DELIA MARIA HOME CARE AGENCY
APPLICATION FOR EMPLOYMENT

2945-47 N. 5TH Street
Philadelphia, PA 19133
(215) 288-3653
EDelValle@DeliaMariaHomeCare.org 

	Delia Maria Home Care Agency is an Equal Opportunity Employer.  We comply with all applicable laws regarding employment practices.  These statues prohibit discrimination based on race, creed, color, sex, age, and national origin, physical or mental disability. Delia Maria Home Care Agency also provides “reasonable accommodation" to qualified individuals with disabilities in accordance with The Americans with Disabilities Act and all other applicable state and local laws


	PERSONAL DATA
	Date  

	Last Name
	First Name
	Middle
	Home Telephone Number



	Street Address


	City
	State
	Zip
	Work Telephone Number

	Other names under which you were employed


	Social Security Number



	Position applying for
	Specify type of work desired
	Specify days and hours willing to work



	Minimum acceptable salary
	How did you find out about the job?
	When can you begin work?
	Are you available to work weekends?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Whom should we contact in case of emergency?
Name                                                                 Address                                                                            Telephone                                            Relation

	Are you a U.S. Citizen or Authorized to work in the United States?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   NOTE:  Verification of U.S. Citizenship or U.S. employment authorization will be required within three business days of the commencement of employment


	Please complete all education and training which you believe qualifies you for the position you are seeking.

	School/Training
	Dates Attended
	Graduated
	Subjects Studied/Degree Awarded

	
	
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	

	
	
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	

	
	
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	

	
	
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	


	Please complete if licensure/certification/registration is required for the position you are seeking.

	
	State
	License / Certification Type
	License/Certification Number
	Date of Original Issue
	Date of Most Recent Renewal
	Expiration Date

	1
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	CPR (BLS /ACLS)
	
	
	

	4
	
	
	PICC / IV Certification
	
	
	


	Please check appropriate skills/experience.

	
	                 Years
	
	                                  Years
	


            Years

	 FORMCHECKBOX 
  Medical Terminology
	               
	
	 FORMCHECKBOX 
  Nursing Home 
	               
	
	 FORMCHECKBOX 
  ICD-9 Coding
	               
	

	 FORMCHECKBOX 
  Medicare/Medicaid Billing
	               
	
	
	
	
	 FORMCHECKBOX 
  Accounting
	               
	

	 FORMCHECKBOX 
  Maternal Child Health
	               
	
	 FORMCHECKBOX 
  Switchboard 
	               
	
	 FORMCHECKBOX 
  MS Word 
	               
	

	 FORMCHECKBOX 
  Medical Records
	               
	
	 FORMCHECKBOX 
  Secretary                                      
	               
	
	 FORMCHECKBOX 
  MS Excel 
	               
	

	 FORMCHECKBOX 
  Nurses Aide
	               
	
	 FORMCHECKBOX 
  Social Work 
	               
	
	 FORMCHECKBOX 
  Foreign Languages
	               
	

	 Other              _____________________
	 Other              _____________________
	     ______                  ____________________


EMPLOYMENT HISTORY

(List last four employers with the most current employer first).

	Employer’s Name 
	Telephone Number
	Starting Salary
	Ending Salary

	Dates Of Employment
	Employer’s Address
	Title and Duties

	
	Month
	Year
	
	

	From
	
	
	Supervisor’s Name/Title                               

Telephone Number
	

	To
	
	
	Reason For Leaving
	Status:   FORMCHECKBOX 
 FT          FORMCHECKBOX 
 PT         FORMCHECKBOX 
 Per Diem     

Weekly Hours  _________________


	Employer’s Name 
	Telephone Number
	Starting Salary
	Ending Salary

	Dates Of Employment
	Employer’s Address
	Title and Duties

	
	Month
	Year
	
	

	From
	
	
	Supervisor’s Name/Title                               

Telephone Number
	

	To
	
	
	Reason For Leaving
	Status:   FORMCHECKBOX 
 FT          FORMCHECKBOX 
 PT         FORMCHECKBOX 
 Per Diem     

