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EVERGOOD ASSOCIATES: CANDIDATE  HEALTH STATEMENT.  PLEASE PRINT YOUR RESPONSES IN THE SPACES PROVIDED. 

.EVERGOOD ASSOCIATES LTD., 39 PARK FARM  ESTATE, ERMINE STREET, BUNTINGFORD, HERTS, SG9 9AZ.     TEL: 01763 27 15 15     FAX: 01763 27 29 28

	PERSONAL DETAILS

	Forename (s):


	
	Surname:


	

	Title:


	
	Date of Birth:

	

	National Insurance No.:

	
	Self Assessment No.:
	

	Qualifications & Memberships:
	

	NATIONALITY AND ELIGIBILITY TO WORK IN THE UK

	Do you hold a British Passport?
	
	Passport Number:
	

	Are you an EU Citizen?


	
	Passport Expiry Date:

(Please include photocopy)
	

	Please confirm your Nationality, and for non EU Doctors, please confirm your eligibility to work in the UK as a General Practitioner (Please provide supporting documentation).

	

	CURRENT ADDRESS DETAILS

	House name & / or No.:


	
	Tel. Home:
	

	Street:


	
	Tel. Mobile:
	

	Town:


	
	Tel. Work:
	

	County:


	
	Pager No.:
	

	Country:
	
	Other No.:
	

	Postcode:
	
	Email (s):
	

	WORK REQUIREMENTS & AVAILABILITY

	Available From?


	
	Dates Unavailable for work?

	Available until?

If applicable.
	
	

	Would you consider a permanent post?
	
	

	Please provide any further information regarding your availability?

	

	Please state your geographical preference in relation to location of work. Are you prepared to travel / stay away from home?

	


	WORK REQUIREMENTS & AVAILABILITY Cont’d

	Please provide us with your nearest underground / railway stations & bus routes:

	

	Do you have your own transport?


	

	Please list all computer systems with which you are familiar (e.g. Consult & Prescribe from).
	

	NEXT OF KIN

	Name:



	
	Relationship:
	

	House name & / or No.:
	
	Tel. Home:
	

	Street:
	
	Tel. Mobile:
	

	Town:
	
	Please indicate any special contact details:

	County:
	
	

	Country:
	
	

	Postcode:
	
	

	EMERGENCY CONTACT (IF THE SAME AS ABOVE, PLEASE INDICATE THIS)

	Name:


	
	Relationship:
	

	House name & / or No.:
	
	Tel. Home:
	

	Street:
	
	Tel. Mobile:
	

	Town:
	
	Please indicate any special contact details:

	County:
	
	

	Country:
	
	

	Postcode:
	
	

	APPRAISAL

	Under the conditions of the NHS ‘Framework Agreement for the supply of Medical Locums’ all Doctors are responsible for ensuring that they are appraised on a  regular basis, and it is our responsibility to hold on file confirmation of appraisal. (Please include a copy of your post appraisal summary letter)

	Mentors / Appraisers Name:
	
	Appraising PCT / Trust:
	

	Job Title:
	
	PCT / Trust Contact:
	

	Contact Number:
	
	Contact Number:
	

	Date of last Appraisal:
	
	Date of next Appraisal:
	


	PROFESSIONAL QUALIFICATIONS AND TRAINING

	GMC Number:
	
	PCT whose Supp. List (MPL) you appear on:
	

	Indemnity Provider:


	
	PCT Contact:
	

	List all professional qualifications held and training courses undertaken pertaining to General Practice and Primary Care. In particular, please confirm details of your VTS. Professional qualifications and training will be verified. Continue on a separate sheet if necessary. Please provide photocopies of all certificates. (For convenience, and where appropriate, please state; please see CV.)

	Qualification / Course
	Institution / Venue
	From (Month / Year)
	To (Month / Year)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	EMPLOYMENT HISTORY

	Please list the last 5 years of your employment, starting with your most recent / current employer. Please explain any gaps in your employment (over 1 month) in the space provided. Please continue on a separate sheet if necessary.

	Employer & Tel. No.:
	Position Held:
	Date From:
	Date To:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Gaps in employment (over 1 month):

	

	WORKING TIME DIRECTIVE: WTR 48 HOUR WORKING WEEK OPT – OUT

	The Working Time Directive requires that a worker’s average working time must not exceed 48 hours per week unless the worker agrees in writing to exceed the limit. Please sign the declaration below in order that we may lawfully employ you if your hours exceed 48. Please note that by signing this Opt – Out you are not committing to a working week of more than 48 hours, but rather allowing yourself to be offered assignments that could take you over this threshold.

	Full Name:
	

	Signature:
	
	Date:
	


	PROFESSIONAL REFEREES

	Please supply two professional referees; one must be your GP trainer and the other from your current / last substantive post. If this is not possible, please contact us to discuss suitable alternatives.

