UK – NURSING ASSESSMENT FORM

1.PERSONAL DETAILS

             (As per passport) Name  First……………      Middle……………     Last……………………..


Date of Birth ____/____/____  Tele (o)____________(R)_________(M)_________________


Address ____________________________________________________________________


_________________________________e-mail_____________________________________


Passport No.______________ Issued at______________Expiry Date____________________


Location Registration at ____________________ Registration No.______________________

2.NMC/HPC STATUS
Application / P/N No.________________DecisionLetter:Yes/No  Date of Letter:_____________

Recommended length of supervised practice :        3 / 6 months

3.QUALIFICATIONS

First Hightest………………….....Year Qualified……………..    Grade %.....................................

Second Highest…………….... … Year Qualified……………..    Grade %....................................

Third Highest……………….......  Year Qualified………………  Grade %....................................
4.PRESENT EMPLOYMENT :
Name and Address:_________________________
Position Held :……………...........................


_________________________________________
Date Appointed:…………………………….


_________________________________________
Notice Period :……………...........................

5.SUMMARY OF PRESENT DUTIES AND RESPONSIBILITIES:-

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6.REFERENCE:-

    a) Reference-1





Reference-2


Name and Address




Name and Address


_____________________________


________________________


_____________________________


________________________

b)Capacity in which Known



Capacity in which known


______________________________


_________________________

7.Specialty and Experience Details :-

Specialty

Tick Box

Time Spent In This Area And When


A & E














Critical  Care




Elderiy Care


Endoscopy

Gynaecology

Haematology


ICU/CCU


Medicine


Mental Health


Midwifery

Neo Natal

Neurology

Oncology


Paediatrics


Prison Nursing

Renal




Surgery

Theatres

Trauma & Orthopaedics

Others:-_____________________________________________________________________

____________________________________________________________________________

Conformation:-

I hereby confirm that the information given above is absolutely true to the best of my ability and I shall be liable to be disqualified incase any information is found to be false.

Date:









Chandigarh:






      ( Name of Applicant)


