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Professional hospital supply
            




Employment Application








	Applicant Information

	Last Name
	
	First
	
	M.I.
	
	Date
	

	Street Address
	
	Apartment/Unit #
	

	City
	
	State
	
	ZIP
	
	   Desired 

    Salary
	

	Home Phone
	
	E-mail Address
	

	Cell Phone
	
	 Date Available
	
	Social Security #
	

	EMPLOYMENT INTERESTS

	Position Applied for
	
	Second Choice
	

	What shifts can you work?
	 FORMCHECKBOX 
  Day   FORMCHECKBOX 
   Swing    FORMCHECKBOX 
   Nights  FORMCHECKBOX 
 Any
	Can you work Over Time?
	YES   FORMCHECKBOX 

	NO     FORMCHECKBOX 

	Weekends
	YES   FORMCHECKBOX 

	NO  
 FORMCHECKBOX 


	Type of employment you are seeking:
	 FORMCHECKBOX 
  Full Time        FORMCHECKBOX 
  Part Time          FORMCHECKBOX 
  Temporary          FORMCHECKBOX 
  Summer          FORMCHECKBOX 
  Any Available

	Have you ever worked for PHS?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	If so, when:

	How were you 
Referred to PHS? (please list Source)
	 FORMCHECKBOX 
   AD                FORMCHECKBOX 
  OTHER COMPANY                 FORMCHECKBOX 
   GOV. AGENCY            FORMCHECKBOX 
  EMPLOYMENT SERVICE __________________________  

 FORMCHECKBOX 
  EMPLOYEE ___________________________      FORMCHECKBOX 
   SCHOOL                    FORMCHECKBOX 
    SELF         OTHER  FORMCHECKBOX 
   _________________________
 FORMCHECKBOX 
  ONLINE / WEBSITE  _______________________________________          FORMCHECKBOX 
  JOB FAIR 

	Indicate any Foreign Languages you
	Speak ___________________   Read _____________________  Write ____________________

	Are you a citizen of the United States?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	If no, are you authorized to work in the U.S.?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 


	Have you been convicted of a felony within the last 7 years? 
(NOT AN AUTOMATIC DISQUALIFIER – HOWEVER, FAILURE TO LIST WILL DISQUALIFY YOU)
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	If yes, explain:

	Will you require any special accommodations to perform the job(s)
for which you are applying?  


	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	If yes, explain:

	Education/Certifications/Licenses

	High School
	
	City / State
	

	Dates 
	
	Graduate?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	Degree
	

	University
	
	City / State
	

	Dates
	
	Graduate?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	Degree
	

	Trade / Other
	
	City / State
	

	Dates
	
	Graduate?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	Degree
	

	Certifications
	
	Licenses
	

	References

	Please list three professional references with at least one Direct Supervisor.

	Full Name
	
	Company
	
	Title
	

	Email Address
	
	Phone #
	

	Full Name
	
	Company
	
	Title
	

	Email Address
	
	Phone #
	

	Full Name
	
	Company
	
	Title
	

	Email Address
	
	Phone
	


	PREVIOUS 5 YEARS OF EMPLOYMENT / UNEMPLOYED HISTORY
Please list current or most recent employer first.  List 5 complete years of history showing unemployed or self-employed periods.  Indicate dates and comment for entire period.  Include part time, temporary or summer work.  You may use additional sheets if necessary.   THIS SECTION MAY DISQUALIFY YOU IF NOT COMPLETED IN FULL.

	Company
	
	Dates Worked
	From:
	
	To:
	

	Job Title
	
	Supervisor
	

	City / State
	
	Phone Number
	

	Job Duties:



	Reason Left
	
	Salary
	

	May we contact this Supervisor for a reference?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	If NO, explain:

	Company
	
	Dates Worked
	From:
	
	To:
	

	Job Title
	
	Supervisor
	

	City / State
	
	Phone Number
	

	Job Duties:



	Reason Left
	
	Salary
	

	May we contact this Supervisor for a reference?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	If NO, explain:

	Company
	
	Dates Worked
	From:
	
	To:
	

	Job Title
	
	Supervisor
	

	City / State
	
	Phone Number
	

	Job Duties:



	Reason Left
	
	Salary
	

	May we contact this Supervisor for a reference?
	YES   FORMCHECKBOX 

	NO   FORMCHECKBOX 

	If NO, explain:

	MILITARY SERVICE

	Military Branch 
	
	From
	
	To
	

	Rank at Discharge
	
	Type of Discharge
	

	If other than Honorable, explain:

	Disclaimer and Signature 

	I hereby certify that the information provided on this employment application is true and complete to the best of my knowledge. I understand that falsified information or omissions may be grounds for disqualification or result in termination from employment if discovered after my employment has begun.

I hereby authorize Professional Hospital Supply, Inc. (hereinafter referred to as PHS) to substantiate and verify my past employment, previous salary history, credentials, and any other information associated with my qualifications.  I understand that I may be subject to, and authorize PHS to conduct any, pre-employment requisites and verifications including, but not limited to: drug-screening, background investigations, medical certifications, and credit or consumer checks. I understand that no statement in this form, related policies, or any offer of employment is to be construed as an employment contract, and that either party, without the other's consent, may terminate the employment relationship at any time for any reason with or without cause or notice. 

If employed, I will be required to provide original documents which verify my identity and right to work in the United States under the Immigration Reform and Control Act (IRCA) of 1986. It is the policy of PHS to provide equal opportunity for all employees and applicants for employment without regard to race, color, religion, sex, sexual orientation, age, marital or domestic partner status, national origin, veteran status, disabled status, or any other basis prohibited by local, state or federal law. Applicants requiring reasonable accommodation in the application and/or interview process should notify a representative of PHS.

	Signature
	
	Date
	


	APPLICANT IDENTIFICATION SURVEY

	As a government contractor, PHS is required to obtain certain information from applicants.  This form is used to provide each applicant an opportunity to furnish such information VOLUNTARILY.  Please complete this information to assist us in complying with equal opportunity/affirmative action record keeping and reporting requirements. Providing this information is voluntary, refusal to provide the information will not result in any adverse treatment. This information form will be kept in a separate, confidential file and will only be used for safety and government reporting purposes.  Qualified applicants are considered for employment, and employees are treated during employment, without regard to race, color, religion, sex, sexual orientation, age, national origin, veteran status, or physical or mental disability.

	LAST  NAME:
	
	MIDDLE:
	
	DATE:
	

	FIRST NAME:
	
	SSN#:
	

	POSITION APPLIED FOR:
	
	SEX:
	     FORMCHECKBOX 
 MALE            FORMCHECKBOX 
 FEMALE

	PLEASE CHECK ONE:

Caucasian 

Native Hawaiian or Other Pacific Islander

(White, not Hispanic or Latino)

(Not Hispanic or Latino)

Black or African American 

American Indian / Alaska Native

(Not Hispanic or Latino)

(Not Hispanic or Latino)

Hispanic or Latino 

Asian

(Not Hispanic or Latino)

Two or More Races

(Not Hispanic or Latino)



	The Rehabilitation Act of 1973 requires all employees be afforded the opportunity to identify themselves as a person with a disability.  A person with a disability, as defined by the Department of Labor, is a person who (1) has a physical or mental impairment which substantially limits one or more of such person’s life activities; (2) has a record of such impairment; or (3) is regarded as having such impairment.

	DO YOU CONSIDER YOURSELF A PERSON WITH A DISABILITY?     
	    FORMCHECKBOX 
 YES            FORMCHECKBOX 
 NO

	If yes, what is the nature of your disability and what accommodations could be made?



	To comply with the Veterans Employment Opportunities Act of 1998 (Public Law 105-339), the following information is requested:

	ARE YOU A VETERAN OF THE ARMED FORCES:
	    FORMCHECKBOX 
 YES            FORMCHECKBOX 
 NO      ( STOP HERE IF NO )

	If yes, please answer the following:

	PLEASE LIST YOUR DISCHARGE DATE:
	MONTH   ____________________     YEAR  ____________________

	ARE YOU CATEGORIZED AS A SPECIAL DISABLED VETERAN:
	    FORMCHECKBOX 
 YES            FORMCHECKBOX 
 NO      

	WAS YOUR DUTY PERFORMED ANYTIME AFTER AUGUST 5, 1964 AND BEFORE MAY 7, 1975?  (VIETNAM ERA VETERAN)
	    FORMCHECKBOX 
 YES            FORMCHECKBOX 
 NO      ( STOP HERE IF YES )

	DID YOU SERVE IN A CAMPAIGN OR ON AN EXPEDITION FOR WHICH A CAMPAIGN BADGE, A SERVICE MEDAL, OR AN EXPEDITIONARY BADGE WAS AWARDED?  (OTHER ELIGIBLE VETERAN)
	    FORMCHECKBOX 
 YES            FORMCHECKBOX 
 NO      


	IF YES, PLEASE LIST THE CAMPAIGN OR EXPEDITION IF KNOWN:
	


We appreciate your interest in a position with our company.  If we have a position currently open that matches your qualifications, we will contact you for an interview.  We retain all applications in an active file for a period of 90 days.  If we have not contacted you in this period of time, please feel free to reapply. All applications are retained for a period of 2 years from date of receipt.

