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SCHOOL OF NURSING UNION HOSPITAL =

%

Application Form for

Certificate in Care-related Support Worker Training

[

I.

I1.

Effective since 15-11-2021

E F A (7 E 5 )
Full Time Part Time (Multiple selection)
B * T} Personal Particulars :
By

Name in English:

EHCA i ] # ¥
Date of Birth: Age:
(pp /27 [ &EE)
dd mm yy
[ER12

Residential Address:

Bp i

Commencement Date:

LR A
Name in Chinese:

:]\:;_’-_ \QJ
Sex:

s
Nickname:

*h kRS LRSS

* HKID No. / Passport No.:

E (A b g )
Correspondence Address (if different from above):

b e s
ERR

Residential Telephone Number:

T B pl
E-mail Address:

P
b TS

Mobile Phone :

JE P i J5 18 At AR ?
How do you know about this course?
IEEN X S [ 47 t4

Hospital Web Site Newspaper, name:

L] xfis gsp:
Friend, please specify:

] 2w g
Others, please specify:

g2 & ¥£FH Academic Qualification and Professional Training :

4o FTf* G ¥ 4e i Please continue on a separate sheet if necessary

TEERFER

Highest Academic Qualification

i f
School / College / University

g2 pi: /e
Date of Completion: mm/yy

TERETE

Professional Qualification

WA A

Name of Organization

EEpY: /e
Date of Issue: mm/yy
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IV.

V.

& ¥

a IF*;_E& Employment History:

Yo7 S ¥ 5 ¥ 4 ' | Please continue on a separate sheet if necessary

d

vE | 108 Wi 24 2/ £ B Y

From: mm/yy | To: mmlyy Name of Organization Full / Part Time Position Reason of Resignation

1% %7 Notes

L.

prE AR AR A AJ[,IL" LR AP - S - i <o S - PR L L F o mF.* SINC A4
g o

Personal Data provided in this form will be used for processing your application for admission, and for
academic, administrative and statistical purposes. Please be assured that any personal information you
supply will be kept strictly confidential.

Bk ¥ i—/\ FJ[,I;{ R E BN BN DI

When the processmg and consideration of all applications have been completed, the application and
supporting documents of unsuccessful candidates will be kept for no more than 3 months and destroyed
afterwards.

#m Declaration

1.

S.

KRR Y A TR TR B B 2R R
| declare that all information given in this application form and attached documents are, to the best of my
knowledge, accurate and complete.

AATREZ PR LRAERET ZPF o
| have also noted, understood and agreed to the contents of the Notes above.

FEBUTREED > X iF TE A TR GL BERREA §TLBENERY BT
Please answer the following questions by ticking YES or NO for health declaration:

(Note: A chronic iliness is NOT a barrier to the consideration of an application for enroliment.)

hiEd 127 pRE T EIRGHAH FLES?

Did you need to take psychiatric medication during the past 12 months?

[] 2 NO [] #_YES #71F please specify )
" H F 2R EIPIRT TP 24 ? Do you need to take any medication regularly?

[] 2 NO [] #_YES #71F please specify )

AAOKEA /B RRAENEB R ST PRRTE

I * have / have not been convicted of any offense punishable with imprisonment in Hong Kong or
elsewhere.

AAOKF LG RRENHB R REEFANEFR

I *do/donot have any criminal proceedings in progress against me in Hong Kong or elsewhere.

p i

Signature: Date:

Remark: [ $-#if % = #4+ V', %L Tick if appropriate *3#1% 3 i ™ F Please delete the inappropriate item
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