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 CHARITY NUMBER 1090731



    

BLOCK CAPITALS THROUGHOUT PLEASE
TITLE
FORENAMES


SURNAME



Email Address    
……..
………………………………………
………………………………………………
…………………………………………………….
FULL
…………………………………………………………………………………………
Home Number

POSTAL
…………………………………………………………………………………………
……………………………………………………
ADDRESS………………………………………POST CODE….……………………………
Mobile Number
DATE OF BIRTH
…….../…………/……… (Day/Month/Year)



……………………………………………………
OCCUPATION …………………………………………………………………………………
 NATIONALITY………………………………….
NEXT OF KIN DETAILS
NAME
…………………………………………………………………………………………
Telephone No

ADDRESS ………………………………………………………………………………………
………………………………………………………

The details contained in this box are essential in order to process your application

[image: image2]
Do you hold a passport? YES/NO
My passport is valid until ___/_____/___

European Health Insurance Card Essential







            DAY  MONTH  YEAR      
Available from post office or web www.dh/gov.uk 


Are you a Vegetarian?  YES/NO     Vegan  YES/NO    
Other special Diet ………………………………………………………………..

Are you fit and able?     YES/NO    Are you on any medication?  YES/NO    (if yes please state your drugs and dosage below).

Any other useful information? …………………………………………………………………………………………………………………………….

Please indicate any history of back trouble, heart trouble, lung or chest weakness, epilepsy, diabetes, allergies, etc. This information is essential to achieve a well-balanced team of helpers.

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

Your Doctors Details







Your Drugs and Dosage
TITLE
FORENAMES


SURNAME


……..
………………………………………
…………………………………………………………………………………………………………
FULL
…………………………………………………………………………………………
…………………………………………………………

ADDRESS………………………………………POST CODE ………………………………
…………………………………………………………TELEPHONE NO
…………………………………………………………

I hereby authorise NJTT or it’s representatives to make such enquiries as it deems necessary tovalidate any information contained on this form and confirm that at no time has my name been included on the Protection of Vulnerable Adults list nor on the Sex Offenders Register.

I confirm that the above information is correct and authorise NJTT or its representatives to seek confirmation from my Doctor if required.  For insurance purposes I also confirm:

i)
that I am not expecting to give birth before or within eight weeks following the date of arriving home, or;

ii)
that I am not travelling against the advise of a medical practitioner nor for the purpose of obtaining medical treatment abroad.

Applicant’s Signature. ……………………………………………….         Date…………………………..

WHEN COMPLETED PLEASE RETURN TO GROUP ORGANISER
PLACE OF WORK  …………………………………………………………………………………………………………………………………….


PRESENT POSITION HELD ………………………………………………………………………………………………………………………….


RETIRED/NON PRACTISING, PLEASE STATE HOW LONG …………………………………………………………………………………


PAST EXPERIENCE/SPECIALITY …………………………………………………………………………………………………………………..


QUALIFICATIONS ………………………… PIN NO & EXPIRY DATE ………………………….. DATE OF REG …………………………...


Are you a member of a professional organisation for indemnity cover?  YES/No


RCN/RCM/UNISON/PANN/MDU/Other (Delete as applicable)       Membership No …………………………………………………………..


NAME, ADDRESS & QUALIFICATION OF PROFESSIONAL REFEREEE (reverse) All first time applicants MUST complete








