor and shall have the validity of the original.

2
I do/do not* wish to see my doctor’s medical report before it is sent to the Headteachers of Avondale School Ltd (*please delete as appropriate).

Signature  _______________________________________________
Date   ____________________________

(Should you not wish to see your GP report before it is sent to the Headmaster of Avondale School Ltd, you are still entitled to view it at your GP surgery for six months after the date it was requested).  