	Name:


	
	Name:
	

	Title:
	
	Title:
	

	Address:
	
	Address:
	

	
	
	
	

	
	
	
	

	Postcode:
	
	Postcode:
	

	Tel:
	
	Tel:
	

	Capacity Known:
	
	Capacity Known:
	

	Can we contact your referees immediately?

(Please tick accordingly)
	YES
	
	NO
	

	DECLARATION OF CRIMINAL RECORD & PROFESSIONAL CONDUCT

	Applicants for locum medical positions are exempt from the Rehabilitation of Offenders Act 1974.

	Have you been convicted of a criminal offence, been bound over or cautioned or are you currently the subject of any police investigations? Please tick accordingly.
	YES
	
	NO
	

	If yes, please provide details below including date, offence and authority / country which dealt the offence:

	

	Do you have an Enhanced Criminal Record Bureau (CRB) Disclosure Certificate? Please tick accordingly.
	YES
	
	NO
	

	If yes, please forward the original certificate with this application form. Please note that we will be unable to confirm you for an assignment without this certificate.  

	PROFESSIONAL MISCONDUCT

	If you have ever been the subject of a professional misconduct proceeding or suspension from an employer, or have such procedures pending against you either in the UK or abroad, you are legally obliged to provide details in the space below.

	

	PLEASE LIST ANY ADDITIONAL POINTS / QUESTIONS YOU WOULD LIKE TO RAISE

	


	PERSONAL DETAILS

	Forename:


	
	Surname:
	

	Job Title:
	
	Date of Birth:
	

	National Insurance No.:
	
	Self Assessment No.:
	

	BANK / BUILDING SOCIETY DETAILS

	Bank / Building Society Name:

	

	Bank / Building Society Address:
	

	
	

	
	

	
	

	Postcode:
	

	Account Holder Name (s):
	

	Account Number:


	
	
	
	
	
	
	
	
	

	Sort Code:


	
	
	
	
	
	
	
	
	

	Building Society Reference:

	


	TAX STATUS

	Dear Evergood Associates

Please note I wish to be paid gross for assignments with Evergood Associates. I will take account of my own income tax and national insurance contributions. If I have not provided my self assessment number it is because this is my first year of self assessment. Once the Inland Revenue provide me with a self assessment number it will be passed onto Evergood Associates.

Yours sincerely

Signature :
GMC No.:



	IMPORTANT INFORMATION

	PLEASE SIGN THE DECLERATION ABOVE AND PRINT YOUR NAME. ALSO, AS INDICATED, PLEASE ENTER YOUR GMC NUMBER. TO ENSURE A SMOOTH PAYROLL SERVICE WE RECOMMEND THAT YOU COMPLETE THIS FORM FULLY AND RETURN WITH YOUR COMPLETED REGISTRATION FORMS.

	


	PERSONAL DETAILS

	Forename:
	
	Surname:


	

	Job Title:

	
	Date of Birth
	


	CHECK LIST: DOCUMENTS TO BE COMPLETED & ENCLOSED

PLEASE TICK THE RELEVANT BOX WHEN RETURNING YOUR PAPERS

	FORMS TO BE COMPLETED
	TICK
	DOCUMENTS TO BE PHOTOCOPIED
	TICK

	Completed Registration Form:


	
	Passport and / or Birth Certificate:
	

	Completed Occupational Health Statement:
	
	Where applicable, confirmation of eligibility to work in UK:
	

	Copy of Current Enhanced Disclosure Form:
	
	GMC Certificate:
	

	Completed Self Employment Declaration & Bank Details Form:
	
	Professional Indemnity Insurance policy certificate:
	

	Your CV:
	
	Certificates of Professional Qualifications / Memberships / Diplomas:
	

	2 Passport size photographs:


	
	Driving Licence:
	

	Confirmed Appraisal Details:


	
	PMETB certificate (formally JCPTGP) or Certificate of inclusion in a medical list on the prescribed day
	


	DECLARATIONS

	

	I acknowledge that I have been given a copy of the terms and conditions of service issued by Evergood Associates Ltd, which is mine to keep, and furthermore that I have read those terms and conditions and agree to abide by them.

	

	I acknowledge that my personal details will be stored and handled correctly by Evergood Associates Ltd in accordance with the Data Protection Act 1988. I acknowledge that my personal details may be made available for audit by the relevant Statutory and Government organisations, e.g. PCT’s Hospital Trusts or NHS PASA.

	

	I accept that in the event of my being engaged with the Company, I will be liable to disciplinary proceedings if it is subsequently shown that medical information was not disclosed to the Company, or has been misleading or false.

	

	I declare that all the foregoing statements are correct and true to the best of my knowledge and belief.

	

	

	

	SIGNATURE:


	
	DATE:
	

	


