MONTANA HEALTH NETWORK

Application For Employment
	Please complete every section of the application.  Incomplete applications will not be considered.

	Please Print or Type

	     
	     
	     
	     

	Last Name
	First
	Initial
	Soc. Sec. Number

	     
	     
	     
	     

	Street Address
	City
	State
	Zip Code

	     
	     

	Phone
	Date
	Email

	Position applying for:
	     
	When available:
	     
	Expected Salary
	     

	Full Time
	 FORMCHECKBOX 

	Part Time
	     
	If part time, how many hrs/week?
	     
     

	Check shifts you are willing to work. 
	Are you willing to work weekends?

	Days
	 FORMCHECKBOX 

	Evenings
	 FORMCHECKBOX 

	Nights
	 FORMCHECKBOX 

	
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

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


	If yes, please explain the situation.
	     

	

	PROFESSIONALLY LICENSED PERSONNEL

	Professional License Type
	     
	License Number
	
	State
	

	Professional License Type
	     
	License Number
	
	State
	

	Professional License Type
	     
	License Number
	
	State
	

	

	

	EDUCATION  (Circle highest year completed)
	

	Did you graduate high school or obtain a GED?   Yes   FORMCHECKBOX 
     No    FORMCHECKBOX 


	List any advanced training:

	

	NAME
	LOCATION
	COURSE OF STUDY
	From Mo/Yr
	To Mo/Yr
	Degrees, Diploma Certificate

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	
	
	
	
	

	List other special training or skills.  Include software with which you are proficient:

	     

	     

	     

	     

	     

	


	Please complete thoroughly. List all previous employment, starting with present or last employer.  Please provide true, accurate and complete information.  Consideration is given based on information provided. 

	PRESENT OR LAST EMPLOYER (Company)

     
	Type of Business

     
	May we contact your present employer now without jeopardizing your position?
	Yes    FORMCHECKBOX 
   No    FORMCHECKBOX 


	Street Address

     
	City 

     
	State

     
	Zip 

     
	Phone

     

	If you worked for this employer under a different last name, please give name here:

     
	Job Title

     
	Supervisor’s Name and Job Title

     

	Starting Date – Month/Year

     
	Date Left – Month/Year

     
	Description of work and responsibilities     


	Reason for leaving:     
	

	NEXT PREVIOUS  EMPLOYER (Company)

     
	Type of Business

     

	Street Address

     
	City 

     
	State

     
	Zip 

     
	Phone

     

	If you worked for this employer under a different last name, please give name here:

     
	Job Title

     
	Supervisor’s Name and Job Title

     

	Starting Date – Month/Year

     
	Date Left – Month/Year

     
	Description of work and responsibilities       


	Reason for leaving:       

	

	NEXT PREVIOUS  EMPLOYER (Company)

     
	Type of Business

     

	Street Address

     
	City 

     
	State

     
	Zip 

     
	Phone

     

	If you worked for this employer under a different last name, please give name here:

     
	Job Title

     
	Supervisor’s Name and Job Title

     

	Starting Date – Month/Year

     
	Date Left – Month/Year

     
	Description of work and responsibilities       


	Reason for leaving:       
	

	NEXT PREVIOUS  EMPLOYER (Company)

     
	Type of Business

     

	Street Address

     
	City 

     
	State

     
	Zip 

     
	Phone

     

	If you worked for this employer under a different last name, please give name here:

     
	Job Title

     
	Supervisor’s Name and Job Title

     

	Starting Date – Month/Year

     
	Date Left – Month/Year

     
	Description of work and responsibilities        


	Reason for leaving:       
	

	

	I hereby authorize the company to thoroughly investigate my criminal background, work references, work records, education, and publicly available information, including social media websites and other matters related to my suitability for employment and, further, authorize the references I have listed to disclose to the company any and all letters, reports and other information related to my work records, without giving me prior notice of such disclosure.  In addition, I hereby release the company, my former employers, and all other persons, corporations, partnerships and associations from any and all claims, demands, or liabilities arising out of or in any way related to such investigation or disclosure.
By signing this application, I am verifying that the information provided herein is true, accurate and complete.  If the information I provide on this application is false or incomplete, I understand that any offer of employment made to me will be rescinded and/or I will be discharged from such employment.  



	
	SIGNATURE OF APPLICANT

	COMMENTS
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