SHERIDAN MEMORIAL HOSPITAL ASSOCIATION

APPLICATION FOR EMPLOYMENT

An Equal Opportunity Employer
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440 West Laurel Avenue
Plentywood, MT  59254

Phone: (406) 765-3700     Fax: (406) 765-3800
www.sheridanmemorial.net

Please use ink, print, or type and place your signature at the end of the application.  Answer all questions completely. 
Position(s) Applied for:     
PERSONAL INFORMATION

	Last Name
     
	First Name 
     
	Middle Initial
     
	Date
     

	Other names by which you may have gone by (for date & reference checking purposes)
     
	Home Phone
     
	Business/Message Phone
     

	Street Address:      
	City:      
	State:      
	Zip:      

	What status of employment are you seeking?
Full  FORMCHECKBOX 
  Part  FORMCHECKBOX 
  Casual  FORMCHECKBOX 
  Temporary  FORMCHECKBOX 
  Per Diem  FORMCHECKBOX 

	Check shifts you are willing to work:  Days  FORMCHECKBOX 
     Evening  FORMCHECKBOX 
 

        Nights  FORMCHECKBOX 
  Weekends  FORMCHECKBOX 

	Are you willing to work overtime?
                   Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

	Have you been tested for TB in the last year?
Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 

                   If yes, date last tested:      

	Have you previously applied for employment with Sheridan Memorial?   FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
Dates:      
Position(s):      
	Are you eligible for employment in the United States? 
                Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 

	When are you available to work?
     
	Expected Salary:
     

	Have you ever been convicted of a felony?                          Date of Conviction:                                                                                Nature of offense:
Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
                                                                                                                                                                             



EDUCATIONAL AND PROFESSIONAL TRAINING
	Name and Location of School
	Course of Study
	# of Years Completed
	Did you graduate?
	Degree or Diploma

	Graduate
	     
	     
	     
	     
	     
	     

	College or University
	     
	     
	     
	     
	     
	     

	Technical, Business or Other
	     
	     
	     
	     
	     
	     

	High School
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Typing (Speed/Accuracy)                 FORMCHECKBOX 
 Multi-Line Phones            FORMCHECKBOX 
 Word            FORMCHECKBOX 
 AS-400
 FORMCHECKBOX 
 10-key/Adding Machine (Speed)                  FORMCHECKBOX 
 Medical Terminology            FORMCHECKBOX 
 Excel

         

	Indicate other training and/or skills which are applicable to the position you desire:      


PROFESSIONAL LICENSURE/CERTIFICATION

	License/Certification/Registry                                                                                                                                                                                                    Expiration Date

	1.                                                                                                                                                                 
	     

	2.                                                                                                                                                                 
	     

	3.                                                                                                                                                                 
	     

	4.                                                                                                                                                                 
	     

	CPR Certified?   FORMCHECKBOX 
 Current   Date:                 FORMCHECKBOX 
 Expired    Date:                 FORMCHECKBOX 
 Never Certified


EMPLOYMENT HISTORY 
Answer all questions for each employer listed.
Beginning with your current or most current job, list all paid or unpaid work experience during the last five years (or longer if pertinent to the position applied for) including military experience.  

Explain any gaps in your work experience that exceeds six months.  If more space is needed, additional sheets may be attached.  If you worked under a different name, please indicate that name. 
	Company Name:      
	Phone: (     )      -        Fax: (     )      -     

	Address:      
	Hourly Rate/Salary:    Starting Wage                 Ending Wage      

	Name of Supervisor:     
	Dates of Employment:  From       To       

	Job Title:     
	May we contact this employer for a work reference?      FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No

	Duties:     
	If we cannot contact employer, please explain:      

	Reason for Leaving:     


	Company Name:      
	Phone: (     )      -        Fax: (     )      -     

	Address:      
	Hourly Rate/Salary:    Starting Wage                 Ending Wage      

	Name of Supervisor:     
	Dates of Employment:  From       To      

	Job Title:     
	May we contact this employer for a work reference?      FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No

	Duties:     
	If we cannot contact employer, please explain:      

	Reason for Leaving:     
	


	Company Name:      
	Phone: (     )      -        Fax: (     )      -     

	Address:      
	Hourly Rate/Salary:    Starting Wage                 Ending Wage      

	Name of Supervisor:     
	Dates of Employment:  From       To      

	Job Title:     
	May we contact this employer for a work reference?      FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No

	Duties:     
	If we cannot contact employer, please explain:      

	Reason for Leaving:     


PROFESSIONAL REFERENCES (please list references other than relatives or previous employers)

	1. Name of Reference:      
    Company/Occupation:      
    Address:      
	Working Relationship:      
Current Phone:      

	2. Name of Reference:      
    Company/Occupation:       

    Address:      
	Working Relationship:      
Current Phone:      

	3. Name of Reference:      
    Company/Occupation:      
    Address:      
	Working Relationship:      
Current Phone:      


In order to apply for the position(s) in which you are interested, you are not required to disclose information about physical or mental limitations you believe will not interfere with your capability of performing the essential functions of the position(s).  If you are given an offer of employment, you will be required to submit to pre-placement screenings prior to employment with Sheridan Memorial Hospital Association.  In addition, if you would like Sheridan Memorial Hospital Association to consider special arrangements to accommodate a physical or mental limitation, you may contact the Sheridan Memorial Hospital Association Human Resources Department and suggest the kind of accommodation you believe would be appropriate. 

