
 EMPLOYMENT APPLICATION 

INSTRUCTIONS: If you need help filling out this application form or for any phase of the employment process, please 
notify the person who gave you this form and every reasonable effort will be made to meet your needs in a reasonable 
amount of time. 

 Please read "Applicant Note” below.
 Complete all pages pf this application.
 Print clearly. Incomplete or illegible applications may not be accepted.
 If more space is needed to complete any question, use comments section on the back.
 Application will be valid for 60 days.

APPLICANT NOTE:  This application form is intended for use in evaluating your qualifications for employment with us, an 
independently owned and operate Peace of Mind Home Healthcare. This is not an employment contract. Please answer 
all appropriate questions completely and accurately. False or misleading statements during the interview and on this form 
are grounds for terminating the application process or, if discovered after employment begins, terminating employment. All 
qualified applicants will receive consideration and will be treated throughout their employment without regard to race, 
color, religion, sex, national origin, age, disability, or any other protected class status under applicable law. Additional 
testing for the presence of illegal drugs in your body may be required prior to employment. 

PERSONAL INFORMATION 

Today’s Date: _____________________________________ 

Positions(s) Applied For: ____________________________________________________ 

Name: _______________________________     _________________________________     _____________________ 
Last  First  Middle 

Current Address: _________________________________     _______________________   ______     ____________ 
 Street  City  State  Zip Code 

Previous Address: _______________________     ______     __________________________  _____    ____________  
 Street  City  State  Zip Code 

Home Phone: (______) ______________________ Work Phone: (______) _________________________ 

Cell Phone: (______) ________________________ Alternate Phone: (______) ______________________ 

Emergency Contact(s):  ____________________________________ (______) ____________________ 
 Name Phone 

____________________________________ (______) ____________________ 
 Name Phone 

Valid Driver’s License #: __________________________ State Issued:_____________ Exp. Date:__________________ 

Make & Model of Vehicle:____________________________________________ Year of vehicle:___________________  

Auto In Co:__________________________ Policy #_______________________ Exp Date:_____________________ 

Have you ever submitted an application here before? Yes / No  If yes, when? ___________________________________ 

Have you ever been employed here before? Yes / No  If yes, when? __________________________________________ 

 Peace of Mind Home Healthcare LCC an independently owned and operated.



 Peace of Mind Home Healthcare independently owned and operated 

How did you hear about our Peace of Mind Homecare? ___________________________________________

Have you have been given a copy of the job description for the position for which you have applied to review.  Yes / No 
Are you able to perform the essential functions of the job for which you are applying with or without a reasonable 
accommodation?     Yes / No 

Why are you interested in employment with us? __________________________________________________________ 

_________________________________________________________________________________________________ 

AVAILABILITY 
Due to the nature of the business, no guarantee can be made as to the schedule or the amount of hours worked. 

What date are you available to begin work? ___________________________ 

Please complete all areas of availability: 

______Mornings    ______Afternoon    _______Evenings    _______Overnights   ______Weekdays  _______Weekends 

        Please indicate the days of the week as well as the earliest and latest times that you are available for work. 

Monday Tuesday Wednesday Thursday  Friday Saturday Sunday 

Shift From: 

To: 

PREFERENCES 
Please indicate all areas of the city in which you are willing to work: 
___ Ingham County     ____Eaton County _____Other

Please indicate the types of services which you are willing to provide: 

Companionship Housekeeping (dust/vacuum) Errands/Shopping/Transportation* 

Meal Preparation Laundry/Ironing Personal Care 

Activities (games/crafts) Medication Reminders Dementia/Alzheimer’s Care 
*In order to be able to provide transportation or run errands, you will be required to have a valid driver’s license and current auto insurance. A motor
vehicle record check will be conducted and proof of insurance will be required.

