POSITION APPLYING FOR: oo Dater i,
Ful Time O Part ime Casuald lemp O

Are you currently or have you previously been employed by SWIAA?

Ves[] No U

PLEASE NO/E:
1. Do notenclose originel documents, gualifications or references. Photocooies will suffice.

2. Please bring originals if called for an interview.

3. Apoointment is subject to proof of eligiollity to work in Australia.

4. Any statement on this form, whicn is found to be deliberately misleading, will make you
liable for dismissal

SECTION A - PERSONAL DETAILS

Preferred form of address: Mr[ Mrs. LI M'ss. 1 Ms Dr/Prof. d Other.

SURNAME: e NAME:
RO LA AT A N TS T (IT aoplicable)

POS AL AD D RE S S
‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ POST CODE:
Date of Birtn / / (DD/MM/YY) Male: [ Female U Otner
TELEPHONE NUMBERS:

BUSINESS. Home: FaX
Mobile: E-mail
EMergencCy/CONtACT .

AAAIESS . Postcode...........

Emergency lelephone Numbers:

Business: ... Home: ... Mobile: ...

Are you an Australian Citizen or Resident:  Yes [ No O

If the answer is no, do you have a Working Visa? Yes[d No [ (f yes please provide a copy)

Where did you see or hear about the vacancy advertised? (Please  tick vour response)
] Newsoaoer L walk in U Friend/relative L Website. .

L] Other (pease iINd'Cate) e,




SECTION B - EQUAL EMPLOYMENT OPPORTUNITY

This section is [or compliance wilh EEO legislalion only
Was Englisn tne first language of: (Please  tick your selection)

Yourself Yesld] Nol Your Mother Yes] NoU Your Father Yes[  NolU

Are you from a racial, etnnic or ethno-religious group, which is a minority in
Australizn society?Yes L No [

Are you of Aborgina or lorres Strat sander orgn? Yes No [
Aboriginal ] Torres Stra't sancer Both Aborignal and Torres Strait Islander [

It s SWIAA Village policy to welcome applications from peoole witn disabillities
and to ettempt tomeet reasonaole / approopriate work-related requirements of
employees

Do you nave a disaoility Ves [ No O

If Yes, please indicate now the workolace mignt be adjusted to overcome any
oarriers that mayaffect your pe-formence.

1. SECONDARY (Show detaiis of highest examination passed or attempted or attach copy of Certificate

NAME OF EXAMINATION: Year 10 Year 1 Year 12
2. TERTIARY Name QUALIFICATIONS AWARDED
of Institution Course Undertaken | From To (Please attach copies of your resuits)
3. OTHER SKILLS AND QUALIFICATIONS
You may include professional/technical sualificatior. courses, fluency in larcuages, office skills, computer skills
Current Professional Registration Number:.......... Valid to: / / aa/mm/ )
(A copy of Registration must be attached)
Professional Memoersnip(s):
Languages sooken olner Lnan =nglish:
Do you have a current drivers icense? Yes O nolO if ves, which class? Expiry Date; / /  Clerical

sta™ (skills & experience). L1 Srortnand Ll wormn Typing (wom )

No

SWINAORG

ABN: 55746 811187




Voluntary work experience may also be included. If space provided is /'/vsufﬁc/enf and you wish to
provide amore detailed work history, please attach extra pages to this form.

orevious employer or Nursing Service Record Book will be required.

Please indicate where you have worked before. Include overseas as well as Australian work experience.

I you are appointed [or previous service (o be recognised, a delailed Sialement of Service [rom your

EMPLOYER DATES POSITION HELD

Prosent Position Fom O

If vou have any soecial needs to enanle you to attend for an interview please list them
oelow orcontact the contact oerson for the advertised position

REFERENCES: (regarding employment related information)

Please provide names and addresses of two eferees, one of which should be your present

or most recentsupervisor.