All information provided by me on this application is complete and accurate.  I understand any false answers or statements made by me on this application or on any supplemental thereto, or any omission of any requested information, may be grounds for immediate discharge.  I understand this is an application for employment only and does not imply or create an employment contract and if I am employed, such employment is for an indefinite period of time and Sheridan Memorial Hospital Association reserves the right to terminate my employment at any time for any reason or no reason at all.  I grant permission for Sheridan Memorial Hospital Association to investigate and solicit information related to my personal information, professional licensure/certification, education and training, criminal background information, references and employment history, and I hereby release Sheridan Memorial Hospital Association and all parties from any and all liability and claims for damages that may result therefrom. 

     







Date:      
Applicant Signature








Typed Signatures Are Accepted


SHERIDAN MEMORIAL HOSPITAL ASSOCIATION

PRE-EMPLOYMENT BACKGROUND QUESTIONNAIRE
Please complete the following questions and sign the declaration.  Any falsification or deliberate misrepresentation, including omission of a material fact, or failure to complete any part of your application or this questionnaire, can be grounds for denial of employment or continued employment with Sheridan Memorial Hospital Association.  A background check is completed as a part of the assessment process in assuring that staff employed at Sheridan Memorial Hospital Association are of good moral character; and, that they do not pose any risk or threat to the safety or welfare of any resident/patient placed in the facility.

This information will only be used to facilitate retrieval of background information and not used for employment decisions.  This questionnaire is separate form your application.  

ALL REQUIRED DOCUMENTATION REQUESTED BELOW MUST ACCOMPANY THIS QUESTIONNAIRE.  ALL QUESTIONS MUST BE ANSWERED.  IF ADDITIONAL SPACE IS NEEDED, ATTACH A SEPARATE PIECE OF PAPER.  

PLEASE PRINT LEGIBLY
	Last Name:                                                                              First Name:                                                               Middle Initial:     

	Current Address:                                                                                                                                                                                                                         
	Sex:  FORMCHECKBOX 
 Male         FORMCHECKBOX 
Female

	*Date of Birth:                                                                                                               
	Social Security Number:                                             
	Phone #:      


SECTION I – PERSONAL INFORMATION

YES
NO

 FORMCHECKBOX 

 FORMCHECKBOX 
     1. Are you eligible for lawful employment in the United States?


             Proof of citizenship or legal right to work and identity will be required after hire.

 FORMCHECKBOX 

 FORMCHECKBOX 
     2. If you are applying for a position that requires driving, do you have a valid driver’s license?
 FORMCHECKBOX 

 FORMCHECKBOX 
     3. Please list all former names (a) you have used when working for another employer or (b) by which you are know to references.  (If more than three, list on separate sheet.)

   
                  

                  

                  
SECTION II – PROFESSIONAL FITNESS

If you answer “yes” to questions 1 through 4, give a complete explanation on a separate sheet of paper, including duties, circumstances, and any supporting documentation.

YES
NO

 FORMCHECKBOX 

 FORMCHECKBOX 
     1. Have you ever been dismissed, discharged (excluding lay-off), or fired from any employment?

 FORMCHECKBOX 

 FORMCHECKBOX 
     2. Have you ever resigned from or otherwise left any employment while allegations of misconduct on your part were pending or under investigation?

 FORMCHECKBOX 

 FORMCHECKBOX 
     3. Have you ever been disciplined by a past or present employer for misconduct?

 FORMCHECKBOX 

 FORMCHECKBOX 
     4. Are you currently the subject of any investigation or injury by an employer because of allegations of misconduct or harassment on your part?

SECTION III – FITNESS

YES
NO

 FORMCHECKBOX 

 FORMCHECKBOX 
     1. Are you able to perform the essential functions of the position for which you are applying with or without reasonable accommodation?

 FORMCHECKBOX 

 FORMCHECKBOX 
     2. Do you currently use illegal drugs?

 FORMCHECKBOX 

 FORMCHECKBOX 
     3. Have you used illegal drugs in the last year?  If your answer is “yes,” please explain on a separate sheet of paper

SECTION IV – CRIMINAL HISTORY
YES
NO

 FORMCHECKBOX 

 FORMCHECKBOX 
     1. Have you ever been convicted of any crime?  (Note: For the purpose of this question, “convicted” includes (1) all instances in which a plea of guilty or nolo contedere is the basis of a      

          conviction and (2) all proceedings in which a sentence has been suspended or deferred.)  You need not list traffic violations for which a fine or forfeiture of less than $150 was imposed. 

