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DISABILITY SUPPORT WORKER

APPLICATION PACKAGE
Surname:


First/Middle:




First
Middle

Address:





Street
Suburb


State
Postcode
Phone 1:


Phone 2:  




Home
Mobile
Email Address:

LICENSES/ CAR

C Class Drivers License    ( Yes
( No
( Automatic
( Manual

License No: …………

State Of Issue:

Expiry Date:


Car Make:


Model:


4 DOOR
2 DOOR
VAN          COUPE
HATCH
UTE
4WD

(please circle applicable)
Year of Manufacture: 

Registered Vehicle No: 

Insurance:

( Comprehensive 
( Third Party
Name of Insurer: 

QUALIFICATIONS/ CERTIFICATES

DISABILITY SERVICE – POSITIVE YELLOW CARD

(  Yes
(  No
Expiry Date: …………………
FIRST AID CERTFICIATE

(  Yes
(  No
Expiry Date: …………………
CERT 111 QUALIFICATIONS OR HIGHER


(  DISABILITY STUDIES 
Date Attained:



(  AGED CARE

Date Attained:



(  WELFARE

Date Attained:



(  OTHER

Date Attained:


Other Qualifications:


EXPERIENCE / SKILLS
Place a (  tick next to any area you have had experience
( Manual Handling
( Hoist

( Personal Care
( Community linking and participation

( Challenging behaviours

( Diabetes Management

( Epilepsy

( Communication devices
( Peg Feed 
( Sign language / Makaton  Please specify: ___________________

( Workplace Health and Safety

( Risk Assessments
( Hazard Identification
DO YOU SPEAK ANY OTHER LANGUAGE:

Please explain:  

CURRENT EMPLOYER
Name:


Contact Number:


Position:


PREVIOUS EMPLOYER

Name:


Contact Number:


Position:


Voluntary or unpaid work relevant to this position:  

Relevant Skills:  

CITIZENSHIP

Are you an Australian Citizen or a Permanent Resident: Yes / No
If no, please give details of Australian work status:

Australian working Visa No:  ……................................       Expiry Date:  .................................

Passport No:
……................................

  Date of Birth:.................................
or
Work Permit No:
........................................... 
  Expiry Date:...................................

(Please provide a photocopy of your work visa/work permit and passport)
PRE- EXISTING INJURY / DISEASE DECLARATION 
You must read the ‘Position Description’ before answering the following questions. (See Attached)
Do you have a medical history, any pre-existing illnesses, diseases, or physical conditions that could be aggravated by the type of work you are applying for:     Yes / No
If yes, please explain:................................................................................................................

…………………………………………………………………………………………………………………………………………………………………………………………………………………………
Do you agree to undergo a Medical Examination, if requested? Yes / No 
Please note: It is a requirement for you to complete a pre-existing Injury/Disease Declaration Form, if offered the position.
We request that you disclose any pre-existing injuries or diseases of which you are aware and could reasonably expect to affect the nature of the position you are applying for. 
REFEREE’S NAMES AND CONTACT NUMBERS
*Only complete this section if this information is not already provided on your Resume.
Referee  1

Name:


Contact Number:


Position:


Referee 2

Name:


Contact Number:


Position:


AVAILABILITY

If successful when would you be able to start :………………………….
THE SERVICE WE PROVIDE IS AVAILABLE 7 DAYS A WEEKS 24 HOURS A DAY, PLEASE INDICATE BELOW YOUR AVAILABILITY.

	TIMES
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat
	Sun

	Morning
	
	
	
	
	
	
	

	Afternoon
	
	
	
	
	
	
	

	Evening/ Night
	
	
	
	
	
	
	

	Sleepover
	
	
	
	
	
	
	


I certify that the information supplied in this application is correct and if successful, I understand I will be required to complete necessary criminal history checks.

I understand that a 6-month probationary period applies to all CODA South Inc positions.

( I understand my application may be held on file for a period of 12 months or
( If I am unsuccessful with this current application, I wish for CODA to dispose of my application/personal details in accordance with Information Privacy Protection laws.

Applicants Signature:


Date:


	OFFICE USE ONLY

ENTERED INTO CARELINK

Date:



Name:



Position:






Acknowledgement

	I understand and accept the requirements outlined in the Position Description and any reasonable amendments made due to changes in responsibilities and organisational requirements.  I confirm my personal commitment to the Mission of CODA.

	Signature:
	

	Name:
	

	Date:
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