
PERSONAL DETAILS

Title: Date of Birth: Gender:   MALE   FEMALE

Surname: Forenames: 
(Please note your names should be in full as they appear on your passport)

Postal Address: 

Post Code: Hospital Tel No.: 

Home Tel: Bleep/Ext.: 

Mobile: Nationality: 

Email: Social Security Number: 

Next of Kin: Relationship: Emergency Tel: 

S

Registration form

SPECIALTY/GRADE PAIRINGS

Please list the Specialty(ies) and Grade(s) in which you wish to work, eg: Paediatric SHO, Cardiology Consultant.

EDARGYTLAICEP

Do you hold an ionising radiation certificate?   YES   NO

AVAILABILITY (PLEASE TICK THE RELEVANT BOX)

Full Time Part Time Weekends Evenings

If available Full Time please note availability: From: To: 

WHERE ARE YOU AVAILABLE TO WORK

PAYMENT DETAILS

How do you wish to be paid? (please tick the relevant box)

AS A CONTRACTOR SELF EMPLOYED BASIS PAYE

For contractor: which company do you work through? 

If you are working on a Self Employed basis we require verification from your tax office or a letter from your Accountant.

Please provide the following details for payment directly into your Bank or Building Society Account:

Bank/Building Society: Branch: 

Sort Code/Bd Society Ref No.: Account No.: 

Mainland UK Northern Ireland Republic of Ireland Australia South Africa Canada
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QUALIFICATIONS

Basic: Date: Country: 

Higher: Date: Country: 

APPRAISALS

Name of Appraiser: 

Date of Appraisal: Date of Next Appraisal: 

MEDICAL REGISTRATION

** Please detail below the formal arrangements you have made to be regularly appraised by a medical practitioner entered in the 
Specialist Register. In the case of General Practitioners, the appraiser must be (or qualified to be) a GP Principal.

REFEREES

Please provide details of at least three referees, two of which must be from your most recent employment. All references
need to be from a supervising consultant with whom you have worked in the last 18 months. If you wish to work in more than
one specialty, a referee must be provided to support each specialty.

Title  Name Specialty  Hospital  Tel No

COUNTRY REGISTRATION BODY REGISTRATION TYPE & NUMBER  EXPIRY DATE

ELIGIBILITY 

COUNTRY ELIGIBILITY  VISA TYPE & EXPIRY DATE  (if applicable)

Please state the basis of your eligibility to work in each of the countries you have listed under ‘medical registration’ above:



CRIMINAL CONVICTIONS / FITNESS TO PRACTICE

Have you been convicted of a criminal offence, been bound over or cautioned, or are currently the subject of a police
investigation, which might lead to a conviction, an order binding you over, or a conviction in the UK or any other country?

YES   NO

If yes please provide details of the criminal offence, the order binding you over, the caution or details of any current
proceedings which might lead to a criminal conviction, an order binding you over or a caution, including approximate date,
the offence, and the authority and country that dealt with the offence. If applicable, include details of “Spent Convictions”
in a separate envelope addressed to The Manager marked ‘Private & Confidential’

Note: Applicants for posts in the NHS are exempt from the Rehabilitation of Offenders Act 1974 (Exceptions) Order 1975
(HSC2000/19). You are required to declare prosecution or convictions, including those considered ‘spent’ under this Act.

Have you been or currently the subject to any ‘Fitness to Practice’ proceedings by an appropriate licensing or regulatory
body in the UK or any other country? 

YES   NO

Have you been suspended from duty with any organisation?

YES   NO

Signed.: Date: 

POLICE CHECKS

Hospitals require doctors to have Police Clearance before commencing employment.

Please tick which Police Check you have. If you do not have a CRB check please complete the CRB form attached.

   

PROFESSIONAL INDEMNITY

We recommend that you take membership of a Medical Defence Organisation. If you are already a member, please 
provide your membership details below, and submit a copy of the relevant certificate.

If you answered ‘yes’ to any of the above, please provide details of the nature of the proceedings undertaken, or contem-
plated, including approximate date of the proceedings, country where proceedings were undertaken, and the name and 
address of the licensing or regulatory body concerned.

I declare that, if in the future, I am convicted of a criminal offence, bound over or cautioned, under investigation or 
suspended from duty by any other employer or agency, I will inform Direct Medics immediately.

I am willing for Direct Medics to apply for an enhanced disclosure and, if requested, forward
confirmation of such to any hospital where I may be assigned.

COUNTRY DISCLOSURE NUMBER DATE OF ISSUE

COUNTRY DEFENCE BODY POLICY NUMBER EXPIRY DATE
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CONFIDENTIALITY

•

•

Print Full Name: D.O.B.: 

Signed: Date: 

advancing together

Information concerning patients, their treatment and their affairs is strictly confidential and must not be disclosed to 
any unauthorised persons. The confidentiality of employer/client must be maintained. You are reminded that any breach 
of confidentiality will result in termination of your engagement with the employer/client and could result in civil action 
for damages.

PROFESSIONAL MISCONDUCT

Have you ever been or are you the subject of any professional misconduct proceedings?
        YES                NO (If yes please give brief details on a separate piece of paper)

The Working Time Regulations 1998 (Amendment) Regulations 2004 (Northern Ireland 2002) now requires that a Doctor’s 
average working time must not exceed 48 hours per week unless the Doctor agrees in writing to exceed the limit.
If you are prepared to work more than 48 hours per week, please sign below in order that we may lawfully employ you even if 
your hours exceed this.

●  I declare that all information provided in my registration form and any supporting documentation is true and correct, and
 that should any of this information change I will notify Direct Medics Ltd immediately

● I understand and agree to the Terms and Conditions of Employment provided by Direct Medics Ltd. (These are provided
 for your retention and acceptance of a post through Direct Medics confirms your acceptance of our Terms and
 Conditions of Employment)

● I understand that I will be asked to sign a health declaration + statement of acceptance at the start of every locum

● I will comply with the Department of Health guidelines on HIV/AIDS; MRSA; HEP ‘B’/’C’ (HSC 2000/20)

●  I will comply with all NHS regulations currently in place including regular health screening : data protection
 compliance/confidentiality, discrimination law and Health and Safety at Work Act 1974

● I will act only on the instruction/direction of authorised/appropriate NHS Trust/Health Authority personnel

● I am willing, at the request of NHS Trusts, to work over the Working Time Regulations guidelines

● I enclose a completed pre-employment health questionnaire and equal opportunities form

● I enclose two recent passport size photographs with this form duly signed and dated on the back

● I will notify Direct Medics Ltd IMMEDIATELY of any changes to any of the above information

EUROPEAN WORKING TIME REGULATIONS

DECLARATION

CONFIDENTIALITY

Signed.: Date: 

Telephone: +44 (0)28 9059 0077    Email: info@directmedics.com    Facsimile: +44 (0)28 9059 0088      Web: www.directmedics.com
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