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REGISTRATION FORM

	Contact Details

NAME OF COMPANY/ORGANISATION

___________________________________________________________________

WORKPLACE ADDRESS

____________________________________________________________________

__________________________________________POSTCODE________________

TELEPHONE NO: _______________________ FAX NO: _________________

MOBILE NO:___________________________ EMAIL: __________________

NAME AND POSITION OF CONTACT PERSON 

____________________________________________




	Workplace Details

WORK SECTOR (please tick one)
Public  ___
Private ____







                            Voluntary/Community _______  Other (please state) ​​ ________________

NUMBER OF EMPLOYEES ___________
           FEMALE_______ MALE ______

HOW LONG HAS YOUR ORGANISATION BEEN IN OPERATION _____________

GIVE A BRIEF ACCOUNT OF WHAT YOUR ORGANISATION DOES

____________________________________________________________________

____________________________________________________________________

WHAT PATTERNS WOULD YOUR EMPLOYEES WORK (please tick one) 

Regular Hours___

Shift patterns ___

Both ___

DOES YOUR ORGANISATION HAVE ANY PROCEDURES OR POLICIES ALREADY IN PLACE FOR THE FOLLOWING (Please tick)

· Health and Safety   




            Yes ___ No ___

· Opportunity for Staff development/training 

Yes ___ No ___

· Health Issues (smoking, alcohol, team sports/physical activity)
(If yes please state) ________________________________________________________________________

PLEASE PROVIDE DETAILS OF ANY OTHER POLICES IN PLACE

_______________________________________________________________________________
_________________________________________________________________________


This is to confirm that we wish to join the Health at Work Project

Signature _______________________________ Date__________________
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