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APPLICATION FOR EMPLOYMENT 

 Please fill in all spaces. Enter N/A if item does not apply to you.
Position Desired 







Today’s Date
	     

	     /     /     


NAME












	Last:

                 
	First: 
               
	Full Middle:
                          


ADDRESS

	Street:

                  
	City:
               
	State:
              
	Zip Code:

                     

	County:
                    
	 How did you hear of the position:  FORMCHECKBOX 
Website  FORMCHECKBOX 
Facebook  FORMCHECKBOX 
Newspaper  FORMCHECKBOX 
Internet

 FORMCHECKBOX 
Other (specify)                    


Training for this Position (Former education shown on other side of form)
	     



Other Specified Training or Experience (Not necessarily for this job)

	     



Professional License No.


Type




State

	     

	     
	     


Current Employer



Reason for Desiring Change
	     

	     


Why do you choose Hospital Work?

	     



What prompted you to apply here for employment?        Are you related to anyone in our employ? Who and How?
	     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO
     


Have you applied here before? If so, when?

     Have you worked here before? If so, when?
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO

     


Hobbies or Memberships 

	     



In Case of Emergency

	Name: 

                 
	Relationship:
                              

	Address:

                     
	Telephone:
                    (     )     -     
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APPLICATION FOR EMPLOYMENT 

 Please fill in all spaces. Enter N/A if item does not apply to you.
EDUCATION

	Name & Location of Schools or Colleges
	Major Subject(s)
	Did you Graduate?
	Date of Graduation (College/Vocational Only)
	Type of Degree/Certificate

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     


FORMER EMPLOYERS AND EXPERIENCE 

	Name & Address
	Nature of Experience (Position)
	Period

From    (Mo/Yr)    To
	Cash Salary
	Other Compensation

	     

	     
	                        
	     
	     

	     

	     
	                        
	     
	     

	     

	     
	                        
	     
	     


	     

	     
	                        
	     
	     


PROFESSIONAL REFERENCES (No Relatives or Friends)

	Name
	Address
	Phone
	Relationship

	     

	     
	(     )     -     
	     

	     

	     
	(     )     -     
	     

	     

	     
	(     )     -     
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APPLICATION FOR EMPLOYMENT 

 Please fill in all spaces. Enter N/A if item does not apply to you.
EMPLOYMENT UNDERSTANDING (Please Read and Sign)

This institution does not discriminate in hiring or any other decision on the basis of race, color, sex, citizenship, national origin, ancestry, veteran status, or on the basis of age, physical or mental disability unrelated to ability to perform the work required.  No question on this application is intended to secure information to be used for such discrimination.

I voluntarily give this institution the right to make a thorough investigation of my past employment and activities, including KBI background check.  I agree to cooperate in such investigation and release from all liability or responsibility all persons, companies or corporations supplying such information.  I consent to take the physical places as the institution shall designate.  I understand that an offer of employment may be contingent on passing the background check, testing and physical examination which relates to the essential duties I would be required to perform.

I understand that my employment is at will, and that either party is free to terminate the employment relationship at any time without cause.  I also understand that my employment may be terminated for any misstatement or omission of fact appearing on the application form.

If employed, I will be required to complete an Employment Verification Form (I-9), and within three days show satisfactory evidence of identity and eligibility for employment.

  X 
     

e-Signature
Phone (Indicate which one to use First)




Email (optional)
	Home:

 FORMCHECKBOX 
           (     )     -     
	Cell:
 FORMCHECKBOX 
       (     )     -     
	     


Please bring in or mail to:

Ellinwood District Hospital

605 N Main St

Ellinwood, KS 67526

Attn: HR
Fax to:

 Attn HR (620) 564-3033
Email to: 

hr@gpoe.org
Fill out online at: 

www.ellinwooddistricthospital.org
