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	RADIATION WORKER REGISTRATION
RADIATION WORKER REGISTRATION FORM
	

	PLEASE COMPLETE AND FORWARD TO:                              HUMAN RESOURCES BRANCH

DIVISION OF SERVICES AND RESOURCES
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	RADIATION WORKER REGISTRATION
RADIATION WORKER REGISTRATION FORM (continued)
	



If required, a personal monitoring device will be issued after this form is returned.  The information on this form is confidential and will not be supplied to another without your permission.

	APPLICANT DETAILS (PLEASE USE BLOCK LETTERS)

	Staff ID:  __ __ __ __ __ __ __  School/Branch:
 Work phone:


Location (if not a University campus, eg hospital):

Title:
 Family name:
 Given names (in full):


Date of birth:
  FORMCHECKBOX 
 Male        FORMCHECKBOX 
 Female
Home/postal address:


City:
 State:
 Postcode:
 Home phone:


Staff:
 FORMCHECKBOX 
  Academic
 FORMCHECKBOX 
  Research Associate/Post doc
 FORMCHECKBOX 
  Professional

Student:
 FORMCHECKBOX 
  Postgraduate
 FORMCHECKBOX 
  Honours
 FORMCHECKBOX 
  Undergraduate

Dental Board Registration no: (if applicable):
 Radiation Licence no:

Other (please specify):



	REGISTRATION DETAILS:

	Date commencing work with radiation:


Type of radiation used:

Unsealed sources – list nuclides and maximum quantity used at any one time (MBq)


Sealed sources – list nuclides and quantities (MBq)


X-rays – list peak kV


Named of licensed supervisor:


Building (where work will take place):
Room no:


Have you received any radiation safety training?   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No 

If yes, Date of training:
 Location of training:


Name of training provider:


Applicant’s signature:
 Date:



	OFFICE USE ONLY

	Date received:
 Exemption form sent:
 (Database
)

Dosimeter required:   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No 
ARL registration:


License required:   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No 
License number:


Previous dose record requested:  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
Date:



	IF YOU HAVE PREVIOUSLY WORKED WITH RADIATION AT THE UNIVERSITY OF ADELAIDE OR ELSEWHERE COMPLETE THIS PAGE

	Details of your most recent previous employment in radiation work:

Employer:


Address:


Date employed:


Have you previously worn a personal monitoring device (TLD)?
  FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No 

If yes, Name of Organisation:
 Date:


Have you ever previously worked with radiation at the University of Adelaide?  FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
If yes, Department previously worked in:


Approximate period in which you previously worked in the University:



	AUTHORISATION FOR RELEASE OF PREVIOUS RADIATION EXPOSURE DATA (SIGNATURE REQUIRED)

	I authorise the Radiation Safety Officer of 


to release all the available details of my radiation exposure history to the Radiation Safety Officer of the University of Adelaide. 

I was engaged in work with radiation at the above organisation during the period:

From:
 To:


My position in the organisation was:


Please forward my radiation exposure history to:

The University Radiation Safety Officer

University of Adelaide

SA  5005

AUSTRALIA

Name (please print):

Signature:
Date:
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