PHYSICIANS HOSPITAL SYSTEM - APPLICATION FOR EMPLOYMENT

PERSONAL DATA

NAME: DATE:
(LAST) (FIRST) (MIDDLE)
Address:
(Street) (City) (State) (Zip)
Phone :_( ) Cell Current work hours:
Email Address:
Are you 18 years of age or older: NO  Are you legally authorized to work in the United States? = YES NO

If applicable, will you now, or in the future, require sponsorship for employment visa status? YES

EMPLOYMENT SPECIFICATIONS

Position applied for:

Location: Doctors Hospital, Bremen IN  Doctors Behavioral Hospital, Bremen IN

Unity Hospital, Mishawaka IN

Are you willing to work any shift?

Type of employment desired?

Date(s) available for employment?
Ever applied at the Hospital before?

What interests you about this position and working for our organization?

Doctors Hospital, Grand Forks ND

NO Shift Preference:

RiverCrest Hospital, Mishawaka IN

Other

Day Evening

Part time PRN Temporary

Night

If so, approximately when?

Do you know or are you related to anyone employed at the Hospital? (Names/Relationships)

PROFESSIONAL INFORMATION

If required, do you have a valid, current health care License, Registration or certification in the state you are applying?

# Exp. Date: State: Type:
Any other state(s)? YES NO (Ifyes, please name)
If not, have you applied? YES Do you have a Temporary License? YES NO
Has your License ever been denied, surrendered, suspended or revoked? YES NO
If yes, please explain:
Have there been any restrictions placed on your license? YES NO Ifyes, please explain:
EDUCATION
Type of School School Name Location Type of degree Did you
or Diploma Graduate?

Elementary/High
School
University/
Technical or
Vocational School
Graduate School

MEDICAL REIMBURSEMENT
Have you ever been excluded from participation in a federally or state funded medical reimbursement program? YES NO
Have you ever been convicted of a criminal offense relating to the provision of or billing for health care? NO

If the answer to any of the preceding questions is YES, please provide full details.




ADDITIONAL INFORMATION

Are you a Veteran of U.S. Military Service?
Have you ever been convicted of a felony?
Have you ever been convicted of health care fraud or abuse?
Are there any felony charges pending against you?
You will not be denied employment solely because of a conviction record unless the offense is related to the position for which you

YES
YES

YES

NO
NO

YES
NO

NO

have applied or there is a legitimate safety concern due to the nature of our services.

EMPLOYMENT HISTORY

List below all former employers, beginning with the most recent. Include extra sheet for additional employment, if needed.
Please do not use statement "See Resume". However, attach resume if available.

Employer: Position:

Address: City/State: Z1p

From (mo/.yr.) To (mo./yr) Supervisor: Telephone
Starting Salary: Ending Salary: Hours per week: If currently employed, O.K. to check references? Yes No
Reason for Leaving: Resigned (please explain) Discharged (please explain) Indicate if employed under different name:

Employer: Position:

Address: City/State Z1p

From (mo/.yr.) To (mo/.yr) Supervisor: Telephone
Starting Salary: Ending Salary: Hours per week Indicate if employed under different name:

Reason for Leaving: Resigned (please explain) Discharged (please explain)

Employer: Position:

Address: City/State Z1p

From (mo/.yr.) To (mo/.yr) Supervisor: Telephone
Starting Salary: Ending Salary: Hours per week Indicate if employed under different name:

Reason for Leaving:

Resigned (please explain)

Discharged (please explain)

REFERENCES
Name: Relationship: Contact Phone Number:
Name: Relationship: Contact Phone Number:
Name: Relationship: Contact Phone Number:
ACKNOWLEDGMENT

I grant permission to Physicians Hospital System to investigate my prior employment/references and release the organization from any and all liability
resulting from such investigation. I understand that misrepresentation or omission of facts called for herein will be sufficient cause for cancellation of
consideration for employment or dismissal from the organization if I have been employed. I also understand that an offer of employment will be subject
to the results of a criminal history check, a check for exclusion or debarment from any federally or state funded health care program, a check for
convictions for health care fraud and abuse, and an employment health assessment including a drug screen, which by signing below I grant permission to
do such. I hereby certify that I have not been debarred or excluded from participation in Medicare, Medicaid or any other federally or state funded health
care programs and have not been convicted of a health care related criminal offense. I understand that the organization offers no employment contracts or
guarantees of minimum length of employment, and that my employment can be terminated with or without cause, and with or without notice, at any time

at the option of either the organization or myself. I understand my application will remain active for 90 days. W€ are an equ al opportun Ity
employer.

Signature: Date:




