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	1010 Woodman Drive, Dayton, OH 45432
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	Application for Employment
	
	
	

	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Instructions for completing Job Application

1. Print application.

2. Complete all five (5) pages. Make sure you have signed and dated the application form. 

3. Return the completed application either by mail:

Dayton Outpatient Center

1010 Woodman Drive

Suite 215

Dayton, OH 45432

Or Fax to:

(937) 252-1224

If you have questions please contact Sonya Olszewski at (937) 252-2000 or email at sonyao@daytondoc.com

	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


DAYTON OUTPATIENT CENTER
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1010 Woodman Drive, Dayton, OH 45432

Application for Employment

(Please Print)

Name:______________________________________________________________________________________________________________________

              

Last                        


 First                                      

Middle

Address: ___________________________________________________________________________________________________________________

                               Street                     




City          

State      
    
 Zip Code 
Phone Number: _(____)___________________Alternate Phone Number: _(____)__________________________

Best Time To Call:___________________________________________________E-Mail Address: ________________________________________

Social Security Number: _____.________.__________
Salary Desired:  ______________________________________________

Have you lived outside the state of Ohio during the past 5 years?        

ٱ   Yes        
ٱ   No

If yes, Please explain: _________________________________________________________________________________________________________

Are you legally authorized to work in the U.S.?                                     

ٱ   Yes      
ٱ   No

Position Applied For:_________________________________________ Date Available: ________________________  Hours per Week:_____________

Check all employment conditions you are willing to accept:

ٱ Full Time
ٱ Part Time 
ٱ Temporary 
ٱ PRN (as needed)   

ٱ Summer

ٱ Days

ٱ Evenings
ٱ Nights

ٱ Weekends & Holidays
ٱ Rotating Shifts
Are you currently or have you previously been employed by:

Yes
No
Facility


Date of Employment
Current or Last Position Held

ٱ
ٱ
MVUC Woodman

____________________
______________________________

ٱ
ٱ
MVUC Springboro

____________________
______________________________

ٱ
ٱ
MVUC Dayton Mall

____________________
______________________________

ٱ
ٱ
MVASC


____________________
______________________________

ٱ
ٱ
Pain Management Clinic
____________________
______________________________

ٱ
ٱ
Dayton Medical Associates
____________________
______________________________

How were you referred to DOC:

ٱ DOC reputation

ٱ Internet

ٱ Newspaper
ٱ Walk In

ٱ Employment Agency

ٱ Employment Referral
ٱ CCF Website
ٱ Journal

ٱ On-Campus
ٱ Telephone Directory

__________________________
Radio/TV

ٱ Job Fair

ٱ School Counselor
ٱ Other____________________

Do you have relatives working at the Dayton Outpatient Center: 
ٱ Yes  

ٱ No  (If Yes, Please Specify)

Name____________________________Department____________________________________Relationship___________________

Name ____________________________Department____________________________________Relationship___________________

The policy of Dayton Outpatient Center is to provide equal opportunity to all of our employees and applicants for employment. Decisions concerning employment, transfers and promotions are made upon the basis of the best qualified candidate without regard to color, race, religion, national origin, age, sex, sexual orientation, marital status, ancestry, status as a disabled or Vietnam era veteran or any other characteristic protected by law.

Education(List all Schools Attended)

	
	HIGH SCHOOL NAME AND LOCATION
	CITY, STATE
	HIGHEST GRADE COMPLETED

	
	
	
	

	
	
	
	


	
	
	MAJOR/
	DEGREE/

	COLLEGE AND/OR SCHOOL OF NURSING
	CITY, STATE
	CREDIT HOURS
	YEAR

	
	
	COMPLETED
	COMPLETED

	
	
	
	

	
	
	
	


	OTHER TRAINING
	
	HOURS, CREDITS OR

	(Trade, Technical, Vocational, Military)
	COURSE
	CERTIFICATES

	
	
	

	
	
	


Special Training/Skills

Office Skills or Experience: You may be asked to demonstrate skill in these areas

ٱ Word Processing __________wpm

ٱ 10 Key 

ٱ Medical Transcription
     
ٱ ICD9+CPT Coding

ٱ Shorthand________________wpm

ٱ Medical Terminology (where acquired:_____________________________________________)

Word Processing (what type): ___________________________________________________________________________________________________

Software/Computer Skills:     ____________________________________________________________________________________________________

Other: ______________________________________________________________________________________________________________________

Professional Licenses and/or Certifications

Has your professional license ever been suspended or revoked?


