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Student Application Form
PERSONAL DETAILS
	Mr/Mrs/Ms
	
	Male/Female
	

	First Name
	
	Surname
	

	Date of Birth
	
	Nationality
	

	Address
	

	Email address :  

	
	

	Next of Kin (in case of emergency) name & contact details: 

	Type of visa you are holding: 
	Expiry Date:

	Home Tel:
	Mobile Tel:

	[image: image1.jpg]COURSE Applied for (please tick ✔)    
Diploma in Dental Nursing

Certificate in Oral Health Education

Certificate in Dental Radiography

PERSONAL QUALIFICATION 

	Please include any subject that you are studying including past courses

	Institution 
	Qualification
	Result/Grade
	Date qualified

	
	
	
	

	
	
	
	

	
	
	
	

	Please provide any certificates including relevant 

	YOUR REQUIREMENTS


	Do you think you need extra English Language support during the course?  (please tick ✔)
Yes       No   

What English level do you have? (please tick ✔)      LEVEL 1      2       3

	Any special Training Needs? (please tick ✔) (If yes Please bring evidence)
Yes(   )               NO(   )  
If yes, please specify:

Communication Skills:   □            Counselling    □        ESOL            □

Literacy                            □             Medical           □         Numeracy    □

Physical                           □             Other (please give details)  


	Do you need a placement to start work? (please tick ✔) Yes(   ) No (   )



	What location would you prefer to work in: 



	Why do you want to do this course?

	

	WORK HISTORY
Company/ Employer 

Position/Role

dates



	YOUR VACCINATION RECORD



	Have you had any vaccinations for the following? (please tick ✔)        YES            NO                        Date received

	Covid Vaccination
	
	
	

	Hepatitis B
	
	
	

	Tuberculosis (BCG)
	
	
	

	Tetanus
	
	
	

	Rubella Screening Test
	
	
	

	Oral Polio
	
	
	

	Typhoid
	
	
	

	Diphtheria
	
	
	

	Chicken Pox
	
	
	

	Please provide documentary evidence (a copy of original certification) or a Letter from your GP together with this application form. Hospitals in the UK may not employ healthcare workers unless they are able to produce documentary evidence of Hepatitis B status.

	

	CONTINUED PROFESSIONAL DEVELOPMENT TRAINING

	Please list below details of any relevant courses completed (please enclose copy certificate)

	COURSE NAME
	LOCATION
	DATE

	
	
	

	
	
	

	
	
	

	

	TRAINING DETAILS 

	Have you completed a course in Basic Life Support (please tick ✔)
	Yes
	No

	

	YOUR REFEREES



	Please give the names and addresses of your referees. One referee should be your current or last employer

	Name:

Address:

Tel:

Fax:

Email


	Name:

Address:

Tel:

Fax:

Email


	Please sign and confirm that the information you have supplied is correct and you will notify GH Learning Centre of any relevant changes.

Print Name: 
Signature:    
Date: 


Personal Data provided in this application form will be processed, used and stored in line with current Data Protection Regulations 

Please email this form to admin@ghlearningcentre.co.uk
Insert your Photograph here








GH Learning Centre


