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SUPERIOR TRAFFIC MANAGEMENT





Employee Registration
Employee:




                          _____

                
____________         
Address:









_______         _________





   
                          Post Code:
    


____       
Date of Birth:




                          ______


____________
Nationality:




                          Type of Visa: ______________________________ 
Are you of Aboriginal and/or Torres Strait Islander origin? _____________________________________________________

Visa Number:                                                                                                            Visa Expiry Date: ​​​___________________________ ​​​​​​​​​​​​​​​​​​​​​​​​​​                                                                    
Home Phone No.



__________Mobile No:
________________


____
Email Address: ________________________________________________________________________________________
PLEASE UPLOAD A COPY OF YOUR LICENCE AND QUALIFICATIONS TO TRAFFIO

Superannuation Details:
Fund/Type:


________________                           Account No:



____
QLeave Details:           Member:  Y or N
QLeave Number: _____________________________________________

Date Commenced Work:

____________________
Site:



____________
General Safety Induction:                                                                              Date:

____________________________
Other Safety Training:                                                                                    Date:

____________________________
Next of Kin (In case of an Emergency): Please provide x2 Emergency Contacts
1. Name:





                 Relationship:


____________
Address:






____________

_____________
____
                                           _______________________                             Post Code:

___________
____
Mobile No:


    Home Phone No:

____________________________________________ 
2.Name:





                 Relationship:


____________
Address:






____________

_____________
____
                                           _______________________                             Post Code:

___________
____
Mobile No:


    Home Phone No:

____________________________________________
Medical Problems: ( ie: Hearing Impaired)




____________________________











____________
Allergies: Yes/No: Type:






________________
____________
____________________________________________________________________________________________________

Have you ever had a Workers Compensation Claim?



____________________________
If Yes Reason for Claim / Claims: __________________________________________________________________________


____________________________________________________________________________________________

Date of Claim /Claims: __________________________________________________________________________________

My Signature below confirms the following:

· I am fully aware of my obligations under Workplace Health and Safety Legislation

· I am aware of the Superior Traffic Management requirements for workplace rules, Evacuations and First Aid procedures and Environmental requirements

· Company Induction carried out in accordance with Superior Traffic Management Procedures
Signature:




______________ __
Date:

____________
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