Weekly Hours  _________________


	Employer’s Name 
	Telephone Number
	Starting Salary
	Ending Salary

	Dates Of Employment
	Employer’s Address
	Title and Duties

	
	Month
	Year
	
	

	From
	
	
	Supervisor’s Name/Title                               

Telephone Number
	

	To
	
	
	Reason For Leaving
	Status:   FORMCHECKBOX 
 FT          FORMCHECKBOX 
 PT         FORMCHECKBOX 
 Per Diem     

Weekly Hours  _________________


	Employer’s Name 
	Telephone Number
	Starting Salary
	Ending Salary

	Dates Of Employment
	Employer’s Address
	Title and Duties

	
	Month
	Year
	
	

	From
	
	
	Supervisor’s Name/Title                               

Telephone Number
	

	To
	
	
	Reason For Leaving
	Status:   FORMCHECKBOX 
 FT          FORMCHECKBOX 
 PT         FORMCHECKBOX 
 Per Diem     

Weekly Hours  _________________


May we communicate with your employers?
Past:    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
  Present:
   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Information provided in response to these questions will not necessarily bar you from employment.  If answer to any of the following questions is “YES”, please give full details below or on a separate sheet
	YES
	NO
	N/A

	1.  Has your clinical license to practice in any jurisdiction ever been limited, suspended or revoked?
	
	
	

	2.  Have you clinical privileges ever been suspended, diminished or not revoked?
	
	
	

	3.  Do you have the ability to perform all job-related functions?
	
	
	

	4.  Have you ever been convicted of a crime?  If yes, state the nature of the offense, when, where and disposition.
	
	
	

	5.  List name of relative employed at Delia Maria Home Care Agency.
	
	
	

	6.  Were you in the United States Armed Forces?
	
	
	


LIST THREE REFERENCES
	

	

	

	


	PLEASE READ CAREFULLY


	APPLICANT RELEASE AND ACKNOWLEDGEMENT

	I understand that Delia Maria Home Care Agency (hereinafter referred to as the Company) requires certain information about me to evaluate my qualifications for employment and to conduct its business if I become an employee.  Therefore, I authorize the Company to investigate my past employment, educational credentials, and other employment-related activities. I agree to cooperate in such investigations and release those parties supplying such information to the Company from all liability or responsibility with respect to information supplied.

I agree that the Company may use the information it obtains concerning me in the conduct of its business.  I under​stand that such use may include disclosure outside the Company in those cases where its agents and contractors need such information to perform their functions, where their company’s legal interests and/or obligations are involved, or where there is a medical emergency involving me.  I understand, however, that the Company intends to protect the confidentiality of personal information it obtains concerning me to the extent required by law. 

I agree that I will not disclose or use while interviewing with or employed with Delia Maria Home Care Agency any confidential or proprietary information of others, including any former employer.

I understand that any employment with the Company is “at will” and would not be for any fixed period of time and that, if employed, I may resign at any time, for any reason, or the Company may terminate my employment at any time for any reason in the absence of a specific written agreement to the contrary.  I understand that my employment-at-will status may not be modified or changed except in writing and signed by a duly authorized officer of the Company. 

I understand that any false answers or statements made by me on this application, any supplement thereto or in con​nection with the above-mentioned investigations may be grounds for refusal of employment, invalidate my employment or, if employed, grounds for immediate discharge and render me ineligible for any Company benefits.

I will complete any post-offer physical evaluations that the Company may require including testing for illegal or unauthorized substances.  I understand that any offer of employment is contingent upon my successfully passing the physical evaluation requirements and the background investigation.

My signature below acknowledges that I have read and understand the entire application and agree to the terms and conditions outlined above.



	V 

Applicant’s Signature:


	
	Date:
	


	Please Do Not Write in This Space / Human Resources Use Only

	Date of Interview
	Time
	Manager

	Comments 
	


