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SUNSHINE VALLEY HOME HEALTH SERVICES

APPLICATION FOR EMPLOYMENT

PERSONAL INFORMATION

________________________________________________________________________
Last Name                                     First Name                              Today’s Date

________________________________________________________________________
Street Address                               City                                         Postal Code

 (        )                                                          (         )                                                            .
Telephone No:                                               Cell No:

E-mail Address:___________________________________

TYPE OF EMPLOYMENT SOUGHT

(ediA eraC.treC) rekrow troppus emoH  ‮         noinapmoC  ‮        rekamemoH  ‮

NR  ‮                    NPL  ‮

Other____________________________________

Indicate: Certified Care Aide Y N   ‮ Y ediA tsriF    ‮ N ‮ Y (leveL) RPC     ‮ N  ‮ ‮

Other Certificates (specify)_________________________________________________

Availability_____________________________________________________________

Are you currently employed ?Y ____________________ ?sruoh tahw dna erehw ‮  N ‮

Date of Availability (if hired)_______________________________________________

Do you have a valid drivers license Y N   ‮ Y  ecnarusnI elcihev dilaV  ‮ N  ‮ ‮
If hired copies required
A criminal check within the past three months is required before being hired

HEALTH

Do you have any medical conditions that may affect your ability to perform the duties of
the position for which you have applied?     Y N   ‮ ‮

Are you willing and able to supply a medical certificate indicating that you are in good
health and free of any infectious or communicable diseases?   Y N  ‮ ‮
(if no please specify)______________________________________________________
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EDUCATION (Please indicate highest level of formal education, any training in home
healthcare and any volunteer experience.

________________________________________________________________________

________________________________________________________________________

Please comment specifically on your experience caring for individuals with
Alzheimer’s or other forms of dementia

________________________________________________________________________

Post operative/rehab_______________________________________________________

Seniors__________________________________________________________________

Children_________________________________________________________________

Wound care______________________________________________________________

Brain Injuries____________________________________________________________

WORK HISTORY
Beginning with the most recent please provide the following information:

________________________________________________________________________
Employer                                                    Your Position

________________________________________________________________________
Address                                                         Telephone No

________________________________________________________________________
Contact Name                                               Employed  from          to

________________________________________________________________________
Your Duties

________________________________________________________________________
Reason for leaving

________________________________________________________________________
May we contact employer for reference   Y  (nosaer etacidni on fi) ‮  N  ‮

________________________________________________________________________
Employer                                                    Your Position

________________________________________________________________________
Address                                                         Telephone No
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________________________________________________________________________
Contact Name                                               Employed  from          to

________________________________________________________________________
Your Duties

________________________________________________________________________
Reason for leaving

________________________________________________________________________
May we contact employer for reference  Y  (nosaer etacidni on fi) ‮  N       ‮

________________________________________________________________________

________________________________________________________________________
Employer                                                    Your Position

________________________________________________________________________
Address                                                         Telephone No

________________________________________________________________________
Contact Name                                               Employed  from          to

________________________________________________________________________
Your Duties

________________________________________________________________________
Reason for leaving

________________________________________________________________________
May we contact employer for reference   Y   (nosaer etacidni on fi) ‮  N    ‮

________________________________________________________________________

REFERENCE AUTHORIZATION

I hereby give Sunshine Valley Home Health Services permission to verify employer
references

Signature of applicant: ____________________________Date: __________________


