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Application for Employment
Classification_____________  Specialty ______________Date of Application __________________

Name _____________________________                      ____________________________________

            Last        First         Middle Initial                                                Email Address

Address____________________________________________________________________________

               Number          Street                      City                             State                               Zip code

Home Telephone (    ) _________________          Pager/Cell Phone (    ) _______________________
Social Security Number________________         Driver’s License No:____________State:_________
Average days available for work:_________         Preferred Shift(s): ___________________________

Su[ ]  M[ ]  Tu [ ]  W[ ]   Th[ ]   F[ ]  Sa[ ]            [ ] 7am-3pm         [ ] 3pm-11pm       [ ] 11pm-7am
                                                                               [ ] 7am-7pm         [ ] 7pm-7am

Will work with AIDS patients?   yes/no               Will work with Hepatitis patients?           yes/no

Are you presently employed?     Yes/no                May we contact your employer?            yes/no

Have you ever been injured on the job?    yes/no

If yes, give date and explain: ___________________________________________________________

Have you ever filed a worker’s compensation case?   yes/no

If yes, give date and explain: ___________________________________________________________

Do you have a physical condition which might limit your ability to perform or will prevent you from fulfilling the duties of the job for which you are applying?       yes/no

If yes, please explain:_________________________________________________________________  

Are you a US citizen?       yes/no                Are you a resident?  yes/no     Card #: _________________

Upon submittal of this application you must provide with proof of your ability to be legally employed in the USA.
If referred, name of the referring person __________________________________________________

Best time to contact__________________________________                       Initial _______________
EDUCATION

	
	NAME/ADDRESS
	YEAR GRADUATED
	DEGREE

	HIGH SCHOOL
	_______________________________
	​​​_______
	_____________

	COLLEGE
	_______________________________
	_______
	_____________

	SPECIALIZED TRAINING
	_______________________________
	_______
	_____________


EMPLOYMENT EXPERIENCE

Start with your present job or last job 

	NAME/ADDRESS OF EMPLOYER
	POSITION
	SALARY
	DATES EMPLOYED

	1.__________________________________
	_______________
	_________
	_________________

	2.__________________________________
	_______________
	_________
	_________________

	3.__________________________________

4.__________________________________       

5.__________________________________
	_______________

_______________

_______________    


	_________

_________

_________
	_________________
_________________

_________________




I certify that answers given herein are true and complete to the best of my knowledge. I authorize investigation of all statement contained in this application. I understand and agree my false statement or misrepresentation in this application will result for refusal to hire, or immediate dismissal of my services.
___________________________

Applicant Signature

	Type of License
	License #
	Expiration Date
	Comments

	
	
	
	

	
	
	
	

	
	
	
	


PROFESSIONAL CERTIFICATIONS

	Certification
	(
	Expiration Date
	Comments
	Certification
	(
	Expiration Date
	Comments

	Fire Card
	[    ]
	
	
	CRRN
	[    ]
	
	

	ACLS
	[    ]
	
	
	IV CBRT
	[    ]
	
	

	BCLS/CPR
	[    ]
	
	
	MAB
	[    ]
	
	

	CCRN
	[    ]
	
	
	NALS
	[    ]
	
	

	CBN
	[    ]
	
	
	OCN
	[    ]
	
	

	CHEMO
	[    ]
	
	
	PALS
	[    ]
	
	

	CNOR
	[    ]
	
	
	
	
	
	


Related courses/certifications (i.e. chemotherapy, EKG, Balloon pump, etc,) Please attach certifications.
EDUCATION AND TRAINING
	Degree

(

	[    ] Associate

	     [    ] BSN 

	     [    ]  MSN

	     [    ] Other 

             List Below

	

	

	


	Education
	Name and Location of School
	# of Years
	Year Graduated

	Basic

Nursing
	
	
	

	
	
	
	

	Graduating Nursing

Education
	
	
	

	
	
	
	

	Certificate Program/Other
	
	
	

	
	
	
	

	Special 

Training Skills
	
	
	

	
	
	
	


I certify that answers given herein are true and complete to the best of my knowledge. I authorize investigation of all statement contained in this application. I understand and agree my false statement or misrepresentation in this application will result for refusal to hire, or immediate dismissal of my services.

___________________________

Applicant Signature
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License/Certification Verification
Name: __________________________________________Discipline__________________________

License or Certification Number: _____________________

Expiration Date: ___________________Issue Date: ___________________State: ________________

Social Security Number: ______________________
The above employee hereby authorize the State Board or Organization of Certification as appropriate to release all pertinent information regarding the above state license or certification of Active Staffing Resource.

______________________________



____________________________

Employee Signature







Date


  DO NOT WRITE BELOW- FOR OFFICE USE ONLY

Is the above information correct?

[    ] Yes   [    ] No


If Yes, please comment:________________________________

Is the above license/certification in good standing?

[    ] Yes   [    ] No


If Yes, please comment:________________________________

Is the above stated license/certification ever been investigated or suspended?

[    ] Yes   [    ] No


If Yes, please comment:________________________________

________________________________        ____________________
______________________

  Name of Person Verifying above Information

Position



Signature

PERSONAL REFERENCES

Please give three references that are not related to you.

	Name


	Relationship
	Telephone Number

	Address



	Name


	Relationship
	Telephone Number

	Address



	Name


	Relationship
	Telephone Number

	Address




In case of emergency, notify:

Name: _____________________________________ Relationship_____________________________

Telephone Number___________________________ Other Telephone Number___________________

Comment:__________________________________  Initial:__________________________________
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17215 Studebaker Road, Suite 395

Cerritos, CA 90703

Tel. no. (562) 865 5110, (562) 865 4452, (562) 865 4448

 Fax no. (562) 865 4448
………………………………………………………………………………

REFERENCE CHECK
Name of Applicant: __________________________ Social Security No_______________________ 

Hospital Name: _____________________________________ Tel no: ________________________

Address: _________________________________________________________________________

Contract Person: __________________________  Employment Date: ________________________
Position of Contact Person: _____________________ RN Specialty:  ________________________

Would you rehire? [ ] Yes [ ] No     If No, why not? _______________________________________

PLEASE CHECK THE APPROPRIATE RATING      
	PERFORMANCE
	ABOVE AVERAGE
	AVERAGE
	BELOW AVERAGE

	Quality of Work
	
	
	

	Dependability
	
	
	

	Cooperation
	
	
	


Completed By: ________________________________          Date:  __________________________
Position: _____________________________________

Remarks: ________________________________________________________________________

                ________________________________________________________________________

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Employee Authorization

I have applied for employment with Active Staffing Resource, Inc. and authorize them to collect any information concerning my qualifications and past performances.  Further, I hereby release the company or person completing this form from any and all liability in providing the requested information. 
___________________________                                                         ________________________      

Applicant Signature                                                                                                  Date
