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LESLIE A. PARSONS & SONS (BURRY PORT) LIMITED

ASHBURNHAM WORKS, BURRY PORT, CARMARTHENSHIRE, SA16 0ET.

TELEPHONE 01554 83 3351

**********

APPLICATION FOR EMPLOYMENT

PLEASE COMPLETE IN INK USING BLOCK CAPITALS

PERSONAL DETAILS

POSITION APPLIED FOR:- 
………………………………………………………………………………....

NAME:-

……………………………………………………………………………………………………

ADDRESS:-
……………………………………………………………………………………………………



……………………………………………………………………………………………………



……………………………………………………………………………………………………



……………………………………………………………………………………………………



……………………………………………………………………………………………………

POSTCODE:-
…………………………………………….


TELEPHONE NUMBERS - HOME:- ………………………
MOBILE:- ……………………………………….

MARITAL STATUS:- ………………………………………..
NUMBER OF CHILDREN:- ……………………

NATIONAL INSURANCE NUMBER:- …………………………………………………………………………

DO YOU SMOKE?




YES / NO (PLEASE DELETE)
DO YOU HAVE A DRIVING LICENCE?


YES / NO (PLEASE DELETE)
DO YOU HAVE ANY ENDORSEMENTS?

YES / NO (PLEASE DELETE)

If yes please give details:- …………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

DO YOU HAVE ANY CRIMINAL CONVICTIONS? 
YES / NO (PLEASE DELETE)

If yes please give details:- …………………………………………………………………………………………….

 ………………………………………………………………………………………………………………………

EDUCATION AND QUALIFICATIONS

	SCHOOL / COLLEGE / PROFESSIONAL BODY
	DATES

FROM / TO
	RESULTS AND QUALIFICATIONS ATTAINED

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


COURSES ATTENDED

	COURSE
	DATE

	
	

	
	

	
	

	
	

	
	


EMPLOYMENT (PRESENT OR LAST EMPLOYER FIRST)

-------------------------------------------------------------------------------------------------------------------------------------------------

EMPLOYER:- ……………………………………………………………………………………………………….

DATES EMPLOYED FROM:- ………………………………………
TO:- …………………………………….

FINAL SALARY:- ……………………………………………………
PER WEEK / MONTH / ANNUM

POSITION:- 
…………………………………………………………………………….……………………...

DUTIES:- 
……………………………………………………………………………………………….…...



……………………………………………………………………………………………………

REASON FOR LEAVING:- ……………………………………………………………………………………….

-------------------------------------------------------------------------------------------------------------------------------------------------

EMPLOYER:- ……………………………………………………………………………………………………….

DATES EMPLOYED FROM:- ………………………………………
TO:- …………………………………….

FINAL SALARY:- ……………………………………………………
PER WEEK / MONTH / ANNUM

POSITION:- 
…………………………………………………………………………….……………………...

DUTIES:- 
……………………………………………………………………………………………….…...



……………………………………………………………………………………………………

REASON FOR LEAVING:- ……………………………………………………………………………………….

------------------------------------------------------------------------------------------------------------------------------------------------- EMPLOYER:- ……………………………………………………………………………………………………….

DATES EMPLOYED FROM:- ………………………………………
TO:- …………………………………….

FINAL SALARY:- ……………………………………………………
PER WEEK / MONTH / ANNUM

POSITION:- 
…………………………………………………………………………….……………………...

DUTIES:- 
……………………………………………………………………………………………….…...



……………………………………………………………………………………………………

REASON FOR LEAVING:- ……………………………………………………………………………………….

------------------------------------------------------------------------------------------------------------------------------------------------- EMPLOYER:- ……………………………………………………………………………………………………….

DATES EMPLOYED FROM:- ………………………………………
TO:- …………………………………….

FINAL SALARY:- ……………………………………………………
PER WEEK / MONTH / ANNUM

POSITION:- 
…………………………………………………………………………….……………………...

DUTIES:- 
……………………………………………………………………………………………….…...



