
YourApplicationPack

NAME

POSITION (RGN/
RMN/HCA)

RECOMMENDEDBY

REVIEWEDBY

SIGNEDBY

DOYOUHAVEASUBSTANTIVE
CONTRACTWITHIN THENHS? ☐YES ☐ NO

Please use BLOCK CAPITALS where possible and return the application pack within 7 days to take

advantage of our fast-track application process.

SIGNATURE DATE

APPLICANTDETAILS

You will need to provide the following evidence to support your details:

1. Personal Identification 2. Address



PERSONAL INFORMATION

Title Surname

Forename

MiddleName

MaidenName

Marital Status DATEOFBIRTH

ADDRESS

ADDRESS2 TOWN

COUNTY POSTCODE

LANDLINEPHONE MOBILEPHONE

EMAIL

NEXTOFKINDETAILS

FULLNAME

RELATIONSHIP

ADDRESS

ADDRESS2 TOWN

COUNTY POSTCODE

LANDLINEPHONE MOBILEPHONE

EMAIL

TRANSPORTDETAILS

CAR ☐ PUBLIC TRANSPORT ☐

OTHER (
Please specify)

NMCDETAILS

NMCNUMBER NMCEXPIRYDATE

NMCPART(s)OF
REGISTER

NMCPART(s) EXPIRY
DATE

PROFESSIONAL
INDEMNITY
INSURANCEUNION



NATIONALITYDETAILS

Wedonot employ any nurse/carer requiring aworkpermit or limited leave to remain in theUK.

NATIONALITY

NATIVE LANGUAGE

NATIONAL
INSURANCE
NUMBER

ELIGIBILITY TO
WORK INUK (Tick as
appropriate)

Not applicable for
UKcitizen

☐ I ameligible towork in theUKanddonot require aworkpermit.

☐ I amalready inpossessionof aworkpermit towork in theUK

☐ I need toobtain aworkpermit towork inUK

☐ Other (please specifybelow)

OTHER

WORKPERMIT
EXPIRYDATE:

YOURPAYE / LTDBANKACCOUNTDETAILS

Yourwages arepaiddirectly into your account. Please therefore ensure your details are
correct. Incorrect or incompletedetails can result in adelay in payment to you.

PAY
Iwish tobepaid through:

P.A.Y.E (encloseP45)☐ LtdCompany (privatework)☐

Umbrella ☐

Umbrella If so, providedetails

Pleaseprovideevidenceof Your/Ltd/Umbrella (whichever applies) bank account details



BANKDETAILS

PLEASESTATEPAYEORLTDACCOUNT

ACCOUNTHOLDERNAME

COMPANYNAME (if applicable)

NAMEOFBANK

ADDRESS

TOWN COUNTY

POSTCODE SORTCODE

ACCOUNTNUMBER

YOUREMPLOYMENTHISTORY

● Pleaseprovidedetails of your FULLHISTORY inMM/YY format starting fromsecondary
school todate.

● Pleaseexplain thegaps in your history. Pleasecontinueonadi�erent sheet if required.
● AComprehensive FULLCV is acceptableprovided it lists your full history fromsecondary

school, anddetails themonth andyears.

DATE
FROM
MM/YY

DATE
TO
MM/YY

EMPLOYER’SNAME
ANDADDRESS POSITION REASONFOR

LEAVING



YOURPROFESSIONALCONDUCT
Have therebeenanyproceedingsofmedical negligenceorprofessionalmisconduct against?

YES ☐ NO☐

Haveyouever been suspendedordismissed?

YES☐ NO ☐

If “YES”please supplydetails:

NAME SIGNATURE

REHABILITATIONOFOFFENDERSACT

Due to thenatureof thework forwhich youare applying, Section4(2), and further ordersmade
by theSecretaryof State under theprovisionof this sectionofRehabilitationofO�endersAct
(1974) (Exceptions)Order 1975applies. Applicants are required togive information about
convictionswhich for other purposes are “spent” under theprovisionsof theAct. Any information
givenwill beconfidential andwill beconsideredonly in relation for positions towhich theorder
applies.

