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LOVELACE CLINIC FOUNDATION




	PLEASE PRINT – All applicant information is held in strictest confidence.

	Today’s Date:
	Position Applied For:
	Date Available for Work:



	Indicate type(s) of employment you will accept:        ( Full Time          ( Part Time

	NAME  (last)                                                   (first)                       (middle)


	Social Security #:

	Address  (street)                                        (city)                      (state)      (zip)
	Day Telephone:
	Cell Phone:



	Have you ever been employed by a Lovelace organization?:       ( Yes          ( No

	If “Yes”, please list:

	GENERAL AND HIGHER EDUCATION

	Type
	School Name, City, State, Zip
	Course of Study
	Graduated?
	Degree

	High School


	
	
	
	

	College


	
	
	
	

	Post Graduate


	
	
	
	

	EMPLOYMENT HISTORY (List Present Employer First)

	Name of Business

1
	Address                                                                   City, State, Zip



	Type of Business


	Position and Duties

	Telephone (           )
	

	Employment Dates

From                To
	Rate/Salary
	Reason for Leaving
	Supervisor’s Name

	Name of Business

2
	Address                                                   City, State, Zip



	Type of Business


	Position and Duties

	Telephone (           )
	

	Employment Dates

From                To
	Rate/Salary
	Reason for Leaving
	Supervisor’s Name

	Name of Business

3
	Address                                                   City, State, Zip



	Type of Business


	Position and Duties

	Telephone (           )
	

	Employment Dates

From                To
	Rate/Salary
	Reason for Leaving
	Supervisor’s Name

	Have you ever been employed under any other name(s)?

( Yes      ( No      If “Yes”, what name(s):

	PROFESSIONAL LICENSES, REGISTRATION, OR CERTIFICATES

	Type


	State
	Number
	Licensed Year
	Expiration Date

	
	
	
	
	

	GENERAL INFORMATION

	Are you a U. S. citizen?        ( Yes       ( No      

	List computer software you have utilized as well as your proficiency (high, moderate, low):



	PROFESSIONAL REFERENCES 

	Name/Relationship
	Address
	Telephone

(           )

	Name/Relationship
	Address
	Telephone

(           )

	Name/Relationship
	Address
	Telephone

(           )

	REMARKS

	Make any additional comments you feel are pertinent to your application:



	Read carefully before signing this application for employment.

	The answers given by me to all of the questions on this employment application, to the best of my knowledge and belief, are true and correct.  I have not knowingly withheld any facts or circumstances that would affect my application.  I understand that any misrepresentation of facts may be considered cause for rejection or dismissal.

I consent to provide identification information pursuant to the Immigration Reform & Control Act of 1986.

I also give Lovelace Clinic Foundation permission to investigate my references and background to establish eligibility for employment.  I understand I have the right to make written request for a complete and accurate disclosure of additional information concerning the nature and scope of this investigation.

I understand that any oral statement or representation relating to conditions of employment which may be made during employment process will be superceded by Lovelace Clinic Foundation written policies, as amended from time to time.

Signature of Applicant:_____________________________________________   Date:_________________________







EMPLOYMENT APPLICATION





An EEO/AA/ADA Employer








