	NAME (LAST, FIRST, MIDDLE)

     

	HOME PHONE

(      )     
	MESSAGE PHONE
(      )     
	E-MAIL ADDRESS
(      )     

	STREET ADDRESS

     
	CITY

     
	STATE

     
	ZIP CODE

     
	SOCIAL SECURITY NUMBER

     

	HAVE YOU EVER BEEN                FORMCHECKBOX 
  YES 

EMPOYED OR ATTENDED 

SCHOOL UNDER ANOTHER         FORMCHECKBOX 
  NO

NAME?


	If YES, PLEASE LIST NAME(S)

     
	ARE YOU LEGALLY ELIGIBLE FOR EMPLOYMENT IN THE UNITED STATES?                        FORMCHECKBOX 
  YES              FORMCHECKBOX 
  NO

ARE YOU 18 OR OLDER?           FORMCHECKBOX 
  YES              FORMCHECKBOX 
  NO


[image: image1.png]


  

	POSITION DESIRED

     
	LOCATION DESIRED
     
	DATE YOU CAN START

     
	SALARY DESIRED

     

	EMPLOYMENT DESIRED

 FORMCHECKBOX 
  FULL TIME    FORMCHECKBOX 
  PART TIME   FORMCHECKBOX 
  TEMPORARY   FORMCHECKBOX 
  PER DIEM
	SHIFT PREFERENCE

 FORMCHECKBOX 
  Days    FORMCHECKBOX 
  Evenings   FORMCHECKBOX 
  Nights      FORMCHECKBOX 
  Weekends

	HAVE YOU EVER APPLIED TO THIS ORGANIZATION BEFORE?   FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO

If yes, when?       

	HAVE YOU EVER BEEN EMPLOYED BY THIS ORGANIZATION?   FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO

If yes, when?       



	PLEASE CHECK ANY BOXES CORRESPONDING TO YOUR SKILLS (S)

 FORMCHECKBOX 
     Typing WPM   
 FORMCHECKBOX 
     Switchboard

 FORMCHECKBOX 
     10 Key-                                                                               

 FORMCHECKBOX 
     Word Processing   

 FORMCHECKBOX 
     Data Entry KSPM                                                               

 FORMCHECKBOX 
     Medical Terminology Course

 FORMCHECKBOX 
     Bilingual/Languages                                                           

 FORMCHECKBOX 
     Medical Office Software                                                                                                                    
 FORMCHECKBOX 
     Computer Software Programs                                                  

 FORMCHECKBOX 
     Other Skills   

                                                                                                                 

     




	SCHOOL
	NAME OF SCHOOL
	CITY & STATE
	MAJOR
	LEVEL COMPLETED
	DEGREE/DIPLOMA/CERTIFICATION

	HIGH SCHOOL


	     
	     
	     
	     
	     

	COLLEGE/UNIVERSITY/INSTITUTE


	     
	     
	     
	     
	     

	COLLEGE/UNIVERISY/INSTITUTE


	     
	     
	     
	     
	     

	COLLEGE/UNIVERISTY/INSTITUTE


	     
	     
	     
	     
	     

	     




	NAME OF EMPLOYER
     
	TELEPHONE NO.

(     )      
	DATES OF EMPLOYMENT

FROM                          TO       

	ADDRESS

     
	JOB TITLE

     
	FINAL SALARY

     

	NAME OF IMMEDIATE SUPERVISOR

     
	REASON FOR LEAVING

     

	DESCRIBE YOUR JOB DUTIES       

	NAME OF EMPLOYER
     
	TELEPHONE NO.

(     )      
	DATES OF EMPLOYMENT

FROM                          TO       

	ADDRESS

     
	JOB TITLE

     
	FINAL SALARY

     

	NAME OF IMMEDIATE SUPERVISOR

     
	REASON FOR LEAVING

     

	DESCRIBE YOUR JOB DUTIES       

	NAME OF EMPLOYER
     
	TELEPHONE NO.

(     )      
	DATES OF EMPLOYMENT

FROM                          TO       

	ADDRESS

     
	JOB TITLE

     
	FINAL SALARY

     

	NAME OF IMMEDIATE SUPERVISOR

     
	REASON FOR LEAVING

     

	DESCRIBE YOUR JOB DUTIES       




	May we contact your current employer?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No                  If no, please list the reason      
May we contact your former employer(s)?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No                If no, please list the reason      


	Have you ever been convicted of a felony?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   

If yes, please describe.  Conviction does not automatically exclude you from consideration.  United Health Centers will consider whether the offense is relevant to the position for which you have applied.       


	Do you have any relatives employed by United Health Centers?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   

If yes, what are their names?      
This information will not exclude you from consideration.



	PLEASE READ THE FOLLOWING AGREEMENT

I certify that all information submitted by me on this application is true and complete.  I understand that any falsification, omission, or misrepresentation of material facts will constitute grounds for unfavorable consideration or if hired, dismissal from employment.  

I authorize United Health Centers of the San Joaquin Valley, to communicate with any employer, school, reference, or other contact deemed appropriate (with above restrictions) in the investigation of this application.  I further release these contacts and United health Centers from any and all liability for issuing, receiving, and using such information.

I agree that if employed, I will abide by the philosophy of the organization and abide by its policies and procedures.  Upon termination, I authorize the release of reference information regarding my work while employed at United Health Center of the San Joaquin Valley, and release all employees, agents, and representatives from any and all claims I may have a result of such a disclosure.

 FORMCHECKBOX 
  I AGREE                                                FORMCHECKBOX 
  I DISAGREE

If you are considered to interview, and/or hired with United Health Centers of the San Joaquin Valley, you will be asked to sign this application.

____________________________________________________________________________________
SIGNATURE OF APPLICANT                                                                                                                                               DATE



	Name (First, Last)

     
	Profession

     
	Years of Acquaintance

     
	Telephone Number

     

	Name  (First, Last)

     
	Profession

     
	Years of Acquaintance

     
	Telephone Number

     

	Name  (First, Last)

     
	Profession

     
	Years of Acquaintance

     
	Telephone Number

     

	I hereby authorize the above individual(s) to furnish United Health Centers of the San Joaquin Valley with any information it may have concerning me which is on record or otherwise and do hereby release the above individual connected therewith, including United Health Centers of the San Joaquin Valley for any and all liability whatsoever that might otherwise be incurred in furnishing such information: 

 FORMCHECKBOX 
  I AGREE                                                FORMCHECKBOX 
  I DISAGREE

_______________________________________________________
          __________________

SIGNATURE OF APPLICANT






DATE





UNITED HEALTH CENTERS


OF THE SAN JOAQUIN VALLEY








Employment Application





MISSION STATEMENT





“Wellness For A Lifetime”





United Health Centers of the San Joaquin Valley is committed to:  Providing accessible primary care to everyone in the community including the underserved and disadvantaged regardless of ability to pay.





We define primary care as a continuum of services, including traditional primary care, behavioral health and dentistry.





We provide care in a linguistically and culturally competent manner.  We advocate at all levels for our patients.  United Health Centers believes that all people have the right to quality health care.





Our business is strategically positioned, financially viable, collaborative in practice and accountable to our communities.





An Equal Opportunity Employer





PERSONAL INFORMATION





POSITION INFORMATION





EDUCATION





SKILLS





ACCOMPLISHMENT AND OTHER INFORMATION (Nurses and other professionals include License # below)





ADDITIONAL INFORMATION





PREVIOUS EMPLOYMENT (List below your last three employers, starting with the most recent)





PERSONAL REFERENCE CHECK  (Please provide three personal references) 