Have youat any timebeenconvictedof ano�ence? Yes☐ No☐

If yes, givedetails



YOURREFERENCEDETAILS
● Please supply thenameandwork addressof at least 2professional referees.
● Onemustbe fromyourpresentormost recent employer andmustbea senior grade to

yourself.
● 2ndneeds tobeapreviousemployer unless youhavebeenemployedmore than3 years

then itmustbe someone fromyour current ormost recent employer.

NAME GRADE DOB

1st Reference–SeniorClinical

NAME

POSITION

ADDRESS

ADDRESS
CONTINUED

TOWN COUNTY

POSTCODE EMAILADDRESS

PHONENUMBER FAXNUMBER

DATESFROM DATESTO

2ndReference–Clinical

NAME

POSITION

ADDRESS

ADDRESS
CONTINUED

TOWN COUNTY

POSTCODE EMAILADDRESS

PHONENUMBER FAXNUMBER

DATESFROM DATESTO

3rdReference–Clinical

NAME

POSITION



ADDRESS

ADDRESS
CONTINUED

TOWN COUNTY

POSTCODE EMAILADDRESS

PHONENUMBER FAXNUMBER

DATESFROM DATESTO

YOURCLINICALEXPERIENCE

Placean “X” in the relevant experience/ years youhave in eachfield, or leaveblank if not
applicable.

Experiences 0−12months 1 year + Experiences 0−12
months 1 year +

A+E–Accident&
Emergency Neonatal

Anaesthetics Neurology,
Rheumatology/Head

Burns NICU

Cannulation NursePractitioner

Cardiac NursingHomes

CCU–Coronary
CareUnit Obstetrics

Chemotherapy Occupational Health

ChildRespiteCare ODP–Operating
Department

Clinics Oncology

Community Ophthalmology

Dementia Orthopaedics

Dermatology Outpatients

Diabetes+BM
Testing Paediatrics

Diagnostic Imaging
X-Ray PalliativeCare

Dialysis PCIU

Diet andNutrition PegFeeding



DomiciliaryCare Physiologists

Drugs andAlcohol Plastic Surgery

ECG–
Electrocardiogram Prisons

ElderlyCare Radiology

Emergency
AdmissionsUnit Recovery

Endoscopy Renal

ENT–Ear, Nose,
ThroatWard Respiratory

GeneralWards Rheumatology

Gynaecology SCABU–SpecialCare
BabyUnit

Haematology StrokeUnit

HDU–High
DependencyUnit Surgical

HealthVisitor Theatres

ITU– IntensiveCare
Unit TracheostomyCare

IVDrug
Administration Trauma

LearningDisabilities Triage

Medical Health –
Assess/Invest Urinalysis

Medicine Urology

Mental Health Venepuncture

Midwifery Walk inCentres

MIU–Minor Injuries
Unit Women’sHealthUnit



YOURDECLARATION

1.HEALTH

I declare that the answersgivenwithin theDeclarationofHealth formare true andcomplete to thebest of
myknowledgeandbelief. I understand thatmaking false statementsor failure todeclare healthproblems
could lead tomy removal fromEGMS.

2.TERMS&CONDITION

I confirm that the informationgiven in this application is, to thebest ofmyknowledge, true. I ampermitted
towork in theUK. I understand thatmy registration is subject to the receipt of at least twosatisfactory
references andenhanceddisclosure form theDisclosures andBarringService. I undertake to informEGMS
should I beconvictedof ano�ence in the future. I undertake to informEGMS immediately if I amengaged
through their induction, including theo�erofpermanent employment following temporary assignment. I
agree to respect theconfidentiality ofpatients andanyother information Imayhaveaccess to, at all times. I
have read, retainedacopyof, and fully understand theattached “Rules formembersworking in hospitals. I
amclear that EGMSworkona temporary assignment andcannotguaranteeany numberof hours, they have
no responsibility topay for hours notworked, regardlessof the situation. I have read, understoodandagree
to the termsandconditionsofwork for temporary agencyworker.

