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Employee Personal Information form
(Employee to complete upon commencement of employment)

Please note that it is the responsibility of the employee to advise if any of these details change.  One (1) weeks notice is required to update all changes.  Please email / contact the Administration Manager

PART A – NEW EMPLOYEES DETAILS

	Personal details:
	

	Start Date:
	Employee ID No:

	Full Name:  

	Title:  MR  /  MRS  / MS  /  MISS  /  DR  /  OTHER: ……………………
	Date of birth:           /              /

	Street Address:

	Suburb:
	State:
	Postcode:

	Home Phone:
	Mobile:

	Email:

	
	

	Superannuation Details:
	

	Superannuation Fund Name:

	Superannuation Member Number:

	Superannuation SPIN Number:

	Name of Account:

	Address of Super Fund:

	Tax File Number:



	Pay Details:
	

	Name of Account:

	Name of Bank/Institution:

	BSB Number:
	Account Number:

	Please note:  The bulk of your pay will go to this account.  For payroll deductions, please complete the Payroll Deduction form.
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PART A – New Employees Details cont…






	Employment Details: (please circle)
	

	Position:
	Department:

	Location:

	Employment Type:	 Full-time	 Permanent Part-time	 Casual




	Emergency Contacts:
	

	Name: 
	Telephone:

	Address: 
	Relationship:




	Office Use Only
	

	Job Title:
	Dept:

	Location:
	Supervisor:

	Rate of Pay:	 Full-time	 Permanent Part-time	 Casual

	Salary / Rate:	 Annual Salary $...........................................	 Hourly Rate $………………………………

	Employee Policy and Procedures Manual Returned and Acknowledged: 	 Yes	 No

	Drug Test Confirmation Number (if applicable):

	Data Entered by:

	Date:

	Notes:








PART B – MEDICAL DISCLOSURE

	Employee ID No:
	Location:

	Full Name:  



	Pre-existing Injuries / Conditions:
	

	Do you suffer from any medical conditions or pre-existing injuries that
may affect your ability to perform the role that you are applying for?	 Yes	 No
If yes, please provide details and any treatment required (e.g. inhaler, Epi-pen):

	

	

	



	Allergies:
	

	Do you have any allergies that we should be made aware of,
especially anaphylaxis? e.g. food (nuts, eggs etc), medication, insect stings	 Yes	 No
If yes, please provide details (e.g. any special care and attach Medical Emergency Plan if required):

	

	

	



	Emergency Contacts:
	

	Name: 
	Telephone:

	Address: 
	Relationship:

	Doctor Contact Details

	Name of Doctor:
	Telephone:

	Name of Surgery:

	Address: 

	Medicare Card Number:
	Do you have Private Health Insurance:   No   Yes

	Name of Insurer:
	Membership Number:





PART B – Medical Disclosure cont…



	Permissions:
	

	In the event of an injury or medical condition, do you consent to be
transported to hospital by ambulance?	 Yes	 No
(Please note:  you may be responsible for your ambulance transportation costs)

	Do you have a hospital preference, if the choice can be made?	 Yes	 No
If yes, please state hospital:

	Do you give permission for the appointed First Aid Officer to:
1. Administer first aid as judged to be reasonably necessary	 Yes	 No
2. Administer medication as noted in this form, in the event of an emergency situation	 Yes	 No

	I hereby agree to the abovementioned statements and permissions contained in this form:

	Name:

	Signature of Applicant:  ……………………………………………………….	Date:  …………………………………

	If student is under 18 years of age:

	Name of Parent / Guardian:

	Signature:  …………………………………………………………….	Date:  …………………………………



	Office Use Only
	

	Emergency Medicine / Treatment sighted (if applicable)	 Yes	 No

	Copy of Disclosure in First Aid Folder (if applicable):	 Yes	 No

	Medical Emergency Plan Attached (if applicable):	 Yes	 No

	Actioned by:
	Date:






