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VISITOR’S REGISTRATION FORM (WORK EXPERIENCE)
Please complete the following and return this form to the Personnel Team, as far in advance as the visitor arriving as possible, especially where risk assessments will be required.
Section 1: To be completed by the Group Head/PI

	Department Information

	Details of Visit:


	Space allocation

(where will this person work?)
	

	Name of Line Manager/ Contact while here
	

	Start Date of Visit:
	

	End Date of Visit:
	

	Received  approval forms from school (copies sent to Personnel)
	

	Additional Details:




Section 2: To be completed by the Visitor
	Personal Details

	Full Name
	

	Nationality
	

	Date of birth
	

	Home Address
	

	Home Telephone Number:
Mobile:

Work:
	

	Address while here
	

	Telephone Number while here
Home:

Mobile:

Work (while here):
	

	Email:
	

	Emergency Contacts


	Name:
Relationship to you:

Telephone Number(s):

Address:


	Name:
Relationship to you:

Telephone Number(s):

Address:

	Name of your School or College

	

	Additional details relating to your visit i.e. laboratory work:




Section 3: Authorisation
Appropriate approval must be obtained for visitors to the Department.
	Status
	Name (please print)
	Signature
	Date



	Visitor


	………………………………
	……………………..
	………….

	Group Leader/PI
	………………………………


	……………………..
	………….

	Joint Head of Experimental Medicine

	Prof Vincenzo Cerundolo or Prof Fiona Powrie

	………………………
	…………..

	Business Manager for Experimental Medicine
	Jo Hovard
	………………………
	…………..

	Health & Safety Officer
	Kathryn Robson (WIMM)  or Karen Clifford (other JR)
	………………………
	…………..


Please return with: 

Proof of identity (Passport or Birth Certificate)
Copies of documentation from school (if appropriate) 
Third Party Agreement for Work Experience
Name:  

School:

Age of student:

Date of Work Experience:  

Work Experience Details

	Location:  Nuffield Department of Clinical Medicine, Experimental Medicine

Level 5, Room 5800

John Radcliffe Hospital

Oxford, OX3 9DU


	Nature of Work:  

	Contact:  
	Job title:  



	Telephone: 
	Fax: 

	Email:  
	

	Relation to student:  
	


Key tasks:  

Requirements/other information: 

Working hours:  

Meal breaks:  

Employer’s section

· I agree to accept the student named overleaf for work experience on the agreed dates and confirm the job description is correct.

· I agree to abide by all legislation relating to Equal Opportunities and Health and Safety (Health and Safety at Work Act, Management of Health and Safety at Work Regulations 1992 and Health and Safety [Young Persons] Regulations 1997)

· I will ensure that my Employer’s liability insurance covers any accident or injury caused to the student, as for paid employees.

· I will undertake to provide induction training including Health and Safety and emergency arrangements.

· I will notify the parents and school in the event of any absence, early termination of placement, injury or any other difficulties regarding the student.

	Signed:


	Date:



	Name:
	Job title:




Student’s section

· I agree to take part in the work experience outlined overleaf.

· I agree to hold in confidence any information regarding the employer’s business that I may obtain during my work experience and not to disclose such information to another person with the employer’s permission.

· I agree to observe all safety, security and other regulations laid down by the employer and made known to me verbally, in writing or by displayed instructions.

· I agree to inform the employer and the school as soon as possible of any absence from the work experience placement.

	Signed:


	Date:



	Name:
	


Parent/Guardian section

I confirm that I have read and understood this form and the accompanying documents and agree to participate in the work experience scheme.  I undertake that my son/daughter will observe the conditions set out.

I confirm that  (please delete as appropriate):
My son/daughter DOES NOT suffer from any medical condition that could result in the unnecessary risk to his/her health or safety of another person.

My son/daughter DOES suffer from any medical condition that could result in the unnecessary risk to his/her health or safety of another person. (Please attach details)
	Signed:


	Date:



	Name:
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Personnel Officer (e-mail personnel@ndm.ox.ac.uk, tel. +44 (0)1865 221325) 

Experimental Medicine Division, Nuffield Department of Clinical Medicine, Room 5800, Level 5,

John Radcliffe Hospital, Headington, Oxford, OX3 9DU

Fax: +44 (0) 1865 222901

http://www.ndm.ox.ac.uk/page/institutes-centres-units