3. INDUCTION/INTERVIEW

I have receivedacopyof themembers handbookandcanconfirm that I amaware thatmoredetailed
informationon thePolicy andProcedurecanbeobtaineddirectly fromEGMS.

4.WORKINGTIMEREGULATION

For thepurposeof theWorking TimeRegulations, 1998 (as amended), I consent towork in excessof the
averageof48hoursperweek. I understand that Imaywithdraw this consentbygivingEGMSnot less than
oneweeknotice. I understand thatmy registrationwith EGMScanbe terminatedat any time, following
unsatisfactorywork reports.

5.GDPRCONSENTANDDATAPROTECTION

I herebygivemyconsent toEGMS toprocess the following information –Personal data (name,dateofbirth,
contactdetails, telephonenumbers, email address, postal address, experience, training, qualifications,CV,
national insurancenumber, gender, nationality, next of kin), Sensitivepersonal data (disability/health
condition relevant to the role, occupational health, criminal conviction).

I consent toEGMS toprocess theabovepersonal data for the followingpurposes:
● Toprovidemewithwork-finding services, toprocessor transfermypersonal data to their client/s in

order toprovidemewithwork-finding services. Toprocessmydataonacomputeriseddatabase in
order toprovidemewithwork-finding services. Toprocessmydata usingautomateddecision
makingprocesses. Toprocessmypersonal datawith thirdparties including for thepurposesof



internal audits, investigations andcomplaints carriedoutonEGMS toensure that thecompany is
complyingwith all laws and regulations.

6.AGENCYWORKERCONFIDENTIALITYAGREEMENT

I agree that any informationgivenor obtainedbyme in thecourseof anyplacementwill be kept in the
strictest confidenceand in a safe and secureplace. I acknowledgeno information is tobe removed from
client premiseswithout thepermissionof theClient. Any information usedwill be for thepurposeofwork
andwill not bedisclosed to thirdpartiesor copiedexcept as required in thecourseofmyduties. I agree that
anybreachof this undertakingbymeor any thirdparty towhom I release the information to,may result in
legal actionproceedingsbeingcommencedagainstme includingaclaim for the recoveryof any lossesor
damages incurredby theClient as a result of that breach.

7. EGMSHEALTHCAREBULLYINGANDHARASSMENT

I amaware that EGMShas a NOBullying andHarassmentpolicyofwhich I agree to.

8. 48HOUROPTOUT

I agree that I have readandunderstood the48hourOptOutAgreementofwhich I haveobatinedacopy.

9. YOURWORKHEALTHASSESSMENTGUIDANCE

TheWorkHealthAssessment requirement as laiddownby theDepartmentofHealth is thatmembersmust
complete a healthquestionnaire toensure that they are fit tocarry out theduties required. For newstarter
membersof EGMSyouare required toconduct anOccupational healthpre-employment screeningprior to
your first placement. Thismustbeupdatedonanannual basis.

10. EGMSHANDBOOKDECLARATION (JAN2022)

I agree I have receivedacopyof the latest EGMSMedical handbook,whichoutlines thegoals, policies,
procedures andexpectationsof EGMS, its clients andmy responsibilities as anemployee.

11. EQUALOPPORTUNITIES–EqualityAct 2010

EGMShaveaclear objective andpolicy toembraceall of theprinciplesof equality andopportunity. All sta�
areexpected tooperatewithin the frameworkof this policy. Aspart of themonitoringprocess,we
encourageall joiningmembers tocomplete theEqualOpportunities Form.

SIGNED: DATE:



YOURWORKASSESSMENTHEALTHGUIDANCE

TheWorkHealthAssessment requirement as laiddownbyDepartmentofHealth is thatmembers
must complete a healthquestionnaire toensure that they arefit tocarry out theduties required.
For newstartermembers EGMS is required toconductOccupational healthpre–employment
screeningprior to your first placement. Thismust alsobeupdatedonanannual basis.

Please read the followingand state if applicable:

1. I amnot awareof any health conditionsor disabilitywhichmay impairmyability to undertake
e�ectively thedutiesof thepositionwhich I havebeeno�ered.

Yes☐ No☐

2. I dohaveahealth conditionordisabilitywhichmight a�ectmywork andwhichmight require
special adjustments tomyworkor atmyplaceofwork

Yes☐ No☐

If you haveanswered “YES”pleaseprovidedetails below

NAME SIGNATURE

CONFIDENTIALITY
Informationcontainedwithin this document is governedby theDataProtectionAct 1998.
Disclosureof information is onlywith your informedwrittenconsent. Recommendations to your
employerwill bedirected toessential information regarding your health, hazards& risksof your
employment, andwithdue reference toother relevant statutory requirements andprofessional
practice.

OCCUPATIONALHEALTHSERVICE
Althoughwecan verify aBCGscar via our onsiteNurse,wedonot carry out anyblood testsor
vaccinations. Pleasecontact your localOccupational HealthdepartmentorGP if you require this
service.



AVAILABILITYQUESTIONNAIRE
1.Wheredid youhear about us?

☐ Internet Search ☐ JobCentre

☐ SocialMedia ☐ Leaflet

☐ Recommendation ☐ Other (please specify)

2.Would this be yourmain jobor secondary income?

☐ Main Job ☐ Secondary Income

3.Approximately howmany shiftswould you like toworkperweek?

1−2 ☐ 2−4 ☐ 4+ ☐

4.What is your preferred shift pattern?

Early☐ Late☐ Night☐ LongDay☐ NoPreference☐

5. Pleasedetail dates of any timeo�orplannedholiday

6. Please choose your preferences for establishments

Hospitals Community NursingHomes Prisons

South

South East

SouthWest

Midlands

North

Other/ specific
locations



NEWAPPLICANT INTERVIEW

ApplicantName: _______________________

Date: _______/_______/_______

Location: EGMSO�ce☐ Online☐ Telephone☐

Whatexperiencedo
youhave in the
HealthcareSector?

What are youmainly
looking togetoutof
joiningour Agency?

Whatqualitiesdo
you feel youhave to
make this role a
success?

Whatdoyouenjoy
most about the
Healthcare industry?

Doyouconsider
yourself tobe
social? If so, give an
exampleofwhere
your social skills
helped thepatient.

Have youbeen
involved in an
emergency situation
on your own?What
did youdo?

Canyouexplain the
term
“Whistleblowing”?
andproblems
associatedwith it?

Howwould youdeal
with adi�cult
patient?



Canyouexplain the
term
“Confidentiality”,
andhowdoyou
maintain it?

Can youexplain the
term “UTI” andwhat
is theprimary cause
of this?

Can youexplain the
term “Vulnerable”
andwhatwould you
do if someonewas
beingexploited?

InterviewerName

Interviewer Position

Interviewer
Signature

TrainedNursesResponsibilities

All TrainedNursesMUST;

● Keepup todatewith nursingpractice according to theNMCGuidelines.
● Administer allmedications in linewith theNMCGuidelines for theAdministrationof

Medicines at all times.

● Abideby theEGMScodeof conduct and theEmployer’s codeof conduct at all times
while onduty.

● Complywith all Rules and regulationsof theEmployer at all timeswhile onduty.

All cancellationswill be recorded regardlessofgrade.

Allmembers are required toworkwithin theCompaniesPolicies. A copy is available in theO�ce.

Please feel free to ring inwith anyproblemsyoumayhaveasweare here too�er you support.

Name

Signature

Date
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