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We pay our members weekly.
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Licensed by Local Authorities and the Department of Employment
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PORTSMOUTH HEALTHCARE NHS TRUST -
GOSPORT WAR MEMORIAL HOSPITAL TESZL ¥
AGENCY REQUEST FORM
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The engagement of Agency Staff can only be undertaken by authorised
Managers. If you are unsure as to whether you are authorised for this
purpose then please contact your immediate Manager.

The following steps are to be adhered too when requesting the use of Agency
Staff. (All questions must be completed).

1. Complete Section A and B of the Agency Request Form.
2. Notify Manager of relevant area of cover arranged.

3. Completed Agency Request Forms to be forwarded to General Office.
Gosport War Memorial Hospital.

Please note when booking Agency Staff please inform the Agency in question
to send their official invoices to:-

The General Office

Gosport War Memorial Hospital
Bury Road

GOSPORT

Hants

PO12 3PW
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