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Satellite Communication Services Ltd                    

SATELLITE COMMUNICATION SERVICES LTD

APPLICATION FORM

Please complete this form in full, supplemented by additional sheets if necessary and attach an up to date CV.

Please complete in black ink or type

Post applied for:




Closing Date:  
PERSONAL DETAILS

Title: Mr/Mrs/Miss/Ms

Address (for communication):

Surname:        



Forename(s):   




Home Telephone:

Postcode:

Work Telephone:

e-mail address: 

Mobile Telephone:

N.I. No:      


GENERAL EDUCATION (GCSE, A  Level, GNVQ, etc.)

	Subject
	Level
	Grade
	Name of School/College

	
	
	
	


FURTHER EDUCATION

	Qualification
	Grade
	Name of College/University

	
	
	


CURRENT STUDIES

	Qualification
	Grade
	Name of College/University

	
	
	


RELEVANT VOCATIONAL/MANAGEMENT TRAINING COURSE/SEMINARS

	Course Title & Organiser
	Duration
	Dates

	
	
	

	
	
	

	
	
	


PRESENT OR MORE RECENT EMPLOYMENT

Job Title:

Name of Employer:  

Dates From/To:


Full Address:

Salary/Grade:




Notice Period:




Reason for Leaving:   

Post Code:

Tel No:


Please provide a brief description of your duties and responsibilities: 

EMPLOYMENT HISTORY (Starting with most current)

	Job Title
	Employer/Nature of Business
	Reason for Leaving
	From/To

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SUPPORTING INFORMATION

This section of the application form is your opportunity to give a concise account of your experience and say why you should be considered for the post.  Please provide evidence of your suitability against each of the tasks in the job description. Please declare any canvassing of, or relationship to a partner, senior officer or other staff member of the organisation.
Please continue on separate sheet if necessary………..
REFERENCES

Please give details of two people who are willing to provide references relating to your work, experience and suitability for the post applied for, one of whom should be your current or most recent employer

Name:       

Name:       

Position:  

Position:  

Full Address:  

Full Address:  

Telephone:  

Telephone:  

Relationship to referee:  

Relationship to referee:  

Length of time known to applicant
Length of time known to applicant
Can we approach your referees before interview? (please tick)
Reference 1:  YES  FORMCHECKBOX 

NO   FORMCHECKBOX 
       Reference 2:  YES  FORMCHECKBOX 

NO   FORMCHECKBOX 

REHABILITATION OF OFFENDERS ACT (1974)–Health & Social Services Exemption (1975)

Because of the nature of the work for which you are applying, this post is exempt from the provisions of  Section 4(2) of the Rehabilitation of Offenders Act 1974 by virtue of the Rehabilitation of Offenders Act 1974 (Exemptions) Order 1975. Applicants are therefore not entitled to withhold information about convictions which for any other purpose are ‘spent’ under provisions of the Act and, in the event of employment, any failure to disclose such convictions could result in dismissal or disciplinary action by the employer. Any information given will remain completely confidential and will be considered only in relation to any application for positions to which the order applies. 

Have you ever been convicted of a criminal offence (please tick):  YES  FORMCHECKBOX 

    NO   FORMCHECKBOX 

If yes, please give details below of any offences and penalties, including length of sentence and dates:

WORK PERMIT 

Do you require a permit to work in the UK? (Please tick):      YES  FORMCHECKBOX 

    NO   FORMCHECKBOX 

If YES, do you currently hold a work permit? (Please tick):   YES  FORMCHECKBOX 

    NO   FORMCHECKBOX 

Expiry date if applicable:

DECLARATION 

I certify that to the best of my knowledge and belief the information I have given above is true and complete. I understand that any false information given on this form may render an offer of employment invalid and may lead to termination of my employment. I also understand that the appointment will be subject to satisfactory medical examination, references and police checks (as appropriate).
Signed:
Date:

SCS LTD HEALTH QUESTIONNAIRE CONFIDENTIAL

	Surname

First Name 


	D.O.B.                    Male         FORMCHECKBOX 

NI Number               Female    FORMCHECKBOX 


	Address

Telephone No:


	Family Doctor  ( Name and Address )

Telephone No:

	
	Alive
	Deceased

	
	Age
	State of Health
	Age at Death
	Cause of Death

	Mother


	
	
	
	

	Father


	
	
	
	

	Brothers


	
	
	
	

	Sisters


	
	
	
	


 SMOKING

· Do you smoke?                        *Yes/No

· If yes, how many cigarettes do you smoke per week?  

