[image: image1.png]dtope Love Dignity Respect





We appreciate your interest in a prospective employment opportunity with Exceptional Community Services 
Exceptional Community Services relies upon the accuracy of information contained in the employment application, as well as the accuracy of other data presented throughout the hiring process and employment. Any misrepresentations, falsifications, or material omissions in any of this information or data may result in Exceptional Community Services exclusion of your application from further consideration for employment or, if hired, termination of employment. 
Our Company is an equal opportunity employer and will consider all applicants for all positions equally without regard to their race, gender, sexual orientation, age, religion, national origin, veteran status, or any disability as provided in the Americans with Disabilities Act. 
This application will be given every consideration, but its receipt does not imply that the applicant will be employed. Each question should be answered in a complete and accurate manner as no action can be taken on this application until all questions have been answered. Please print, in ink, or type answers to all questions. If you have a current resume or curriculum vitae, please do submit it for review as well. While you may reference your resume for some items on this application, please make sure to provide answers and detailed information to all of the items on this Application. 
The following are items which will also be required from you as part of the application process: verification of educational attainment and/or specialized training; copies and verifications for certifications and/or licensure; verification of previous employment and references; a motor vehicle driving record for most positions; proof of automobile insurance coverage for most positions; and, proof of citizenship or authorization to work in the United States. A criminal justice background record check supported by required fingerprinting will be conducted on all new hires through the State of Georgia Crime Information Center (GCIC) and the FBI/GBI, and all applicants will be processed through the Georgia Applicant Processing Services (GAPS) and checked against the Georgia Bureau of Investigation Case Search website. Applicants for positions in services supported by federal healthcare programs will be cross-checked against the federal debarment database. Applicants for positions in certain programs will have to undergo a finger print check through the Department of Human Services (DHS).
Thank you for considering Exceptional Community Services and we look forward to the relationship that we can build and servicing our individuals.
	Applicant Information

	Last Name
	
	First
	
	M.I.
	Date
	

	Street Address
	
	Apartment/Unit #
	

	City
	
	State
	
	ZIP
	

	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 no, are you authorized to work in the U.S.?
	YES  
	NO  

	Have you ever worked for this company?
	YES  
	NO  
	If so, when?
	

	Have you ever been convicted of a felony?
	YES  
	NO  
	If yes, explain
	

	

	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
	

	

	References

	Please list three professional references.

	Full Name
	
	Relationship
	

	Company
	
	Phone
	

	Address
	

	Full Name
	
	Relationship
	

	Company
	
	Phone
	

	Address
	

	Full Name
	
	Relationship
	

	Company
	
	Phone
	

	Address
	


	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  
	

	

	Military Service

	Branch
	
	From
	
	To
	

	Rank at Discharge
	
	Type of Discharge
	

	If other than honorable, explain
	

	

	Affidavit/Disclaimer and Signature


 I HEREBY CERTIFY THAT I have never been convicted of and it has never been shown by credible evidence, e.g., a court or jury, a department investigation or other reliable evidence that I have sexual assaulted, abused, neglected or deprived a child, or adult or to have subjected any person to serious injury as a result of intentional or grossly negligent misconduct as evidenced by an oral or written statement to this effect obtained at the time of the application; ” I HEREBY AUTHORIZE Exceptional Community Services to contact any company or individual it deems appropriate to investigate my employment history, character and qualifications, and I give my full and complete consent to current and previous employers' revealing any and all information they may wish as a result of this investigation. In addition, I hereby waive my right to bring any cause of action against these individuals for defamation, invasion of privacy or any other reason because of their statements. 


I UNDERSTAND THAT if employed, Non-Violence Crisis Prevention Training, CPR and First Aid are prerequisites for employment with Exceptional Community Services and must be updated annually by a certified instructor and/or licensed physician before work can begin. You have thirty days from date of your signature to supply proof of certification. 

	

	Signature
	
	Date
	


EMERGENCY CONTACT SHEET
Name ________________________________________________________DOB:_________________ 

Address_____________________________________________________________________________________ 

                     Street                                            Apt.                                                          City,                                    State                                   Zip Code  

Phone Number ___________________________ Alternate Number:____________________________

In Case of an emergency, please contact: 

1st Name ______________________________________ Phone Number____________________________ 

 Address: _____________________________________City:________________ State:____ Zip:_________ 

 Relationship to Applicant_________________________________________________________________ 

 2nd Name _____________________________________ Phone Number___________________________ 

 Address: ____________________________________City:________________ State:____ Zip:__________ 

 Relationship to Applicant__________________________________________________________________ 

List any medical conditions you would like us to be aware of :_________________________________________ 

___________________________________________________________________________________________ 

List any medical assistive devices you use (if applicable)______________________________________________ 

List any medications you are taking:______________________________________________________________
___________________________________________________________________________________________ 

List any allergies, including allergies to medications: __________________________________________________________________________________________ 

Hospital of Choice in Case of Emergency: ________________________________________________________
Insurance Provider: _____________________________________  Policy Number: ________________________
Name of Family Physician:________________________________ Phone Number:________________________
Name of Dentist: _______________________________________Phone Number:_________________________ 

Employee’s Signature: __________________________________ Date Signed____________________________ 