Are you willing to provide service to a client with a pet?  Yes / No   If yes, which ones:  ______Cats  ______Dogs 

Are you willing to provide service to a client that smokes? Yes / No 

JOB RELATED SKILLS 
Describe any training or life skills you have that apply to caring for a senior: 
_________________________________________________________________________________________________
___________________________________ 
Describe any work history you have that would apply to caring for a senior: ____________________________________ 

________________________________________________________________________________________________ 

What do you like (or think you would like) most about working with older adults? ________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

What do you like (or think you would like) least about working with older adults? ________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

What personal rewards do you get from working with seniors?_______________________________________________ 

__________________________________________________________________________ 
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EDUCATION * 

Please circle highest grade completed: 

Grade School: 6  7  8   High School: 9  10  11  12      College: 13 14   15  16 16+ 

School Type School Name City, State Major/Subject # Yrs Attended Graduate 

High School Y / N 

Vocational/Technical Y / N 

College/University Y / N 

*For employment our minimum education requirement is either a GED or High School diploma

WORK HISTORY
Your application will not be considered unless all questions in this section are answered. Since we will make every effort 
to contact previous employers, the correct telephone numbers of past employers are essential. 

MOST RECENT EMPLOYER 

Are you currently working for this employer? Yes / No     If yes, may we contact? Yes / No 

_______________________________________   ________________________  _______  (_____)_____________________________ 
Company Name        City      State  Phone Number 

Dates Employed: From ___________ to ___________  ______________________________   _____________________________________ 
  Job Title      Supervisor's Name 

______________________________________________________________________________________________________________________ 
Duties 

 ____________________________________________________________________________ 
  Reason for Leaving 

$______________ per __________________ 
Salary                           (Hour, Week, Month)    

EMPLOYER 

_______________________________________  ________________________  _______ ( _____ )______________________________ 
Company Name      City      State  Phone Number 

Dates Employed: From ___________ to ___________  ______________________________   _____________________________________ 
  Job Title      Supervisor's Name 

______________________________________________________________________________________________________________________ 
Duties 

 ____________________________________________________________________________ 
  Reason for Leaving 

$______________ per __________________ 
Salary                           (Hour, Week, Month)    

EMPLOYER 

_______________________________________  ________________________    _______  ( _____ )_____________________________ 
Company Name      City  State  Phone Number 

Dates Employed: From ___________ to ___________  ______________________________   _____________________________________ 
  Job Title      Supervisor's Name 
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______________________________________________________________________________________________________________________ 
Duties 

$______________ per __________________  ____________________________________________________________________________ 
Salary                           (Hour, Week, Month)      Reason for Leaving 

SECURITY 

*******Please be sure to complete the attached Authorization to do a criminal and motor vehicle background check. 

As a condition of employment all employees must be “Bondable”& “Insurable”. Are you at least 19 years of age?  Yes / No 

List states and counties of residence for the past seven years: 
_________________________________________________________________________________________ 

Have you had any moving traffic violations?  Yes / No   If yes, please describe: _________________________________ 
________________________________________________________________________________________________ 

Have you been charged/convicted of a felony and/or misdemeanor/or served time Yes / No    If yes, please describe: 
Incident     City/State Charge 

1) _____________________________________________________________________________________________

2) _____________________________________________________________________________________________

Have you ever been a charged perpetrator or appeared on any child abuse registry in the last 5 years?  Yes or No. 

REFERENCES (Do not include relatives) 

Please complete all six references. Your application will not be considered unless six references are provided. Since we will 
contact these references, please notify them in advance. If we are unable to reach all 6 references, you will be asked to 
provide additional references.  

Full Name Phone Number 
Best Time of 
Day to Call Relationship 

Number of 
Years Known 

1) 
H (     ) 
W (     ) 

AM / PM 
AM / PM 

2) 
H (     ) 
W (     ) 

AM / PM 
AM / PM 

3) 
H (     ) 
W (     ) 

AM / PM 
AM / PM 

4) 
H (     ) 
W (     ) 

AM / PM 
AM / PM 

5) 
H (     ) 
W (     ) 

AM / PM 
AM / PM 

6) 
H (     ) 
W (     ) 

AM / PM 
AM / PM 

CERTIFICATION AND RELEASE:  I certify that I have read and understand the applicant note on page one (1) of this form and that the 

answers given by me to the foregoing questions and the statements made by me are complete and true to the best of my knowledge and belief. I 

understand that any false information, omissions or misrepresentations of facts in this application may result in rejection of my application or 

discharge at any time during my employment. I authorize the company and/or its agents, including consumer-reporting bureaus, to verify any of this 

information including, but not limited to, criminal history and motor vehicle driving records. I authorize all persons, schools, companies and law 

enforcement authorities to release any information concerning my background and hereby release any said persons, schools, companies and law 

enforcement authorities from any liability for any damage whatsoever for issuing this information. I release this company from any liability which 

might result from making such investigations. I also understand that the use of illegal drugs is prohibited during employment. I am willing to submit 

to drug testing to detect the use of illegal drugs prior to and during employment. I understand that this application is not a contract of employment. 