1. Name: Title:

Organisalion:

Address:

Post Code

Teleonone No:

~

2. Na~e Title:

Organisalion:

Address

Post Code

Teleonone No:

S W// \/A‘C:\)G
ABN: 55746 8]




Applicant’s Statement and Declaration:

Please tick (v) your response to the following questions

Are you aware of any circumstances regarding your nealth, wnich may intefere
with the satisfactorydiscnarge of the duties of the oosition for which you are now

applying? vesd  Nol

| agree to SWIAA Village requesting confidential reports from my orevious emoloyer

ves [ Ne U

| understand that eny discussion or disclosure of records or informeation concerning
residents and staffgenerally is a seqdous betrayel of trust and could mean instant

dismissal vesd Noll

That | will notify the Executive Manager (in writing) witnin 14 days, snould | appear in court
and be convictedof a criminal offence Yes[d Noll

lhat if emoloyed as a trainee, my continued employment during my period of
training, will oe suoject tomeinteining satisfactory orogress in ooth theoretical and

oractical training Yesd Noll

| nat all statements in my aoolication are correct to my knowledge and that the making
of a false statementmay lead to dismissal vesd No [

That it is a condition of my emoloyment that en ID card containing my onotograon
must be won o carriedat all times (if applicaole) and oe oroduced on request

vesU No [

| am aware tnat a criminal record cnecx will oe conducted if I em recommended for
appointment. | declaretne information contained in this application is true. | understand
that any intentional omission from this eoolication or false statement may lead to my

dismissal ves Nol

| declare that the gqualifications | nave asserted to have are genuine and acknowledge
tnat false claims maylead to my dismissal and/or prosecution for any relevant offence

vesd  Noll

Farmily Name First NemMe/S

SIGNETUC o Date / /) (dd/mm/yyyy)




Information Regarding the Employment Health Assessment
Questionnaire

Please note: The information provided will be treated in the strictest confidence
Please ensure thet you read tne information orovided on the following pages before
comoleting the guestionnaire

Staff Health and Wellbeing Service

Evidence of Protection Against Specified Infectious Disecases

In accordance wilh Lhe NSW —eallh “olicy direclive: "Occupalional Assess~enl, Screening and
Vaccinalion Againsl Soecified In“eclious Diseases” (PO 2007 006), all slal” emoloyed oy SWIAA Village
musl be prolecled againsl Lhe specified in"eclious diseases.

The evidence required to prove ‘oroleclion’ is speci'ic. The evidence can be based on immunisalion

evidence, immunily evidence o assessmenl evidence, or a combinalion of all. The evidence can be

eilher:

A statement from your General 2ractitioner clearly indicating now you comply with the acceptaole

evidence

A certified copy of a NSW Health Adult Vaccination Record Card or equivalent

o To oe considered as evidence, all entries on any vaccination record must oe individually signed with
Lthe im~unisation providers details clearly noted (a orovider stamp or medical practice stamp is
acceptaole)

A certified copy of a written record of vaccination signed oy the orovider and/or serological

confirmation of protection

Please note: A statutory declacation is nolt acceotable evidence.

Please note the following are the ~inimal criteria for evidence, and any evidence orovided must address

these criteria

Vaccination and/or Immunity Evidence

Disease Acceptable Evidence Criteria

Diohtheria, Tetanus Documented evidence of one dose of adult tyoe dTopa vaccine

and Pertussis

Hepatitis B Docu~ented evidence o comoletion of an age appropriate course of

Hepatitis B vaccines over the oreferred timera~e AND Documented
evidence of serology indicating orotective antibody levels (anti-—-Bs 2 10
IU/m_ post vaccination, OR,

Docu~ented evidence of past infection indicated oy positive serology (anti

HBo)
Measles Mu~ps and Documented evidence of comaoletion of the two dose course of MMR
Rubella vaccineat least one ~ontn apart, OR,

Documented evidence of oositive serology ie IgG for Measles, Mumps
and Ruoella

Varicella Documented evidence of completion of an age appropriate course of
Varicellavaccine/s, OR,

Documented evidence of cositive serology ie IgG for Varicella. OR,
Documented evidence of a paysician diagnosed Shingles, OR
Documented evidence of Chicken Pox

TB Assessment Evidence

Assessment Type Acceplable Evidence Criteria

S<in Test (TST) Documented evidence of a skin test being completed and read within
the lastl2 months.

If docurmented evidence snowing that a sxin test is contraindicated is
oovidedtnen documented evidence o a chest X Ray oeing completed
and reviewed witnin the last 12 months is an acceptable alternative.

