YOURZONE45 NEW STARTER           

PLEASE ATTACH YOUR P45 TO THIS FORM
      PERSONAL DETAILS      

	Title
(Mr/Mrs/Miss/Ms/Other) 
	Employee Number:

	First Name:
	Other Names:

	Surname:
	Maiden Name:

	Home Address:

	
	

	Postcode:
	Phone Number:

	Mobile:
	Email address:

	Date of Birth:
	Marital Status:

	National Insurance Number
	
	
	
	
	
	
	
	
	


      EMPLOYMENT DETAILS

	Date Employment Commenced:

	Job Title:
	Work base :


     BANK DETAILS

	Account Number:
	
	
	
	
	
	
	
	
	

	Sort Code:
	
	
	  
	
	
	  
	
	
	

	Account Holder:

	Name of Bank/Building Society:


	Address of Bank/Building Society:

	

	Branch/Roll Number
	
	
	
	
	
	
	
	
	
	
	


     EQUAL OPPORTUNITIES 

	Are you a registered disabled person?



Yes
No

If Yes please state certificate number and expiry date



	Ethnic Group
	
	
	
	
	
	


      VISA/WORK PERMIT STATUS

	Are you legally required to hold Visa/Work Permit?

             Yes
No

What type of Visa do you hold?

  How many hours per week are you allowed to work?

	If yes, please provide details:

Reference Number:
	Expiry Date:

	Are you legally required to have a Worker Registration Number?         Yes        No

IF SO, PLEASE PROVIDE THIS INFORMATION WITHIN 4 WEEKS OF START DATE.


Declaration: I hereby declare that to the best of my knowledge and belief, the above information has been         

      provided is given in full and correct in all particulars.

	Signature of Employee:
	Date:



	Signature of Manager:
	Date:


HEALTH DECLARATION FORM - CONFIDENTIAL

     PLEASE FILL IN BLOCK CAPITALS

	Full time hours
	
	Work base
	

	Post
	


	Title
	
	Surname
	
	Forename
	

	Home Address

	Home Telephone No.
	Date Of Birth

                   /          /

	General Practitioner’s Name

	General Practitioner’s Address



CONFIDENTIAL MEDICAL QUESTIONNAIRE — COMPREHENSIVE
          Please answer the following questions, ticking the appropriate box.  If you answer yes to any             

question, please give full details.
	Please complete the questionnaire below. The information is required with your interests in mind

	A. Have you ever:
	Yes
	No
	Give details

	1. Had an operation?
	
	
	

	2. Been seriously injured?
	
	
	

	3. Had a serious physical or mental illness?
	
	
	

	4. Received in-patient treatment for a physical or mental condition?
	
	
	

	5. Been refused or dismissed from employment for health reasons?
	
	
	

	6. Received a disability pension?
	
	
	

	7. Had a disability?
	
	
	

	8. Been made ill by your work?
	
	
	

	9. Been refused a driver's licence because of ill health?
	
	
	

	B. Do you suffer from or have you ever had (put cursor in box and mark with x)

                     Yes        No                              Yes        No                            Yes        No

	Diabetes
	

	Skin rashes/ eczema
	
	Swelling of legs/ ankles
	

	High blood pressure
	
	Anaemia
	
	Menstruation or prostate problems
	

	Asthma
	
	Headaches (frequent)
	
	Varicose veins
	

	Cough (frequent)
	
	Heart trouble
	
	Rupture
	

	Rheumatic fever
	
	Chest trouble
	
	Back trouble
	

	Arthritis
	
	Fainting or dizziness
	
	Ear trouble
	

	Epilepsy/fits
	
	Hay fever
	
	Eye trouble
	

	Shortness of breath
	
	Jaundice
	
	Nerve trouble
	

	Stroke
	
	Depression
	
	Anxiety/Stress
	


	Do you take medicine regularly?
	Have you worked in a dusty trade?
	Have you ever had a head injury?
	Do you suffer from any other ailments?

	Yes          No    No
	Yes          No    No
	Yes          No      No
	Yes          No     No

	


	Please indicate any other health problems not covered above:



	  
           If you are currently receiving treatment for any medical condition, please give details:




I declare that all the above statements are true and complete to the best of my knowledge and belief.
Signature of Employee:____________________________Date:_____/_____/_____

The information provided on this form will remain confidential.  A false declaration of health could, if appointed, lead to dismissal.

N.B: FAILURE TO COMPLETE THE QUESTIONNAIRE WILL RESULT IN IT BEING RETURNED TO YOU AND MAY PUT BACK YOUR START DATE.

ACCIDENTAL DEATH FORM
YourZone45 [NAME] insures its staff against accidental injury or death.  YourZone45 [NAME] has discretion to pay any compensation to a nominee of your choice.  Please provide details of who you wish this to be.
	Name:
	

	Relationship to you:
	

	Address
	

	Contact Telephone Number
	


Signature of Employee:___________________________Date:_____/_____/_____

NEXT OF KIN FORM
Please provide details of two people we could contact in an emergency.  It is your responsibility to inform the Head Office of any changes as soon as they occur.
	Name:
	

	Relationship to you:
	

	Address
	

	Contact Telephone Number
	

	Name:
	

	Relationship to you:
	

	Address
	

	Contact Telephone Number
	

























































































































































































































































































































































































