	Strident Healthcare Inc. Application For Employment      

Please complete entirely!
	

	Name_________________________________________________
	    Date 

	

	             Last  
    First 
           Middle 

        Maiden
	

	Present address 

	

	                                 Number            Street

            City                             State
                                                 Zip
	

	Phone _____________________________________________
	Email______________________
	

	Are you under age 18?  YES  ____  NO____ 
If “YES”, can you provide proof of your eligibility to work? __________________________
Do you have reliable transportation?   YES  ___      NO  _____         Date available to start? _____________
Are you currently authorized to work in the United States? ____YES _____NO.  Proof of eligibility will be required if hired.
	

	Position applied for _________________________________
Wage desired          ____________________________
Employment Desired:  Full-Time ____ Part -Time _____ FT or PT______
	Days/hours available to work: ___________________________________________________

___________________________________________
· I can work any shift (open availability)

	

	Is there any reason for inability to perform essential function of the job for which you are applying?  Yes ____   No    _____

If yes please explain ___________________If yes what accommodations may be needed? ____________________________


	

	TYPE OF SCHOOL
	NAME OF SCHOOL
	LOCATION
(Complete mailing address)
	YEARS COMPLETED
	DEGREE AND MAJOR
	YEAR 
GRADUATED

	High School
	
	
	
	
	

	
	
	
	
	
	

	College Bachelor’s
	
	
	
	
	

	
	
	
	
	
	

	Certificate
	
	
	
	
	

	
	
	
	
	
	

	Master’s
	
	
	
	
	

	
	
	
	
	
	

	Have you ever been convicted of a crime which is substantially related to the functions or qualifications of the job for which you are applying?
 ( No
( Yes     (a Conviction record will not necessarily disqualify you from employment). 

Have you ever lost your license? 
 ( No
( Yes     If yes explain ___________________________________________________

Have you ever lost or had limitation of privilege or disciplinary action (Sanctions) taken against you regarding providing services to Medicaid Recipients or other populations?   ( No    ( Yes     If yes explain _________________________________________________

Have you ever had any concerns/issues regarding grievances (Complaints) and appeals)?   ( No    ( Yes     If yes, explain __________________________________________________________________________________________________________
	

	If yes, explain number of conviction(s), nature of offense(s) leading to conviction(s), how recently such offense(s) was/were committed, sentence(s) imposed and type(s) of rehabilitation. 

	

	Please list two business references.

Name 
                             
	Telephone _____________________________________
	

	Position 

	Supervisor Name ________________________________
	

	Company 

	
	

	Address 

	
	

	Email


	
	


	Work Experience
	Please list your work experience for the past two years beginning with your most recent job held.
If you were self-employed, give firm name.  Attach additional sheets if necessary.

	Name of employer ____________________________________

Phone number __________________________________
	Name of last supervisor

________________


	Employment dates
______________
	Pay or salary
___________

	Address _______________________________________

              _______________________________________


	
	From ________
To ________
	Start _______
Final _______

	May we contact this employer?   □ Yes     □  No 
	Your last job title ___________________________________

	Reason for leaving (be specific)


	List the jobs you held, duties performed, skills used or learned, advancements or promotions while you worked at this company.

	


	Work Experience
	Please list your work experience for the past seven years beginning with your most recent job held.
If you were self-employed, give firm name.  Attach additional sheets if necessary.

	Name of employer ____________________________________

Phone number __________________________________
	Name of last supervisor

________________


	Employment dates
______________
	Pay or salary
___________

	Address _______________________________________

              _______________________________________


	
	From ________

To ________
	Start _______

Final _______

	May we contact this employer?   □ Yes     □  No 
	Your last job title ___________________________________

	Reason for leaving (be specific)


	List the jobs you held, duties performed, skills used or learned, advancements or promotions while you worked at this company.

	


	Are you currently under contract with any other employer? YES _____________   NO ____________
If yes please explain, _________________________________________________________________________

Do you currently have mal-practice insurance? (BCBA ONLY)

	PLEASE READ CAREFULLY 
APPLICATION FORM WAIVER

	In exchange for the consideration of my job application with Strident Healthcare Inc. (hereinafter called "the Company"), I agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment relationship, either in the position applied for or any other position, and regardless of the contents of employee handbooks, personnel manuals, benefit plans, policy statements and the like as they may exist from time to time, or other Company practices, shall serve to create an actual or implied contract of employment, or to confer any right to remain an employee Strident Healthcare. Inc., or otherwise to change in any respect the employment-at-will relationship between it and the undersigned, and that relationship cannot be altered except by a written instrument signed by the Owner/Managing Member of the Company. Both the undersigned and Strident Healthcare, Inc. may end the employment relationship at any time, without specified notice or reason. If employed, I understand that the Company may unilaterally change or revise their benefits, policies and procedures and such changes may include reduction in benefits.

	I authorize investigation of all statements contained in this application. I understand that the misrepresentation or omission of facts called for is cause for dismissal at any time without any previous notice. I hereby give the Company permission to contact schools, all previous employers (unless otherwise indicated), references and others and hereby release the Company from any liability as a result of such contact.

	I understand that, under Michigan law only, if I need a reasonable accommodation for a disability in order to perform the essential functions of my position or the position I seek, I must request the accommodation in writing within 182 days of the day I knew or should have known of the need.
I attest to the lack of present illegal drug use. 
To help ensure a safe, healthy and productive work environment for our employees and others, to protect Company property, and to ensure efficient operations, the Company has adopted a policy of maintaining a workplace free of drugs and alcohol. This policy applies to all employees and other individuals who perform work for the Company.
The unlawful or unauthorized use, abuse, solicitation, theft, possession, transfer, purchase, sale or distribution of controlled substances, drug paraphernalia or alcohol by an individual anywhere on Company premises, while on Company business (whether or not on Company premises) or while representing the Company, is strictly prohibited. Employees and other individuals who work for the Company also are prohibited from reporting to work or working while they are using or under the influence of alcohol or any controlled substances, which may impact an employee's ability to perform his or her job or otherwise pose safety concerns, except when the use is pursuant to a licensed medical practitioner's instructions and the licensed medical practitioner authorized the employee or individual to report to work. However, this does not extend any right to report to work under the influence of medical marijuana or to use medical marijuana as a defense to a positive drug test, to the extent an employee is subject to any drug testing requirement, to the extent permitted by and in accordance with applicable law. 
I also agree that any action or suit against Strident Healthcare, Inc., or its owners, officers, directors or employees, arising out of my employment or termination of employment, including, but not limited to, claims arising under state or federal civil rights statutes, must be brought within 180 days of the event giving rise to the claim or be forever barred.  This applies to the initial charge filed with the Equal Employment Opportunity Commission; however thereafter I am permitted to pursue litigation as provided in the Commission’s “Right to Sue” letter.  I waive any longer, but not shorter, limitations periods to the contrary.

I Agree to all of the above and ATTEST to the COMPLETENESS and ACCURACY of this entire application.
Signature of applicant__________________________________________ Date: ___________________ 

Strident Healthcare Inc. is an equal opportunity employer.




