FAIRCHILD MEDICAL CENTER
444 BRUCE STREET - YREKA, CA 96097 — (530) 841-6287

0 APPLICATION FOR EMPLOYMENT

Applicants are considered for all positions without regard to race, color, religion, gender, national origin, age, marital or
veteran status, sexual orientation, or the presence of a non-job-related medical condition or handicap or any other
characteristic protected by applicable state or federal civil rights laws.

(PLEASE PRINT) Date of Application

Position Applied for

NAME

LAST FIRST MIDDLE
ADDRESS

STREET CITY STATE ZIP

TELEPHONE
Are you over 18 years of age? Yes O No O
Can you, after employment, submit verification of your legal right to work in the United States? Yes O No O
Have you worked for Fairchild Medical Center or Siskiyou General Hospital before? Yes O No O
Shift preferred Day 0O PM. O Night O
Days preferred
Do you want to work Full-time O Or Part-time 0O

If your application is considered favorably, when would you be available for work?

DATE

Have you been convicted of a felony within the last 7 years? Yes O No O
(Conviction will not necessarily disqualify applicant from the job applied for.)

Do you have any physical condition or handicap which may limit your ability to perform the job applied for: Yes O No O

If yes, what can be done to accommodate your limitation?

List any relatives working for Fairchild Medical Center (include relationship)




EDUCATION

High School 9 10 11 12

CIRCLE LAST YEAR COMPLETED

College

DEGREE RECIEVED

Describe any other training or education

EMPLOYMENT RECORD

List other name(s) under which employment may be verified

Start with your present or last job. Include any job related Military Service assignments and volunteer activities.

Employer Dates Employed Work Performed
From To
Address
Job Title Hourly Rate/Salary
Starting Final
Supervisor

Reason for Leaving

Employer Dates Employed Work Performed
From To
Address
Job Title Dates Employed
Starting Final
Supervisor

Reason for Leaving

If you need additional space, please continue your response on a separate page.

Please identify and explain all periods of unemployment in excess of one month during the past 10 years
Period of Unemployment:
From To Reason for Unemployment

APPLICANT’S STATEMENT

| authorize Fairchild Medical Center to inquire as to my record with any or all of my former employers with no liability arising
therefrom. | certify that answers given herein are true and complete to the best of my knowledge and | understand the making
of any false statements will be sufficient cause for my dismissal. Offers of employment are also conditioned on the
satisfactory completion of a pre-employment background check and post-offer medical examination. In consideration of my
employment, | agree to conform to the rules and regulations of Fairchild Medical Center as set forth in the Human Resource
Policies and Employee Handbook and my employment and compensation can be terminated with or without cause, and with
or without notice, at any time, at the option of either the Hospital or myself.

SIGNATURE OF APPLICANT DATE
FMC69