 FORMCHECKBOX 

 FORMCHECKBOX 
     2. a. Do you currently have any outstanding criminal charges or warrants of arrest pending against you in Montana?


             b. Do you currently have any outstanding criminal charges or warrants of arrest pending against you in any other state, province, territory, and/or country?


         If you answered “yes” to question 1 or 2 (of Section IV), please provide the following:

a. A detailed statement including what occurred, the nature of the offense, charge or warrant;

b. The name, address, and phone number of the arresting agency;

c. The date of the arrest.

 FORMCHECKBOX 

 FORMCHECKBOX 
     3. Are you presently under investigation in any jurisdiction for possible criminal charges?  If you answer is “yes,” identify the agency and location (street address, city, state).


         A “yes” answer to question 1 through 3 above will not necessarily disqualify an applicant.

My signature below authorizes Sheridan Memorial Hospital Association to conduct a background investigation and authorizes the release of information in connection with my application for employment.  This investigation may include such information as criminal or civil convictions, driving records, previous employers and educational institutions, personal references, and other appropriate sources.  I waive my right to access to such information, and without limitation, hereby release Sheridan Memorial Hospital Association and the reference sources from any liability in connection with its release or use. 

     







Date:      
Signature












Typed Signatures are accepted 
	*The Age Discrimination in Employment Act of 1967 prohibits discrimination on the basis of age with respect to individuals who are at least 40 years of age, or by other means.  The term “employment applications,” refers to all written inquiries about employment or application s for employment or promotion including, but not limited to, resumes or other summaries of the applicant’s background.  

It relates not only to written pre-employment inquiries, but to inquiries by employees concerning terms, conditions of employment as specified in section 4 of the Act. 


PLEASE USE THIS PAGE FOR ANY ADDITIONAL INFORMATION REQUESTED
SECTION I ADDITIONAL INFORMATION

     
SECTION II ADDITIONAL INFORMATION

     
SECTION IV ADDITIONAL INFORMATION

     
AUTHORIZATION FOR RELEASE OF PERSONNEL INFORMATION

It is the policy of Sheridan Memorial to complete a reference/background check on all newly hired employees.  Sheridan Memorial Hospital may, at times, conduct such reference/background checks after the completion of an interview.

By signing below I authorize investigation of all statements contained in my application to Sheridan Memorial or any of its affiliates.  I agree that all former employers or any other persons may furnish Sheridan Memorial with all information regarding their record of my services, character and reason for leaving.  I hereby release such former employers and person from all liability on account of providing such information.

A photocopy of this authorization may be treated in the same manner as the original.

Please list all previous names used, if any:

1.      
2.      
3.      
4.      
5.      

Social Security Number:      
     







Date:      
Signature












Typed Signatures are accepted 

Sheridan Memorial Hospital Association
Equal Employment Opportunity Form
Thank you for your interest in employment with Sheridan Memorial Hospital Association.  We are required to obtain information that enables us to assess whether our recruitment and selection procedures encourage diversity and ensure equal opportunity for all applicants. 

The information you provide is kept separate from your application and used solely for statistical and administrative purposes only.  If you choose to complete the form, the information will not affect your being considered for employment opportunities for which you are qualified.

Last Name:      
First Name:      
Middle Initial:      
Position Applied For:      
Gender:   FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female

Date of Birth:      /     /     
Are you a US Citizen or Permanent Resident?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Ethnicity (check one)  


 FORMCHECKBOX 

Hispanic or Latino

A person of Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish culture or origin, regardless of race.

 FORMCHECKBOX 

Not Hispanic or Latino

Race (check all that apply)   

 FORMCHECKBOX 

American Indian or Alaska Native-(Not Hispanic or Latino).

A person having origins in any of the original peoples of North and South America (including Central America), and who maintains tribal affiliation or community attachment.

 FORMCHECKBOX 

Asian-(Not Hispanic or Latino).

A person having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.

 FORMCHECKBOX 

Black or African American-(Not Hispanic or Latino)
A person having origins in any of the Black racial groups of Africa.

 FORMCHECKBOX 

Native Hawaiian or Other Pacific Islander-(Not Hispanic or Latino).

A person having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.

 FORMCHECKBOX 

White-(Not Hispanic or Latino)

A person having origins in any of the original peoples of Europe, the Middle East, or North Africa.
 FORMCHECKBOX 

I prefer not to answer







After filling out form completely save and submit as an attachment, through email, to: � HYPERLINK "mailto:tmcclymont@sheridanmemorial.net" ��tmcclymont@sheridanmemorial.net�, 


Be sure to put “Job Application” in the Subject Line


OR print and mail to the address found on the left. 