My employment is contingent upon confirmation of credentials and successful completion of drug test or criminal background check. I also 

understand that if hired, regardless of any oral presentations to the contrary, the employment relationship between Interim Management Inc, and 

myself is terminable at-will, so that both the company and I remain free to choose to end out work relationship at any time for any or no reason. Any 

changes in this employment relationship must be made in writing. My signature below acknowledges that I have read, understand, and agree to the 
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above disclosure. I also understand that due to the nature of the business, no amount of work can be guaranteed. 

____________________________________________________________ _______________________ 

APPLICANT SIGNATURE DATE 



USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  07/17/17  N   Page 1 of 3

►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,

during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later 
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number

- -

 Employee's E-mail Address Employee's Telephone Number

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 

connection with the completion of this form.

I attest, under penalty of perjury, that I am (check one of the following boxes):

1. A citizen of the United States

2. A noncitizen national of the United States (See instructions)

3. A lawful permanent resident

4. An alien authorized to work    until 
(See instructions)

(expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):   
      I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 

knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

Employer Completes Next Page



Form I-9  07/17/17  N   Page 2 of 3

USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 
of Acceptable Documents.")

Last Name (Family Name) M.I.First Name (Given Name)
Employee Info from Section 1

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 

(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the

employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative First Name of Employer or Authorized Representative Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial

B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 

the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative



LISTS OF ACCEPTABLE DOCUMENTS

All documents must be UNEXPIRED

Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.

LIST A

2. Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)

1. U.S. Passport or U.S. Passport Card

3. Foreign passport that contains a
temporary I-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

4. Employment Authorization Document
that contains a photograph (Form
I-766)

5. For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

Documents that Establish 

Both Identity and 

Employment Authorization

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
I-94 or Form I-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

b. Form I-94 or Form I-94A that has
the following:
(1) The same name as the passport;

and
(2) An endorsement of the alien's

nonimmigrant status as long as
that period of endorsement has
not yet expired and the
proposed employment is not in
conflict with any restrictions or
limitations identified on the form.

a. Foreign passport; and

For persons under age 18 who are 

unable to present a document 

listed above:   

1. Driver's license or ID card issued by a
State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

9. Driver's license issued by a Canadian
government authority

3. School ID card with a photograph

6. Military dependent's ID card

7. U.S. Coast Guard Merchant Mariner
Card

8. Native American tribal document

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

2. ID card issued by federal, state or local
government agencies or entities,
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

4. Voter's registration card

5. U.S. Military card or draft record

Documents that Establish  

Identity 

LIST B

OR AND

LIST C

7. Employment authorization
document issued by the
Department of Homeland Security

1. A Social Security Account Number
card, unless the card includes one of
the following restrictions:

2. Certification of report of birth issued
by the Department of State (Forms
DS-1350, FS-545, FS-240)

3. Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

4. Native American tribal document

6. Identification Card for Use of
Resident Citizen in the United
States (Form I-179)

Documents that Establish  

Employment Authorization

5. U.S. Citizen ID Card (Form I-197)

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

(1) NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  07/17/17  N 

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.



5. Are you a new employee?

9. Employee's Signature

Home Address (No., Street, P.O. Box or Rural Route)

3. Type or Print Your First Name, Middle Initial and Last Name

 

EMPLOYEE'S MICHIGAN WITHHOLDING EXEMPTION CERTIFICATE
STATE OF MICHIGAN - DEPARTMENT OF TREASURY

MI-W4
(Rev. 08-11)

This certificate is for Michigan income tax withholding purposes only. You must file a revised form within 10 days if your exemptions decrease or your residency status changes 
from nonresident to resident. Read instructions below before completing this form.

Issued under P.A. 281 of 1967. 

Under penalty of perjury, I certify that the number of withholding exemptions claimed on this certificate does not 
exceed the number to which I am entitled. If claiming exemption from withholding, I certify that I anticipate that I 
will not incur a Michigan income tax liability for this year.

 Date

 

11. Federal Employer Identification Number

Enter the number of personal and dependent exemptions you are claiming

Additional amount you want deducted from each pay

(if employer agrees)

6.

7.

8.

a.

b.

c.

EMPLOYEE:
If you fail or refuse to file this form, your
employer must withhold Michigan income tax
from your wages without allowance for any
exemptions. Keep a copy of this form for your
records.

INSTRUCTIONS TO EMPLOYER:
Employers must report all new hires to the State
of Michigan. Keep a copy of this certificate with
your records. If the employee claims 10 or more
personal and dependent exemptions or claims a
status exempting the employee from
withholding, you must file their original MI-W4
form with the Michigan Department of Treasury.
Mail to: New Hire Operations Center, P.O. Box
85010; Lansing, MI 48908-5010.

$ .00

 Employer: Complete lines 10 and 11 before sending to the Michigan Department of Treasury.

10. Employer's Name, Address, Phone No. and Name of Contact Person

4. Driver's License Number or State ID

6.

7.

A Michigan income tax liability is not expected this year.

Wages are exempt from withholding.  Explain: _______________________________________________________

Permanent home (domicile) is located in the following Renaissance Zone: _________________________________

Yes

No

If Yes, enter date of hire . . . . 

If you hold more than one job, you may not claim the same

exemptions with more than one employer. If you claim the

same exemptions at more than one job, your tax will be under

withheld.

Line 7: You may designate additional withholding if you expect 

to owe more than the amount withheld.

Line 8: You may claim exemption from Michigan income tax 

withholding ONLY if you do not anticipate a Michigan income

tax liability for the current year because all of the following

exist:  a) your employment is less than full time, b) your

personal and dependent exemption allowance exceeds your

annual compensation, c) you claimed exemption from federal

withholding, d) you did not incur a Michigan income tax liability

for the previous year. You may also claim exemption if your

permanent home (domicile) is located in a Renaissance Zone

or you are a non-resident spouse of military personnel

stationed in Michigan. Members of flow-through entities may

not claim exemption from nonresident flow-through

withholding. For more information on Renaissance Zones call

(517) 636-4486. Full-time students that do not satisfy all of the

above requirements cannot claim exempt status.

Visit the Treasury Web site at: www.michigan.gov/taxes

INSTRUCTIONS TO EMPLOYEE

You must submit a Michigan withholding exemption

certificate (form MI-W4) to your employer on or before the date

that employment begins. If you fail or refuse to submit this

certificate, your employer must withhold tax from your

compensation without allowance for any exemptions. Your

employer is required to notify the Michigan Department of

Treasury if you have claimed 10 or more personal and

dependent exemptions or claimed a status which exempts you

from withholding.

You MUST file a new MI-W4 within 10 days if your residency

status changes or if your exemptions decrease because: a)

your spouse, for whom you have been claiming an exemption,

is divorced or legally separated from you or claims his/her own

exemption(s) on a separate certificate, or b) a dependent must

be dropped for federal purposes.

Line 5: If you check "Yes," enter your date of hire 

(mo/day/year).

Line 6: Personal and dependent exemptions. The total number 

of exemptions you claim on the MI-W4 may not exceed the

number of exemptions you are entitled to claim when you file

your Michigan individual income tax return.

If you are married and you and your spouse are both

employed, you both may not claim the same exemptions with

each of your employers.

1. Social Security Number 







2. Date of Birth

City or Town State ZIP Code 

I claim exemption from withholding because (does not apply to nonresident members of flow-through entities - see instructions):



Form LW-4 Instructions 

Purpose:  Complete form LW-4 so your employer can withhold the correct amount of city income taxes from your pay. 