 Strict confidentiality will be maintained. This form will be updated on an annual basis.
10 YEAR HISTORY
Staff: __________________________________

Please Provide a 10 Year History From today’s date. Please list according to cells.
	From: mm/yy

To: mm/yy


	School/Employed/Unemployed
	Where
	Reason for Leaving/Break:

	
	
	
	

	From: mm/yy

To: mm/yy


	School/Employed/Unemployed
	Where
	Reason for Leaving/Break:

	
	
	
	

	From: mm/yy

To: mm/yy


	School/Employed/Unemployed
	Where
	Reason for Leaving/Break:

	
	
	
	

	From: mm/yy

To: mm/yy


	School/Employed/Unemployed
	Where
	Reason for Leaving/Break:

	
	
	
	

	From: mm/yy

To: mm/yy


	School/Employed/Unemployed
	Where
	Reason for Leaving/Break:

	
	
	
	

	From: mm/yy

To: mm/yy


	School/Employed/Unemployed
	Where
	Reason for Leaving/Break:

	
	
	
	

	From: mm/yy

To: mm/yy


	School/Employed/Unemployed
	Where
	Reason for Leaving/Break:

	
	
	
	

	From: mm/yy

To: mm/yy


	School/Employed/Unemployed
	Where
	Reason for Leaving/Break:


Personal and Confidential Employee Insurance Compliance

Hire Date: _____________________________

Name: ______________________________________
D.O.B: _____________________________

Address: ____________________________________
Apt/Unit: ___________________________

City: ________________________________ State:_____________     Zip Code:__________________

Social Security Number: _____________________________

Phone Number: _______________________________
Cell Number: ________________________

Drivers License Number: ____________________________
State: ________________________
Auto Insurance Carrier: ________________________________________________________________

Effective Date: ______________________
Name of Subscriber: ______________________________

Policy Number: ___________________________
Phone Number: ____________________________

I understand that it is solely my responsibility to inform Exceptional Community Services, of any suspensions, cancellations or renewals of my insurance or license by completing this form as needed. I further certify the above information is correct and true.
Signature: _______________________________________

Date: _____________________

Reporting Tuberculosis and Physical Screenings

I, ____________________________________________ have the responsibility to report Tuberculosis (TB) and hepatitis immediately to my employer (Exceptional Community Services) to safeguard and protect myself and individuals I service. I will submit my TB Skin tests and physicals annually while employed with the agency. I understand before my start date that I am responsible for submitting my TB Test results and annual physical before work can be performed.

___________________________________________


___________________

Staff Signature







Date

___________________________________________


___________________

Exceptional Community Services Representative Signature


Date 

Consent For Random Drug Screenings

I, ______________________________________, do hereby agree to submit random urine drug screenings as part of my employment requirements to help ensure the safety and well being of individuals I work with. I understand that Exceptional Community Services could ask me to submit to such test at anytime and I am prepared to comply with such request(s). I am aware that the results of these random drug screenings will be utilize to help determine my ability to provide a safe environment for the individuals, my co-workers, and myself.

____ I Consent to Exceptional Community Services random drug screenings

____ I DO NOT consent to Exceptional Community Services to do random drug screenings I may lose the opportunity for employment at Exceptional Community Services 

___________________________________________


___________________

Staff Signature







Date

___________________________________________


___________________

Exceptional Community Services Representative Signature


Date 

CONSENT FOR RELEASE OF INFORMATION
I hereby give my consent for a criminal history record check. I understand that this is a preliminary check for employment purposes and that all prior arrest information will be reported by the Georgia Crime Information Center (GCIC) to the Department of Human Services (DHS), Office of Human Resource Management Development (OHRMD), and Exceptional Community Services. I understand that information received from the criminal history check may be used as a basis for removing me from consideration for employment or separation from employment. I understand that if I am offered employment with Exceptional Community Services, my fingerprints will be taken and a more extensive background investigation will be completed. If I accept employment with Exceptional Community Services, I give consent to periodic criminal history background checks for the duration of that employment with Exceptional Community Services. I understand that failure to disclose any prior arrest will be grounds for disqualification from further consideration or termination of employment with Exceptional Community Services. I understand that this consent is voluntary; however, I acknowledge that refusal to give this consent will remove me from further consideration for the position for which I applied. I also acknowledge that providing false information or failure to disclose any information pertaining to my identity or criminal history may be a violation of O.C.G.A. § 16-10-20.   
*PLEASE PRINT LIGBLE

Full Name: __________________________________________________________________________                                             
       Last                     
         
 First                   

    Middle     
                 (Maiden)  
Address: ___________________________________________________________________________                                                                 
P. O. Box or Street  

____________________________________________________________________________________                       City                                        


  State                           

     
  Zip Code  
Social Security #: _____________________  Date of Birth: ________________ Race: _____ Sex: ____ 
HT: ____ WT: _____ Eye Color: _______   Hair Color: ______Place of Birth: ____________________
Country of Citizenship: ________________________________________________________________
Drivers' License #: ______________________________________
      DL State: __________________  
Phone Number: __________________      Email Address: _______________________________
_______________________________________________                ____________________            
Signature of Applicant/Employee                                
   

   Date    
ECS Is an Equal Employment Opportunity Employer
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