Allied Physicians of Michiana, LLC

Employment Application

Allied Physicians of Michiana, LLC is an equal opportunity employer and does not discriminate against otherwise qualified applicants on the basis of race, color, creed, religion, ancestry, age, sex, marital status, national origin, disability or handicap, or veteran status.  

Date:  ___/___/___

PERSONAL INFORMATION:

Name:  _____________________       _________        _________________________

                             First                            Middle.                             Last

Address:  ______________________________________________________________

Home Phone# _______________________  Cell Phone# ________________________

Position Desired: ___________________________ Salary Desired: _______________

Date Available:  ___/___/___   Social Security #  ______________________________

___ Full Time     ___ Part Time     ___ Less than 20 hours per week

If hired, can you furnish proof you are eligible to work in the U.S.?  ___Yes  ___ No

EDUCATION:

High School:  Number of years completed (Circle)   1   2   3   4

Diploma:  ___ Yes  ___ No       G.E.D.:  ___ Yes  ___ No

School Attended: __________________________ City/State: ___________________  

College/Vocational School: Number of years completed (Circle)   1   2   3   4

School Attended: __________________________  City/State: __________________

Major: ______________________   Minor:  ________________________

Degree Earned: ________________________________________________________

Other Training or Degrees:

School Attended:  _________________________   City/State: __________________

Degree Earned: ________________________________________________________

SKILLS:

What skills or additional training do you have that are related to the job for which you are applying?

_____________________________________________________________________ _____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ _____________________________________________________________________

What machines or equipment can you operate that are related to the job for which you are applying?

_____________________________________________________________________

_____________________________________________________________________

RECORD OF CONVICTION:

During the last seven years, have you ever been convicted of a crime other than minor traffic offense?  ___  Yes   ___  No

If yes, explain: ________________________________________________________

____________________________________________________________________

(A conviction will not necessarily automatically disqualify you for employment.  Rather, such factors as age and date of conviction, seriousness and nature of the crime, and rehabilitation will be considered.)
OTHER INFORMATION:

Are you now or do you expect to be engaged in any other business or employment? 

___   Yes   ___  No     Describe:______________________________________________

Have you ever worked here before?:   ___  Yes   ___   No

How many days of work have you missed during the past year? (Exclude absences due to a disability or those covered by Family Medical Leave.)

Have you ever been fired from a job?:   ___   Yes   ___   No

Are you now or have you ever been excluded or otherwise sanctioned by a Federal health benefits program, including but not limited to the Medicare or Medicaid program?  

Have you ever been known by any other name(s) and if so, please list and include any middle names or middle initials:____________________________________________.

MILITARY:

Have you ever been in the armed forces?:   ___   Yes   ___   No

Are you a member of the National Guard?:   ___   Yes   ___   No

Specialty:  ______________________     Date Entered:_________   Discharge Date: _________

DRIVING POSITIONS:

Do you have a valid Driver’s License?   ___  Yes   ___   No

Driver’s License # _____________________ State of issue ______  Expiration Date: _________

                               ____ Operator   ____ Commercial (CDL)   ____ Chauffeur

Have you had you driver’s license suspended or revoked in the past three Years? ___ Yes___ No

If “Yes” give details: ________________________________________________

Have you had any accidents during the past three years?    How many? ______

Have you had any moving violations during the past three years?  How many? _____
WORK:  (Present to Last) *Please list your work experience for the past seven years.  Please attach additional sheets if necessary.  


   Employer:____________________________________________________________
   Address:  ____________________________________________________________

   Phone # _____________________ Name of Supervisor: ______________________

   Title held:  _______________________
  

   Employment Dates:  From __________        To  ___________

   Pay :                           Start  $________/___   Final  $__________/___


   Jobs you held:     

  Reason for Leaving (be specific):  




   Employer:____________________________________________________________
   Address:  ____________________________________________________________

   Phone # _____________________ Name of Supervisor: ______________________

   Title held:  _______________________
  

   Employment Dates:  From __________        To  ___________

   Pay :                           Start  $________/___   Final  $__________/___


   Jobs you held: 

  Reason for Leaving (be specific):  





   Employer:____________________________________________________________
   Address:  ____________________________________________________________

   Phone # _____________________ Name of Supervisor: ______________________

   Title held:  _______________________
  

   Employment Dates:  From __________        To  ___________

   Pay :                           Start  $________/___   Final  $__________/___


   Jobs you held:     

  Reason for Leaving (be specific):  


May we contact your Present employer?   ___   Yes   ___   No

  REFERENCES:

     Please list two references other than relatives or previous employers.

Name: _____________________________  Name: _____________________________

Position:___________________________   Position: ___________________________

Company: _________________________   Company: __________________________

Telephone# (      )____-_______________   Telephone# (      )____-________________

Agreement        (Please Read Carefully Before Signing)

I certify that all the information on this application is accurate and complete to the best of my knowledge and understand that misleading or false statements will constitute sufficient cause for refusal of hire or termination of my employment.

I understand that neither the acceptance of this application nor the subsequent entry into any type of employment relationship with Allied Physicians of Michiana, LLC creates an actual or implied contract of employment.  I understand that, if I accept employment with Allied Physicians of Michiana, LLC it will be on an at-will basis unless you have a written employment contract signed by an officer of Allied Physicians of Michiana, LLC that states otherwise. This means that either Allied Physicians of Michiana, LLC or I have the right to terminate the employment relationship at any time, for any reason, with or without cause.  Any oral representation to you of a specific term of employment by any supervisor and/or manager will not supersede your at-will employment status.  

I authorize Allied Physicians of Michiana, LLC to investigate information concerning my education, employment experiences and all other aspects of my background relevant to my proposed employment.  I release Allied Physicians of Michiana, LLC and its employees from all liability arising from such investigation. By signing this application I authorize Allied Physicians of Michiana, LLC to do a complete background check on me commensurate with my employment application.  This will include, but not be limited to, a verification procedure to confirm if I have been excluded from a Federal health benefits program, including but not limited to the Medicare or Medicaid program.  I also authorize, whether listed or not, any person, school, current employer, past employers and organizations to provide relevant information and opinions that may be useful in making a hiring decision.  I release such persons and organizations from any legal liability in making such statements.  

I understand that if I am extended an offer of employment it may be conditioned upon my successfully passing a complete pre-employment physical examination and drug screen.  I consent to the release of any or all medical information as may be deemed necessary to judge my capability to do the work for which I am applying.  

I understand that Allied Physicians of Michiana, LLC will provide the Social Security Administration (SSA) and if necessary, the Department of Homeland Security (DHS), with information from each new employee’s Form I-9 to confirm work authorization.  Federal law requires all employers to verify the identity and employment eligibility of all persons hired to work in the United States.

I have read, understand, and by signature consent to these statements.

Signature:  ______________________________________  Date:  __________________