· If reformed smoker, how long have you been a non-smoker?

· How many cigarettes did you smoke per week?

  ALCOHOL

· Do you drink alcohol?            *Yes/No

· If yes, what quantity do you drink per week

	Please answer the following questions


	No
	Yes
	If yes, give dates & details of previous and current treatment (if there is insufficient space, continue on the blank sheet provided).

	Are you at present having any medicines, injections etc., from your Doctor?
	
	
	

	Have you undergone any operations - if so, what and when.
	
	
	

	Have you stayed away from work or school in the past year - if so, why and for how long.
	
	
	

	Have you consulted a Doctor in the past five years - if so, give name and address.
	
	
	

	Have you had a chest x-ray - if so, when and what was the result.
	
	
	

	Have you ever claimed a disability pension or industrial benefit.
	
	
	


Record of Vaccinations

	Have you had vaccinations against:-

	
	Yes
	No
	Date

	Poliomyelitis
	
	
	

	Tetanus
	
	
	

	German Measles
	
	
	

	Skin Test for Tuberculosis (Heaf Test)
	
	
	

	B.C.G.
	
	
	

	Hepatitis B
	
	
	


Should it be necessary to clarify answers given in my Health Questionnaire, I give permission for my General  Practitioner to be contacted.

Signed                                                                                           Date

	Have you ever in your life, including  childhood, had any of the following:
	No
	Yes
	If yes, give details of previous and current treatment (if there is insufficient space, continue on a separate sheet.

	Asthma
	
	
	

	Bronchitis
	
	
	

	Chicken Pox
	
	
	

	Pneumonia
	
	
	

	Pleurisy
	
	
	

	Persistent cough or sputum
	
	
	

	Tuberculosis
	
	
	

	Heart disease or disorder
	
	
	

	Disorders of blood or circulation
	
	
	

	Gastric disorder or stomach trouble
	
	
	

	Diabetes or Endocrine disorder
	
	
	

	Genito-urinary problems
	
	
	

	Giddiness or fainting attacks
	
	
	

	Epilepsy or blackouts
	
	
	

	Headaches or migraine
	
	
	

	Nervous or mental disorder or "nerves"
	
	
	

	Hernia, rupture
	
	
	

	Arthritis
	
	
	

	Lumbago or fibrosis
	
	
	

	Recurrent backache
	
	
	

	Sciatica
	
	
	

	Any serious infectious disease 
	
	
	

	Any allergy
	
	
	

	Any skin disease eg eczema or dermatitis  (give distribution)
	
	
	

	Any eye disease or disturbance of vision
	
	
	

	Any ear disease or hearing problems
	
	
	

	Any other illness or disability
	
	
	


I certify that to the best of my knowledge and belief, the information given is true and complete. I understand that failure to make a full declaration of health may lead to dismissal.

Sign                                                                                                 Date
Equal Opportunities Monitoring Form

To assist the company in monitoring its Equal Opportunities policy, we ask all applicants to answer the following questions.

This information will not be used by those involved in the selection procedure, and is for statistical purposes only. It will be separated from your job application form upon receipt and before consideration of candidates takes place. The information you give will be treated as confidential. 

Completion is voluntary, and a decision not to supply the information requested will not affect your application in any way.

Post applied for:

1. Please tick the box which corresponds most closely to what you feel to be your ethnic origin:


African
 FORMCHECKBOX 

Asian
 FORMCHECKBOX 


Caribbean
 FORMCHECKBOX 

European
 FORMCHECKBOX 


Irish
 FORMCHECKBOX 

UK – black
 FORMCHECKBOX 


UK – white
 FORMCHECKBOX 

Other 
 FORMCHECKBOX 
 







(please specify)

2. Religion: (please state)
…………………………………………………………..

3. Gender:


Female     
 FORMCHECKBOX 

male   
 FORMCHECKBOX 
 

4. Marital status:


Married   
 FORMCHECKBOX 

single 
 FORMCHECKBOX 
  
widowed  FORMCHECKBOX 
 


Separated 
 FORMCHECKBOX 
   
divorced 
 FORMCHECKBOX 

5. Dependants

Have you any dependant relatives/children                 yes/no


Relationship to yourself (if children please state ages)  ________

6. Disability:

Do you consider yourself to have a disability
    yes FORMCHECKBOX 
   no  FORMCHECKBOX 



If yes please give details

7. Age:…..…………………..  Years          Date of birth ……………………………
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