	                  SEPTONE PRODUCTS PTY LTD – APPLICATION FOR EMPLOYMENT
      Fill in the form below and send to reception@septone.com.au with your current CV

	POSITION APPLIED FOR:  ___________________________   DATE OF APPLICATION:  _____________________

Please complete this form in clear handwriting or tick as appropriate.

	PERSONAL DETAILS


	SURNAME:  ______________________________
        OTHER NAMES:  _______________________________

PERMANENT ADDRESS:  _______________________________________________________________________

POST CODE:  ________________________   
        PHONE NO. :  __________________________________


	CURRENT ADDRESS:  __________________________________________________________________________

POST CODE:  ________________________                     PHONE NO. :  ___________________________________



	SEX  M / F :



	In case of emergency whom would you wish the Company to notify?

Name :      ___________________________________

Address:   _____________________________________________________________________________________

Relationship: ____________________  Tel. Home : _____________________ Tel. Bus :  ____________________



	EMPLOYMENT HISTORY

Please show last three (3) jobs. More recent first.

1. Company :  _________________________________________________________________________________

City :  _______________________            Contact Name :    __________________________________________

Your Position Held :  _____________________________   Period From :  ______________  To  _____________

Reason for Leaving :  _________________________________________________________________________

2. Company :  _________________________________________________________________________________

City :  _______________________           Contact Name :    ___________________________________________

Reason for Leaving :  _________________________________________________________________________

3.    Company  :   ________________________________________________________________________________

       City :  _______________________           Contact Name :   ___________________________________________

       Reason for Leaving  :  _________________________________________________________________________  

       I authorise Septone to contact any of my previous employers as a reference except for my current employer.

FORM  ST-ADM02                                                                                 Applicants Initials:     _____________

EDUCATION:

SECONDARY/TECH/UNI:

Where: ____________________________   Standard Reached : __________________________________________

Where: ____________________________   Standard Reached : __________________________________________

Where: ____________________________   Standard Reached : __________________________________________

Where: ____________________________   Standard Reached : __________________________________________

FURTHER EDUCATION/COURSES COMPLETED

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________



	OTHER QUALIFICATIONS:

(List of other certificates, such as First Aid, etc. which will assist in the evaluation of your application.)

Type : _______________   Class : _______________  Number : ______________  Expiry Date : _________________

Type : _______________   Class : _______________  Number : ______________  Expiry Date : _________________

DRIVERS LICENCE   State:  ___________  Class:  __________  Number:  __________  Expiry Date: _____________

(This information MUST be completed for employees requiring a Driver’s Licence in the performance of their duties.)

FORKLIFT LICENCE ID: ______________  Class: __________________   Cert No.  ___________________________

DATE ISSUED:  _____________________

IF OFFERED EMPLOYMENT, WHEN COULD YOU COMMENCE?   ________________________________________



	MEMBERSHIP/CLUBS/ASSOCIATIONS : ____________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

INTERESTS/ACTIVITIES : _________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

FORM  ST-ADM02                                                                                               Applicants Initials :  ________________

	HEALTH STATUS OF APPLICANT FOR EMPLOYMENT

MEDICAL HISTORY:                                                                                                   Answer YES or NO to all questions

Have you any physical disability or suffered any previous injuries?

__________

Have you any impairment of vision, speech, hearing, limbs or back?

__________

Have you ever been on Worker’s Compensation?



__________

If Yes, please provide details:

______________________________________________________________________________________________

Nature of Injury/Impairment or
      Date of injury         Employer’s Name                                  Period of Incapacity

Disability                                                                                (if applicable)

_____________________________     ______________   _____________________________    ________________

_____________________________     ______________   _____________________________    ________________

_____________________________     ______________   _____________________________    ________________

_____________________________     ______________   _____________________________    ________________

Please answer each question:  YES or NO, if YES give details

1.    Are you being treated by a doctor for any illness?

____________

       If YES what illness?

       ___________________________________________________________________________________________

2.    Are you taking regular medication?


____________

       If YES what medication?

       ___________________________________________________________________________________________

3.    Have you been immunised against Tetanus?

____________    Last Booster Received  ___________

4. Do you, or have you ever suffered from:

(a)  Diabetes (sugar)



               ____________

(b)  High Blood Pressure


               ____________

(c)  Fits, blackouts, dizziness


               ____________

(d)  Excessive noise exposure – loss of hearing
               ____________

(e)  Hernia




               ____________

(f)   Skin disorders, dermatitis, rashes

               ____________

(g)  Allergies or sensitivities


               ____________

(h   Mental or nervous disorders or breakdowns
               ____________

If YES to any of the above, give details :    _________________________________________________________ 

       ___________________________________________________________________________________________

5.    Do you smoke?



               ____________

6. Do you or have you ever had trouble with your:

(a)  Back or neck



               ____________

(b)  Shoulders, elbows, wrists or hands

               ____________

(c)  Hips, knees, ankles and feet

               ____________

If YES please provide details:  ___________________________________________________________________

       ___________________________________________________________________________________________

7.    Have you ever injured yourself or been injured at work or suffered an industrial disease?                  ____________

       If YES please provide details: ___________________________________________________________________

       ___________________________________________________________________________________________

       FORM ST-ADM02                                                                                                  Applicants Initials  ____________

DECLARATION AND ACCEPTANCE OF CONDITIONS

I DECLARE THAT:  -

(1)
I  understand the nature of the work for which this application is made and do not have any pre-existing



injury that may be affected by this work.

(2) It is further understood that failing to notify, hiding or disguising a previous or pre-existing injury which may be


affected by the nature of the proposed work for which this application is made could result in that injury not being


eligible for any future compensation claims.

(3)
In the event that my application is successful I understand and accept that my employment is not subject to


any quaranteed minimum in respect of wages or duration, other than that provided in the applicable Award,


Agreement or Contract.

(4)
I agree to undertake any induction and training as required by the Company and to abide by all site rules


and instructions including the wearing of safety equipment as appropriate or as directed.

(5)
If I do not understand any warning signs or directions either written or given verbally I will ask for clarification to 
be given.


I agree to wear and use appropriate safety apparel.

(6) 
I understand that smoking is only permitted in designated areas on site.

(7)
It is understood that it is a condition of my employment that should I be unable to attend work, I will notify the

factory foreman no later than 30 minutes after the normal start time on that day and each subsequent day.

I agree to work reasonable overtime of required.

(8)        I agree to have my wages banked into my Bank Account.

(9) 
Any points in this application form, which I did not understand, have been explained to me to my satisfaction.

(10) 
That information I have given in this application form is true, correct and given voluntarily.

I  ______________________________  authorise Septone to contact Worker’s Compensation Board in respect 

to any previous claims which I may have made.


SIGNED: ______________________________  Applicant


DATE:    _______________________________


SIGNED: ______________________________ Witness


DATE:    _______________________________

	BANKING DETAILS

TO BE COMPLETED IF APPLICATION IS SUCCESSFUL

	BANK:


_______________________________________________________

ACCOUNT NO: 

_________________________________

BSB:


_________________________________

AUTHORISED BY:
_________________________________




