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Employment Application
	Mindful Healthcare Agency Inc an equal opportunity employer.  All applicants and employees are                          considered for employment, advancement, and development based upon their skills, performance and potential.  No current or prospective employee will be discriminated against because of race, creed, color, gender, age, national origin, handicap or military status.



   (PLEASE PRINT)
Date of Application:  ___________________	Date Available for Employment:  ______________

Position Applying For:  ____________________________________________________________

	   How were you referred to MHCA?
   Advertisement      Friend	                  Walk-in                   MHCA Employee______________
     Employment Agency             Website                       Other ______________



Type of Employment Desired:  	Per Diem		Number of Hours: ______________
						Part Time		Number of Hours: ______________
						Full Time		Number of Hours: ______________
_______________________________________________________________________________ 
Last Name		   Middle Initial		                    First Name				              
_______________________________________________________________________________
Mailing Address			              City			State		 Zip Code

(_____)_______________________              	      (_____)_______________		 
Home Phone Number				           Cell Phone Number 
EMERGENCY CONTACT INFORMATION - Please Print Clearly
Name:  ________________________Relationship: ________________
Home Phone Number:  (_______) __________________
Have you ever been employed here before?  					 Yes	 No
 If yes, when?  _____________________		  
Are you currently employed?							 Yes	 No
Are you prevented from lawfully becoming employed in this country		 Yes	 No
 because of Visa or Immigration Status?
Proof of citizenship or immigration status will be required upon employment

Can you travel if a job requires it? 						 Yes	 No 




	Education      Name & Location	  Course of Study         Years Completed       Diploma/ Degree  


	High 
School

	Undergraduate
College

	Graduate 
Professional

	Other
(Specify)
i.e military




	Type of Professional or Technical Licenses/ Certifications Held
License or Certification	 ID Number	Expiration Date		State

	1.

	2.

	3.






                Professional/Technical				          Clerical/Other
________Supervisory Position
[bookmark: _GoBack]________Physician					       ________	Bookkeeper
________Registered Nurse				      ________ Clerk/Typist
________ LPN					      ________ Secretary
________Physical Therapist				      ________ Other
________Social Worker
________Home Health Aide
________Companion


				
	
EMPLOYMENT HISTORY - Please begin with your most recent or current place of employment.

	Place of Employment:  _________________________________Start Date:  ___________________
Address:  ____________________________________________ End Date:  ___________________
Position:  _____________________________________ Phone Number: (____) __________
Supervisor:  _____________________________________Salary:  ______________________
Reason for Leaving:  ______________________________Final Salary:  _________________


	Place of Employment:  ___________________________Start Date:  ___________________
Address:  _____________________________________________ End Date:  ___________________
Position:  _____________________________________ Phone Number: (____) __________
Supervisor:  _____________________________________Salary:  ______________________
Reason for Leaving:  ______________________________Final Salary:  _________________


	Place of Employment:  _________________________________Start Date:  ___________________
Address:  _____________________________________________ End Date:  ___________________
Position:  _____________________________________ Phone Number: (____) __________
Supervisor:  _____________________________________Salary:  ______________________
Reason for Leaving:  ______________________________Final Salary:  _________________


	Place of Employment:  _________________________________Start Date:  _________________
Address:  _______________________________________ End Date:  ___________________
Position:  _____________________________________ Phone Number: (____) __________
Supervisor:  _____________________________________Salary:  ______________________
Reason for Leaving:  ______________________________Final Salary:  _________________



	If you need additional space, please continue on a separate sheet of paper.

PROFESSIONAL REFERENCES
	
1. _________________________________ (______)________________________________
(Name)                                                                Phone #
_______________________________________________________________________
(Address)

	    
      2._________________________________ (______)________________________________
(Name)                                                                Phone #
_______________________________________________________________________
           (Address)

	       
      3. _________________________________ (______)________________________________
(Name)                                                                Phone #
_______________________________________________________________________
           (Address)




REFERENCE RELEASE
I hereby authorize Mindful HealthCare Agency, Inc to contact any schools, former places of employment, and/or persons who may aid MHCA in determining my suitability for employment.

The MCHCA may contact my present employer 			 Yes	 No
The MCHCA may contact my former employer(s) 			 Yes	 No

Signature________________________________   Date: ___________________
		
MINDFUL HEALTHCARE AGENCY,INC
691 Main Street
     Waltham, MA 02451
As an applicant for a position at Mindful HealthCare Agency, Inc., I consent to their request for a reference and release any individual/organization from all liability whatsoever for issuing the requested information.

Authorized Applicant________________________________   Date: ___________________


I certify that answers given herein are true and complete to the best of my knowledge.
I authorize investigation of all statements contained in this application for employment as may be necessary in arriving at an employment decision.
This application for employment shall be considered active for a period of time not to exceed 45 days.  Any applicant wishing to be considered for employment beyond this time period should inquire as to whether or not applications are being accepted at that time.
I hereby understand and acknowledge that, unless otherwise defined by applicable law, any employment relationship with this organization is of an “at will” nature, which means that the Employee may resign at any time and the Employer may discharge Employee at any time with or without cause.  It is further understood that this “at will” employment relationship may not be changed by any written document or by conduct unless such change is specifically acknowledged in writing by an authorized executive of this organization.

In the event of employment, I understand that false or misleading information given in my application or interview(s) may result in discharge.  I understand, also, that I am required to abide by all rules and regulations of the employer.

Signature of Applicant ________________________________Date ______________________
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