……………………………………………………………………………………………………

REASON FOR LEAVING:- ……………………………………………………………………………………….

PLEASE CONTINUE ON A BLANK PAGE IF YOU HAVE ANY FURTHER EMPLOYMENT DETAILS

-------------------------------------------------------------------------------------------------------------------------------------------------

WHAT QUALITIES, SKILLS AND EXPERIENCE DO YOU HAVE FOR THE POSITION YOU ARE APPLYING FOR? …………………………………………………………………………………………………..

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

GENERAL INFORMATION

WHAT ARE YOUR MAIN INTERESTS, SPORTS AND HOBBIES? ……………………………………………

……………………………………………………………………………………………………………………….

WHICH CLUBS OR SOCIETIES DO YOU BELONG TO? ……………………………………………………...

……………………………………………………………………………………………………………………….

WHAT PROFESSIONAL BODIES DO YOU BELONG TO? ……………………………………………………

……………………………………………………………………………………………………………………….

DO YOU HAVE ANY OTHER COMMITMENTS WHICH MIGHT LIMIT YOUR WORKING HOURS?

(e.g. Judicial, Military or Local Government) ………………………………………………………………………....

……………………………………………………………………………………………………………………….

REFERENCES

PLEASE PROVIDE DETAILS OF TWO EMPLOYMENT REFERENCES WHO CAN BE CONTACTED TO PROVIDE A REFERENCE IN SUPPORT OF YOUR APPLICATION FOR EMPLOYMENT

	COMPANY DETAILS REQUIRED
	REFERENCE 1
	REFERENCE 2

	COMPANY NAME:-
	
	

	CONTACT NAME:-
	
	

	COMPANY ADDRESS:-
	
	

	
	
	

	
	
	

	POSTCODE:-
	
	

	TELEPHONE NUMBER:-
	
	

	FAX NUMBER:-
	
	

	CAN THEY BE CONTACTED NOW?
	YES / NO
	YES / NO


AVAILABILITY

WHEN WOULD YOU BE AVAILABLE FOR INTERVIEW IF REQUIRED? ………………………………….

IF SUCCESSFUL HOW MUCH NOTICE WOULD YOU REQUIRE? …………………………………………..

DO YOU HAVE ANY HOLIDAY COMMITMENTS?


YES / NO (Please delete)

If yes, what are the dates? ……………………………………………………………………………………………

HOW DID YOU HEAR ABOUT THIS VACANCY? ……………………………………………………………..

DO YOU KNOW ANYONE EMPLOYED BY THIS COMPANY? ……………………………………………...

ADDITIONAL INFORMATION

PLEASE USE THIS SPACE FOR ADDITIONAL INFORMATION

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………….
HEALTH

NAME OF GENERAL PRACTITIONER:- 
……………………………………………………………………….

ADDRESS OF GENERAL PRACTITIONER:- ……………………………………………………………………

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

WEIGHT:- ……………………………………………………
HEIGHT:- ……………………………………….

ARE YOU REGISTERED A DISABLED PERSON?

YES / NO

If yes please state reasons:- …………………………………………………………………………………………...

Registration number:- ………………………………………………………………………………………………..

HISTORY OF FAMILY HEALTH (e.g. Mother, Father, Brothers, Sisters):- ……………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

	PLEASE DETAILS TWO PEOPLE TO BE CONTACTED IN THE CASE OF AN EMERGENCY

	NAME:-
	
	

	RELATIONSHIP:-
	
	

	ADDRESS:-
	
	

	
	
	

	
	
	

	POSTCODE:-
	
	

	HOME TEL. NO.:-
	
	

	MOBILE TEL. NO.:-
	
	

	WORK TEL. NO.:-
	
	


	HAVE YOU SUFFERED RECENTLY OR REPEATEDLY FROM INFECTIONS OF THE FOLLOWING:-  If yes, please give dates.