Dependents:  To qualify as your dependent (line 4 below), a person  
(a) Must receive more than one-half of his or her support from you for the year, and
(b) Must have less than $600 gross income during the year (except your child who is a student or who is under 19

years of age, and
(c) Must not be claimed as an exemption by such person’s husband or wife, and
(d) Must be a citizen or resident of the United States, and
(e) Must have your home as his/her principal residence and be a member of your household for the entire year, or

Must be related to you as follows:  Your son or daughter, grandchild, step-son/daughter, son/daughter-in-law,
father, mother, grandparent, step-father/mother, father/mother-in-law, brother, sister, stepbrother/sister, half
brother/sister, brother/sister-in-law, uncle, aunt, nephew, or niece (but only if related by blood).

Changes in exemptions:  You must file a new certificate within 10 days if the number of exemptions previously claimed 
by you decreases for any of the following reasons: 

(a) Your wife/husband for whom you have been claiming exemption is divorced or legally separated, or claims her/his
own exemption on a separate certificate.

(b) The support of a dependent for whom you claimed exemption is taken over by someone else.
(c) You find that a dependent for whom you claimed exemption will receive $600 or more income of his/her own

during the year (except your child who is a student and who is under 19 years of age).
Other Decreases: Such as the death of a wife, husband, or a dependent, do not affect your withholding until the next 
year, but require the filing of a new certificate by December 1 of the year in which they occur.

Change of Residence:  You must file a new certificate within 10 days after you change your residence from or to a 
taxing city. 

Employee: File this form with your employer.  Otherwise your employer must withhold City of Lansing income tax from 
your earnings without exemptions. 

Employer: Keep this certificate with your record. If the information submitted by the employee is not believed to be true, 
correct and complete the City of Lansing must be advised. 

FORM LW-4 EMPLOYEE’S WITHHOLDING CERTIFICATE FOR  
CITY OF LANSING INCOME TAX 

 City Resident    or  Non-City Resident 
Your Social Security Number: 

Full Name: (First, Middle and Last Name) Home Address:  (Number & Street) 

City: State: Zip Code:

1. Exemptions for yourself:

 Yourself   age 65 or over  Blind 

2. Exemptions for your spouse:

  Yourself    age 65 or over   Blind 

3. Enter Total number of
boxes checked in 1& 2:

4. Other Exemptions:
  Number of exemptions      Number of exemptions 
  for your children            for your other dependents 

5. Enter total number of Other Exemptions
in box 4 below:

6. Add the number of exemptions which you have
claimed in box 3 & 5 and write the total below:

7. Write the additional amounts you want withheld from each
paycheck, if any:

Employer’s Name and Address: 

I certify that the information submitted on this certificate is true, correct and complete to the best of my knowledge and belief. 

SIGNATURE:                                                                                                                               DATE: 





          CONFIDENTIAL 

Background Check Authorization

Print Name: 
(First) (Middle) (Last)

Former Name(s) and Dates Used: 

Current Address Since: 
(Mo/Yr) (Street) (City) (Zip/State)

Previous Address From: 
(Mo/Yr) (Street) (City) (Zip/State)

Previous Address From: 
(Mo/Yr) (Street) (City) (Zip/State)

Social Security Number: DOB:

Telephone Number: 

Drivers License Number/State: 

The information contained in this application is correct to the best of my knowledge.  

I hereby authorize                                                                and its designated agents and 
representatives to conduct a comprehensive review of my background causing a consumer report 
and/or an investigative consumer report to be generated for employment and/or volunteer purposes.  I 
understand that the scope of the consumer report/ investigative consumer report may include, but is not 
limited to the following areas: verification of social security number; credit reports, current and previous 
residences; employment history, education background, character references; drug testing, civil and 
criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; 
driving records, birth records, and any other public records.   

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all 
information, verbal or written, pertaining to me, to                                                                              or its 
agents.  I further authorize the complete release of any records or data pertaining to me which the 
individual, company, firm, corporation, or public agency may have, to include information or data 
received from other sources.                                                                              and its designated agents 
and representatives shall maintain all information received from this authorization in a confidential 
manner in order to protect the applicants personal information, including, but not limited to, addresses, 
social security numbers, and dates of birth. 

Signature: ______________________________________ Date: ______________ 
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