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 Department of Health

	
	Application for On-Site Parking Department of Health     



	Applicant Details

	Applicant Name:
Position:
Agency / Division:
Phone Number:
Cost Centre (To enable allocation of costs eg parking, FBT):



	Parking Request

	Period Requested (maximum of 12 months):

___/___/___   to   ___/___/___
Size of Vehicle (small / medium / large):
Location Parking Requested:
Vehicle Registration:
Reasons for requiring parking bay:
Project

·   Provide documentation of project detailing why parking is required.  Application must be endorsed by project sponsor.  Parking
  will only be approved for the duration of the project.
Position Description

·      Provide copy of position description demonstrating why on-site parking is required.
·      Clearly identified business benefit to the Department of Health.
Medical Requirement

·   Disability Permit or WorkCover documentation must be provided for the period requested.
Review and/or cessation of approval

·   Shall be subject to review at any time.
·   Shall not be provided as a condition of employment.
·   May cease at any time and the bay be reallocated if it is deemed an organisational priority.  Will be dependent on availability of parking bay.
Statement of Indemnity
Any officer parking a vehicle (private or official) is required to:
·     Be aware of and agree to comply with the Department of Health On-Site Parking Policy and standards and any other guidelines

 relating thereto.   

·     I acknowledge and undertake to conform with these requirements for the entire period requested should approval be granted.  I also 

       undertake to maintain adequate records to allow the improved operational effectiveness for Department of Health to be assessed    

       either.  
       during or at the end of the approved period.

·     Provide documentation as stated above.  Documentation is to be attached to this application form.

·     Be aware that on-site parking is at the owner’s risk and no liability will be accepted by the Department of Health for any damage 

       sustained or caused by the employee’s vehicle whilst parked or driven on official premises.

Date: 

___/___/___
Applicant Signature:




	Corporate Facilities


	This section to be completed by the Facility Administrator.
Parking Bay available:

Yes

No

Site:



	Corporate Facilities

	This section to be completed by the Facility Administrator.

Costing:  
Estimated costing for designated period

Parking Bay (lease costs):

FBT (including car and car parking benefits):

TOTAL COST:

Name:

Division / Unit:

Position:

Phone Number:

Date: 

___/___/___
Signature:




	Manager / Director Support

	I have reviewed the application and attached documentation supporting the project, position or medical requirement for a parking bay.

Yes

No

I confirm an application to use a private vehicle for work purposes has been authorised.

Yes

No

I agree/disagree that the business benefits will be achieved and are a necessary part of the performance of the work undertaken by the applicant (as documented).  

Agree
Disagree
I approve that the costs incurred by this application be charged to the identified cost centre.   

Yes

No

I undertake that a system will be established to ensure that any officer’s parking under a positional approval will satisfy the requirements of section 5.15 of the Queensland Health Vehicles – Implementation Standard for Vehicle Management.

Yes

No

Endorsing Officer’s Name:

Position:

Agency / Division:

Phone Number:

Supported:

Yes

No

Comments:

Date: 

___/___/___
Signature:




	Endorsement of applicant’s Deputy Director General / Agency Chief

	Name:

Position:

Agency / Division:

Phone Number:

Endorsed:

Yes

No

Comments:

Date: 

___/___/___
Signature:




	Approval Delegates:

Refer Schedule 1 of the Onsite Parking Implementation Standard for relevant building and approval delegate.

Visitor parking – 1 day to 7 days

Medium term parking – 8 days to 31 days

Long term parking – 32 days to 365 days to align with Fringe Benefits Tax year (1April – 31 March) 


	Approving Delegate

	Name:

Position:

Agency / Division:

Division
Phone Number:

Endorsed:

Yes

No

Comments:

Date: 

___/___/___
Signature:




	Supporting Documentation

	Project Documentation Attached:
Yes

No

Position Description Attached:
Yes

No

Medical Certificate / Disabled Permit Attached:
Yes

No

Parking Bay Available for Allocation:
Yes

No