Mitigating Circumstance Evidence
o  Where vaccinaltion is contraindicated: Should vou believe thal veccination is contraindicateo for vou. vou
Ml neco to provide evioence from you Cereral Practitioner clearly outlining the reasors why vaccination is
contrairdicateo

o  Where previous vaccination attempts have not resulted in you becoming immune: Should you believe
Lhal vou fall inlo this calegory you will neec Lo provide documenled evidence of your vaccinalion course
completion ard your immunity status consistent with the recuirements listeo above

ABN: 55 7146 87




EMPLOYMENT HEALTH ASSESSMENT

Please note: |he information orovided will be treated In the strictest confidence

General Information and instructions

SWIAA Village is commilled to ensure that all prosoeclive e ployees salisly Lhe inherenl job
cequirements

and job demands of trhe position “or wnich they are oeing considered and that all
employees are safe in “ulfillingtais -ole. You are theretore required to:

1. PRINT CLEARLY

2. Complele Assessmenl f[orm and place in Lhe sealed envelope provided and bring
wilh you Lo Lheinlerview.

3. You musl complele all gueslions — il insuflicienl space please attach separale sheels/s of
paper

4, Please attach any required documents and/or evidence and any other supporting
documents

INFORMA TION PROVIDED WILL BE |REATED AS CONFIDENTIAL (PLEASE PRINT)

Title: (please tick) Mr [ Mrs O Miss [ Ms [
Gender: (olease tick) vaeld Female Other O
Surname:

Given Names:

Former Names: (if applicable)

Address:

Date of Rirth:

Home/Private Number: Mobile Number:

Position Applied for:

YOU MUST COMPLETE ALL QUESTIONS (please tick response)
D Have yvou had previous work related injuries? ves No

1a) Please list details, of previous work related injuries and any Workers' Comoensation Claims
relate to tnose injuries:

Dale Nature of Injury/lliness Medical Trealmenl| =mployer Insurer

of

ljury

1b) Please indicale i your Workers' Co~oensalion Claim is closed ves nolO  naOl

ABN: 55746 8




2) Have you been involved in any molor vehicle accidenls resulling in oersonal injury?

ves [ No [

2a) Please list details of motor vehicle accidents or 3rd Party claims relating to injuries sustained:
Date of Injury Nature o Injury/lllness Medical treatment Insurer
3) Have vou sutfered back pain or strain injury? (Including ocack surgery) vesd Nol

If ves please give details.

4) Have vou sutfered ~rom shoulder, neck or arm strain? YesU No
If ves, please give details.

5) —ave you had a “ull medical clearance for any injuries identified in
guestions 123 or 47 ves Nol If ves, please give details

6) Are you receiving any ongoing treatment “or injuries identified in questions 1, 2, 3 or 47
ves nel nald If ves, please give details.

7) Do vou suler from any medical condition (including onysical psycniatric/osychological)
[or wnich you arereceiving Lrealment? ves Nold  If yes, please give delails.

< INA A Y203
SWINAORG

ABN: 35 146 8




8) Do you have an imoai-~ent, disaoility o nandicap o™ any tyoe? ves [ No
It ves, please give details

9 Have you ever suffered from or had:  (please tick appropriate answer)
\slhma/ronchilis/pleuris » Allergies .
Aslhma/lronchilis/pleurisy e[ 0 Allergies e[ o0
ersistent cough/shortness of breath -0 -0 Hernias e -0
Tuberculosis e[ -0 Ssychialric/psychological e[ -0
Heart trouble/chest pain e O Severe arxiety/depression O o0
ob or low blooc ¢ ells PR IS SV
—igh orlow blood pressure / dizzy spells e -0 —Head injury sec -0
-laemophilis/any blood cisease e[ 0 “ersistent o0 o0
’ - Feadaches/migrain -
es
~pilepsy/fits =< -0 Broken bores e -0
Diabhate 4 S
Diabetes e -0 Torn carlilages e -0
Arthritic /rlet iraaticrs C o N
Arthritis/rheumatism e -0 ar problems/rearing lo ecd 0O
lerosynovitis/carpal tunrel /RS e 0 Ary eyesight problems e -0
Sciatica vee [ - DO you wear e nod
i - classes/lenses o :
Wrist or elbow pair/wezkress e[ -0 Ary other serious illness e -0
Scars/ce’ormations which may restrict ves [ o0 Are you using a mobility P oo
physicalmovement aid
Skin trouble/cermatitis =[] o <Lidney Jes o
disorders/urinarytract
ir‘ection

If you answered ‘yes' to any of the above provide further details below:

