
 

 

Title  Mr     Mrs     Ms     Miss Surname ____________________________ 

First Name _______________________________________ Middle Name _________________________ 

Preferred Job/Work _______________________________________ DOB ________________________________ 

Residential Address _____________________________________________________________________________ 

 Suburb ________________________________ Post Code ___________________________ 

Postal Address _____________________________________________________________________________ 

 Suburb ________________________________ Post Code ___________________________ 

Home Phone No. ______________________________________ Mobile No. ___________________________ 

Email Address _____________________________________________________________________________ 

 Please note this will be the email address your payslip will be sent to 

Emergency Contact ________________________ Relationship ___________ Phone No. __________________ 

Job Seeker Id ________________________ Job Network Agency __________________________________ 

 

Current Drivers 
Licence  

 Yes  No [please tick]   

Have you completed 
any higher 
education? 

_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
[Specify i.e Certificate, Diploma, Degree] Proof required 

  

 
DUTY OF CARE STATEMENT 

 

Men@Work has a duty of care to all employees as set out by the relevant Health & Safety Acts. The 
information that you provide us with will assist us in ensuring that any placement that you are to be 
considered for will be compatible with your skills and your personal capabilities. Completing this as 

accurately as you can ensure that our employees are never placed on an assignment that may 
impact on their health and wellbeing. 

 
Men@Work will do this to the best of our ability based on all the information provided. If you do not 

disclose pre-existing injuries or medical conditions this may put the health and safety of yourself and 
others at risk when placed on an assignment. 

 
The information on this registration form is confidential. We ask that you complete all the questions, 

answering them honestly and to the best of your ability. 

    

   

- EMPLOYMENT REGISTRATION FORM - 



 

 
 

 

 
- DUTY OF CARE - 

 
IF YOU GIVE FASLE INFORMATION BELOW YOU WILL NOT BE ENTITLED TO 

COMPENSATION IN THE EVENT THAT AGGRAVATION OF A PRE-EXSISTING MEDICAL 
CONIDITION OCCURS 

Do you suffer from any pre existing injuries, illnesses and / or medical conditions that may 
impact on your capacity to undertake any of the tasks that you have indicated an ability to 
perform on the preceding SKILLS LIST?     Yes     No 

 
Do any of the following present difficulties for you? 
 

 Vision 

 Carrying / lifting 

 Walking / standing 

 Migraine / headaches 

 Depression 

 Shoulder / arm conditions 

 Hip / knee conditions 

 Claustrophobia 

 Hearing 

 ting
 Repetitive movement 

 Dizziness / vertigo 

 Substance dependence 

 Wrist / hand / fingers 

 Ankle / foot conditions 

 Sitting for long periods 

 Dyslexia 

 Back conditions 

 Skin disorders 

 Working at heights 

 Anxiety / stress 

 Heart condition 

 Asthma / respiratory 

 Blood / viral disorder 

 
Please give details for any of the conditions checked above:  
 

 

 

 

 

 

 

 

 

Do you suffer from any types of allergies?     Yes     No 

Details: _________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 

Please advise if you are taking or are required to take any prescription drugs or medication?     Yes     No 

Details: _________________________________________________________________________________________ 
               
              _________________________________________________________________________________________ 
 

Do you smoke?     Yes     No 

 

Candidate Signature _____________________________________ Date _______________________________ 



 



 

 