	BRONCHITIS
	-
	
	ASTHMA
	-
	
	PNEUMONIA
	-
	

	PLEURISY
	-
	
	TUBERCULOSIS
	-
	
	COUGH
	-
	

	SHORTNESS OF BREATH
	-
	
	CHEST PAIN
	-
	
	ENTERITIS
	-
	

	DYSENTERY
	-
	
	PARA-TYPHOID
	-
	
	TYPHOID
	-
	

	VOMITING
	-
	
	INDIGESTION
	-
	
	DIARRHOEA
	-
	

	HEART CONDITION
	-
	
	SKIN DISEASE
	-
	
	BOILS
	-
	

	ULCERS
	-
	
	RASHES
	-
	
	FITS
	-
	

	BLACKOUTS
	-
	
	MIGRAINE
	-
	
	HEADACHES
	-
	

	NERVOUS DISABILITY
	-
	
	DIABETES
	-
	
	HAY FEVER
	-
	

	ALLERGIES
	-
	
	JAUNDICE
	-
	
	BACK PAIN
	-
	

	JOINT PAINS
	-
	
	HERNIA/S
	-
	
	VARICOSE VEINS
	-
	


HAVE YOU SUFFERED RECENTLY OR REPEATEDLY FROM INFECTIONS OF THE FOLLOWING:-  If yes please give date.

HANDS / FINGERS

-


EARS
-

REPEATED SORE THROAT
-


EYES
-

1. DO YOU HAVE ANY RECURRING HEALTH PROBLEMS:-





YES / NO

    If yes please detail:- ……………………………………………………………………………………………………………………………...

2. HAVE YOU HAD OPERATIONS, ILLNESSES OR INJURIES REQUIRING HOSPITAL TREATMENT?

YES / NO

    If yes what? ………………………………………………………………………………………….
DATE:- ………………………………..

3. DO YOU WEAR SPECTACLES / CONTACT LENSES? …………………………………………………….……………………………....

    DO YOU NEED THEM FOR DRIVING READING OR OTHER? ………………………………………………………………………...

    WHEN DID YOU LAST HAVE YOUR EYES TESTED?



DATE:- ………………………………...

4. ARE YOU TAKING PILLS, MEDICINES OR DRUGS. PRESCRIBED OR OTHERWISE? 


YES / NO

    If yes what? ……………………………………………………………………………………………………………………………………...

5. WHEN DID YOU LAST RECEIVE TREATMENT FROM YOUR G. P. 


DATE:- ………………………………...

    Reason:- …………………………………………………………………………………………………………………………………………

6. WHEN WAS YOUR LAST CHEST X-RAY DATE?




DATE:- ………………………………...

    Result:- …………………………………………………………………………………………………………………………………………..

7. WHEN DID YOU LAST RECEIVE DENTAL TREATMENT?



DATE:- ………………………………...

8. HAVE YOU BEEN ABSENT FROM WORK IN THE LAST TWELVE MONTHS DUE TO ILLNESS OR INJURY? 
YES / NO

    If yes why? ………………………………………………………………………………………………………………………………………

    Duration of absence:- …………………………………………………………………………………………………………………………....

9. When did you last travel abroad?





DATE:- ………………………………...

    Where? …………………………………………………………………………………………………………………………………………..

10.Are you currently under the care of a Doctor or other medical professional?




YES / NO

DECLARATION

PLEASE READ THIS CAREFULLY PRIOR TO SIGNING

I CONFIRM THAT THE ABOVE DETAILS ARE TRUTHFUL AND CORRECT.  IF EMPLOYMENT IS OFFERED AND ACCEPTED AND ANY INFORMATION GIVEN IN THIS APPLICATION IS SUBSEQUENTLY FOUND TO BE UNTRUE I ACCEPT THAT THIS WOULD BE SUFFICIENT FOR GROUNDS FOR INSTANT DISMISSAL.

SIGNATURE:- ……………………………………………..
Date:- …………………

FOR OFFICE USE ONLY

……………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….
LAP(BP)LTD
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