10)  Protection Against Specific Vaccination Preventable Infectious Diseases

In accordance with tne NSW Health 2olicy PD 2007 006 "‘Occuoational Assessment, Screening
and Vaccinalion Against Specified Infecl \oug D\Q@aﬁpf all new employees are Lo provide
acceptaole evidence of protection againstine soecified inectious diseases

Apolicants are advised that an ofer of e oloy™ent will not be made until acceotable evidence
of protection againsttne specified in“ectious diseases has been provided

If vou resocond ‘ves to any o tne following questions, vou will need to sucoort these
responses with e\/\de e, Tnes pecw “ic evidence required is outlined in the section: ‘Evidence oF
Protection against Specified Infectious Diseases'Please refer to tnis section prior to answering
as tnis may assist you.

If vou resoonded 'no’ Lo any o the oHov ing questions, yvou will be required Lo orovide acceplable
evidence orior to ceing made an of'er 0" employ—ent Therefore, it is strongly r@com“@%@d Lha you
allend an im~unisalion provider and naveyour vaccinalions and/or im~unily slalus upgraded L
ensue you meel Lne required level o proleclion’.




Please lick your response Lo Lhe following queslions

a) Have you completed a vaccination course “or?
Disease
Heoalilis 3 ves[ No Unsure L
Measles ves [ No Unsure [
Varicella (Chicken Pox) vee [ No Unsure
Mumps ves[] No Unsure [
Ruoella (German Measles) | ves[] No Unsure U

Il vou answered no Lo any of Lhe above, did you do so because vaccinalion is conlraindicaled (or you?

ves No U

I vou answered 'unsure’, do you have any co~ments you would like to make?

b) —Have you during vour adult life (tnat is 14 years of age or clder) been vaccinated for?
Disease

Diohtheria ves [ No [ Unsure [
Tetanus ves[ No Unsure L
Pertussis (Whoooing Ves[] No [ Unsure [
cougn)

If yvou answered no to any of the above, did you do so because vaccination is contraindicated for you?

ves [ No [

I“ you answered ‘'unsure’, do you have any comments you would like to make?

c) Are vou im~une to the “ollowing diseases?

Disease

Hepatitis B ves [ No U Unsure [
Measles ves [ No Unsure [
Varicella  (chic<en Pox) | ves[] No L Unsure U
Mumps Yes [ No Unsure
Rubella (Ger~an Measles) ves[] o Unsure O

< INA A Y203
SWINAORG
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If vou answered no’ to any of the above, did you do so ocecause yvou have comoleted an entive
L7

ves Nol

vaccinalion course anddid nol acquire im~unily as a resull’

I” you answered ‘'unsure’, do you have any co~menls you would like to make?

d) —Have you had Tuoerculosis S<in Tesl (TST or Manloux) assessmenl wilhin
lhe lasl & monlns? VesO NoOd Unsure O

Il yes, were you re’erred "o ‘uslner invesligalion (eg: were you referred Lo a chesl clinic,
resoicatory ohysician or for aChest X--ay  YesO NoO

If no
—Have you had a TST in the last 12 months? YesO No O
Is TST or Manloux Lesling conl-aindicaled "or you? YesO No O
—Have you had a Cresl X-ray wilnin the last 12 YesO No O
montns?

If vou answered ‘unsure do you nave any comments you would lie Lo make?

m | agree Lo tre nosoital ootaining ~edical information from ™y treating doctor/s  YesO  NoO

Reminder:

If you responded ‘yves to any of the following guestions, you will need to support these
responses with evidence. The specific evidence required is outlined in the section "Evidence of
Protection against Specified Infectious Diseases” Please refer to this section prior to answering
as this may assist you

If you responded no’ to any of the following questions, you will need to provide acceptable
evidence prior to being made an offer of employment. Therefore, it is strongly recommended

that you attend an immunisation provider and have your vaccinations and/or immunity status
upgraded to ensure you meet the required ‘level ofprotection’

DECLARATION ,
| undersstand that | may oe required to undergo a ~edical and/or psychiatric assessment

YesO NoO

| declare that to the best of my <nowledge and oelief, all the infor~ation | have orovided is true and
correct. | am aware that “alse or misleading statements may affect my aopointment or continued
emoloyment

Signature .o Date: / /

THANK YOU I'OR COMPLETING THIS TORM

S
ABN: 35 146 8
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