St. Patrick’s Hospital (Cork) Limited
Wellington Road, Cork. Tel. 021 4501201 Fax. 021 4501619

IAPPLICATION FORM|

POST:

Passport size
Photograph

CLOSING DATE:

SURNAME:

Telephone No.
Home No.

CHRISTIAN NAME:

ADDRESS FOR

Work No.

CORRESPONDENCE

EDUCATION

GENERAL (Begin with Secondary/Equivalent Education)

Date
From - To

Name of School

Exams Completed Dates

POST LEAVING CERT. /EQUIVALENT EDUCATION

Date
From - To

Name of Course

Institution

Fulltime/Part-time Qualification

ACADEMIC/TECHNICAL EDUCATION

Date

Title (Degree etc.)

Name of Conferring Body

WORK EXPERIENCE (Begin with most recent employment)




Current Position: Name of Employer:
Date: From Department:

Fulltime [ Part time Organisation:

No. of hours per week: Address:

Briefly describe your role:-

Name of Supervisor/Referee: Address Referee:
Name of 2"? Referee: Address Referee:
Reason for Leaving:

Title of Position: Name of Employer:
Date: From Department:

Fulltime Part time Organisation:

No of hourslper week: Address:

Briefly describe your role:-

Name of Supervisor/Referee: Address Referee:
Reason for Leaving:

Title of Position: Name of Employer:
Date: From Department:

Fulltime Part time Organisation:

No of hours per week: Address:

Briefly describe your role:-

Name of Supervisor/Referee: Address Referee:

Reason for Leaving:




Any further information you may wish to add in support of your application:-

DECLARATION
It is important that you read this Declaration carefully and then sign:

“I declare that to the best of my knowledge and belief there is nothing in relation to my conduct,
character or personal background of any nature that would adversely affect the position of trust in
which I would be placed by virtue of this appointment. I hereby confirm my irrevocable consent to the
Hospital to the making of such enquiries, as the Hospital deems necessary in respect of suitability for
the post in respect of which this application is made. I hereby accept and confirm the entitlement of the
Hospital to reject my application or to terminate my employment (in the event of a contract of
employment having been entered into) if I have omitted to furnish the Hospital with any information
relevant to my application or to my continued employment with the Hospital or where I have made any
false statement or misrepresentation relevant to this application or my continuing employment with the
Hospital. Furthermore, I hereby declare that all the particulars furnished on this application are true,
and that I am aware of the qualifications and particulars for this position. I understand that I may be
required to submit documentary evidence in support of any particulars given by me on my Application
Form. I understand that any false or misleading information submitted by me will render me liable to
automatic disqualification”.

Failure to sign this declaration will render it invalid.

SIGNED ...couiiiiiiiiiiiiiiiiiiiiiiiiiiiieiieieieeneeeineeenenns DATE ..ccovvniiniiiiiiiiiiiiiiieiieennnn.




OFFICE USE ONLY

Date Received: Eligible for Interview YES O NO O

Appointment sent for

Interview:
Date of Interview: Attended: YES U NO U
References Requested: (1). (2).
3)-
References Received: (1).
(2).
(3)-

Letter of Appointment Sent:

Letter of Acceptance Received:

COMMENTS:




