SCOTT COUNTY HOSPITAL

310 EAST THIRD ST.
SCOTT CITY, KS 67871

pamw@scotthospital.net

APPLICATION FOR EMPLOYMENT

We consider applicants for all positions without regard to race, color, religion, creed, gender, national origin

(PLEASE PRINT)

Position(s) Applied For Date of Application

How Did You Learn About Us?
O Advertisement O Friend O walk-In
O Employment Agency O Relative O Other
Last Name First Name Middle Name

Address Number Street City State Zip Code

Telephone Number (s) Social Security Number

If you are under 18 years of age, can you provide required proof of your

eligibility to work? O Yes O No

Have you ever filed an application with us before?  If Yes, give date O VYes O No

Have you ever been employed with us before? O Yes O No
If Yes, give date

Are you currently employed? O Yes O No

May we contact your present employer? O Yes O No

Are you prevented from lawfully becoming employed in this country
because of Visa or immigration Status? O Yes O No
Proof of citizenship or immigration status will be required upon employment.

On what date would you be available for work?

Avre you available to work: O Full Time O Part Time O PRN O Temporary

Are you currently on “lay-off” status and subject to recall? O Yes O No
Can you travel if a job requires it? O Yes O No
Have you ever been convicted of a felony? O Yes O No

Conviction will not necessarily disqualify an applicant from employment.
If Yes, please explain

APPLICATIONS WILL REMAIN ACTIVE FOR 30 DAYS.
WE ARE AN EQUAL OPPORTUNITY EMPLOYER



EMPLOYMENT EXPERIENCE

Start with your present or last job. Include any job-related military service assignments and volunteer activities. You may exclude
organizations which indicate race, color, religion, gender, national origin, disabilities, or other protected status.

1. Employer Dates Employed Work Performed
From To
Address
Telephone Number(s) Hourly Rate/Salary
Starting Final
Job Title Supervisor

Reason for Leaving

2. Employer Dates Employed Work Performed
From To
Address
Telephone Number (5) Hourly Rate/Salary

Starting Final

Job Title Supervisor

Reason for Leaving

3. Employer Dates Employed Work Performed
From To
Address
Telephone Number (s) Hourly Rate/Salary
Starting Final
Job Title Supervisor

Reason for Leaving

4. Employer Dates Employed Work Performed
From To
Address
Telephone Number (s) Hourly Rate/Salary
Starting Final
Job Title Supervisor

Reason for Leaving

List professional, trade, business or civic activities and offices held.

If you need additional space, please continue on a separate sheet of paper.
You may exclude membership which would reveal gender, race, religion, national origin, age, ancestry, disability or other protected status:




EDUCATION

School

Name & Address of

Course of Study

Years

Diploma/D

Elementary School

High School

Undergraduate
College

Graduate Professional

Other (Specify)

Describe any specialized training, apprenticeship, skills and extracurricular activities.

List any current certifications or licensures you hold that pertain to the position you are seeking:

WORK REFERENCES -
List three (3) WORK references. Please list people who served as your direct supervisor. Do NOT list personal
friends or relatives. The people you list should be notified by you that you have listed them as a reference. We call
each reference listed to inquire about your work performance including attendance. Please make sure phone

numbers are current.

List Three (3) WORK References:

Applications without work references will not be considered.

Supervisor’s Name (Please Print) Title

Company Name & Address

Phone #




RELEASE AUTHORIZATION
APPLICANT COMPLETE THE FOLLOWING

1. In connection with my application for employment, | understand that an investigative report may be requested
that will include information as to my character, work habits, wages, work performance, and experience, along
with reasons for termination of past employment. | understand that as directed by company policy and consistent
with the job described, you may be requesting information from public and private sources about my: workers’
compensation injuries, driving record, court record, education, credentials, and references.

If company policy requires, | am willing to submit to drug testing to detect the use of illegal drugs prior to and
during employment.

2. Medical and worker’s compensation information will only be requested in compliance with the Federal
Americans with Disabilities Act (ADA) and/or any other applicable state laws.

3. I acknowledge that telephonic facsimile (FAX) or photographic copy shall be as valid as the original. This
release is valid for most federal, state and county agencies.

4. | hereby authorize, without reservation, any law enforcement agency, institution, information service bureau,
school, employer, reference or insurance company contacted by Scott County Hospital or its agent, to furnish the
information described in Section 1.

The following information is required by law enforcement agencies and other entities for positive
identification purposes when checking public records. It is confidential and will not be used for any other
purposes. | hereby release the employer and agents and all persons, agencies, and entities providing
information or reports about me from any and all liability arising out of the requests for or release of any of
the above mentioned information or reports.

Please print your full name LAST FIRST MIDDLE

Please print other names you have used

Home Address

City State Zip Code

Social Security Number

Drivers License Number State Issuing License

Name as it appears on license

I understand that employment at this company is “at will,” which means that either I or this company can
terminate the employment relationship at any time, with or without prior notice, and with or without reason.

Signature Today’s Date



