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Instructions to Applicant:  Please read carefully.  Every item on this form must be answered to 
the best of your ability.  Use pen or typewriter.  PLEASE PRINT.  Your qualifications will be 
reviewed and you will be given thorough consideration for applicable vacancies.  If Health 
Services of Northern New York employs you, this form will become part of your personnel file.  
Applicants are not required to give any information on this form that is prohibited by Federal, 
State, or Local Law. 
 

Federal and State laws prohibit discrimination in employment because of sex, age, race, color, 
religious creed, marital status, national origin, ancestry, disability or handicap. 

 

Applicant Information 

Full Name:                 Date:       

 Last First M.I. 

Address:             

 Street Address Apartment/Unit # 

                   

 City State ZIP Code 

Phone: (     )       E-mail Address:       

Date Available:       Social Security No.:       
Desired 
Salary: $      

Position Applied for:       

Are you a citizen of the United States? 
YES 

 
NO 

 
If not, are you authorized to work in the U.S.? 

YES 
 

NO 
 

Have you ever been convicted of a crime 
(except for traffic violations)? 

YES 
 

NO 
 

If yes, please 
explain: 

      

Do you have a valid driver’s license? 
YES 

 
NO 

 
Method of transportation 
to work: 

      

Are you involved in any activity that would 
interfere with regular work scheduling? 

YES 
 

NO 
 

If yes, please 
explain: 

      

Have you ever applied to this company before: 
YES 

 
NO 

 
If yes, when:       

Have you ever worked for this company 
before: 

YES 
 

NO 
 

If yes, when:       
Reason for 
leaving: 

      

Have you ever worked for this company under 
a different name: 

YES 
 

NO 
 

If yes, name:       

Do you have any friends or relatives employed 
by this company? 

YES 
 

NO 
 

If yes, name:       Relationship:       

Is any additional information related to a 
change of name, use of an assumed name, or 
nickname necessary to enable verification of 
your work record? 

YES 
 

NO 
 

If yes, please 
explain: 

      

Do you have any physical defects that would 
impair your ability to perform the job applied 
for? 

YES 
 

NO 
 

If yes, please 
describe: 

      

Are you at least 18, but less than 70 years of 
age? 

YES 
 

NO 
 

  

Military Record: 

Were you in the U.S. Armed Forces? 
YES 

 
NO 

 
Rank at discharge:       

Type of discharge:       (Please attach copy of DD Form 214) 
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Education 

High School:       Address:       

From:       To:       Did you graduate? 
YES 

 
NO 

 Degree:       

College:       Address:       

From:       To:       Did you graduate? 
YES 

 
NO 

 Degree:       

Other:       Address:       

From:       To:       Did you graduate? 
YES 

 
NO 

 Degree:       

Professional Licenses Type:       
State(s) 
Valid:       Number:       

 

Please describe why you would 
be a great home care provider:       

 

References 

Please list three professional references. 

Full Name:       Relationship:       

Company:       Phone: (     )       

Address:       

    

Full Name:       Relationship:       

Company:       Phone: (     )       

Address:       

    

Full Name:       Relationship:       

Company:       Phone: (     )       

Address:       
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Previous Employment 

Company:       Phone: (     )       

Address:       Supervisor:       

Job Title:       Starting Salary: $      Ending Salary: $      

Responsibilities:       

From:       To:       Reason for Leaving:       

May we contact your previous supervisor for a reference? 
YES 

 
NO 

  
    

Company:       Phone: (     )       

Address:       Supervisor:       

Job Title:       Starting Salary: $      Ending Salary: $      

Responsibilities:       

From:       To:       Reason for Leaving:       

May we contact your previous supervisor for a reference? 
YES 

 
NO 

  
    

Company:       Phone: (     )       

Address:       Supervisor:       

Job Title:       Starting Salary: $      Ending Salary: $      

Responsibilities:       

From:       To:       Reason for Leaving:       

May we contact your previous supervisor for a reference? 
YES 

 
NO 

  
 

Disclaimer and Signature 

 
APPLICANT’S STATEMENT:  I understand that any employment by this agency will be on a 90-day probationary 
basis.  If employed by the agency, I agree to abide by its rules and regulations.  I further understand that this 
employment application is not, and is not intended to be an employment contract.  I certify that the above information is 
complete and true to the best of my knowledge.  I understand that the discovery of misrepresentation or omission of 
facts herein will be cause for immediate dismissal regardless of when this is discovered.  I hereby authorize this agency 
to contact any / or all of the references and former employers for full information as may be necessary to make an 
employment decision.  I agree to take a physical examination at any time, at the request of this agency, and agree that 
the examining physician may disclose findings to this agency or an authorized agent of this agency. 

 

Signature:  Date:  

 