ٱ Yes


ٱ No

If yes, Please explain __________________________________________________________________________________________________________

Is any action currently pending that could result in suspension or revocation?

ٱ Yes


ٱ No

If yes, Please explain __________________________________________________________________________________________________________

Are you currently:

ٱ Registered

ٱ Licensed

ٱ Certified
Type: ____________________

Which States?___________________________________________
If not in Ohio, have you applied?

ٱ Yes

ٱ No

Professional licensure and /or registration number in the state of Ohio: ___________________________________________________________________

Date of initial licensure: ________________________________________________
Expiration date of licensure: ____________________________

U.S. Military Service (Please complete if you are Veteran)

Branch of Service: ____________________________________________________________________________________________________________

Date Entered: ___________________________________________________  Date of Separation :  ___________________________________________

References: Please list business or work related references and their relationship to you


Name




Relationship




Telephone Number

1. __________________________________________________________________________________________________________________________

2. __________________________________________________________________________________________________________________________

3. __________________________________________________________________________________________________________________________

Employment Record:

	Instructions:

· Please complete the following information in full

· List most recent job first

· List each promotion as a separate job

· List all activities including self employment and relevant volunteer experience 

	Date of Employment

From                                                                                                     To
	Title of Position

	Name of Employing firm
	Type of Business

	Address

                                                        State                                              Zip 
	ٱ Part Time

ٱ Full Time        

Department:__________________                                                                    
	May we contact them for reference?

Ph:



	Supervisor
	Salary:

Starting                                             Final

	Description of Duties
	Reason for Leaving


	Date of Employment

From                                                                                                     To
	Title of Position

	Name of Employing firm
	Type of Business

	Address

                                                        State                                              Zip 
	ٱ Part Time

ٱ Full Time        

Department:__________________                                                                    
	May we contact them for reference?

Ph:



	Supervisor
	Salary:

Starting                                             Final

	Description of Duties
	Reason for Leaving


	Date of Employment

From                                                                                                     To
	Title of Position

	Name of Employing firm
	Type of Business

	Address

                                                        State                                              Zip 
	ٱ Part Time

ٱ Full Time        

Department:__________________                                                                    
	May we contact them for reference?

Ph:



	Supervisor
	Salary:

Starting                                             Final

	Description of Duties
	Reason for Leaving


Applicant: Please read carefully before signing

Have you ever been convicted of, or pled guilty to, any felonies? 


ٱ Yes


ٱ No

(A “yes” answer will not automatically disqualify you from consideration.)

If Yes, Please explain:

____________________________________________________________________________________________________________________________

Have you ever been disqualified from or denied participation in any federal or state health care program (e.g. Medicare, Medicaid, Champus)?

ٱ Yes


ٱ No

If Yes, Please explain:

____________________________________________________________________________________________________________________________

My application for employment with Dayton Outpatient Center is made with the understanding that nothing contained I this application or in the granting of an interview is intended to create a contract between Dayton Outpatient Center and myself for either employment or for providing of any benefit. Further, if Dayton Outpatient Center and I enter into an employment relationship, I understand that I may terminate my employment at any time and for any reason and I understand that any false information, omissions, or misrepresentations of fact called of in this application may result in rejection of my application or discharge at anytime during my employment. I authorize Dayton Outpatient Center to obtain information concerning me from current or former employers, references, education institutions and state and federal agencies for public records including, but not limited to, motor vehicle or criminal records. I release all concerned from any liability or damage whatsoever for issuing this information.

________________________________________________________________________________________________________________________

Applicant Signature










Date

DAYTON OUTPATIENT CENTER

1010 Woodman Drive, Dayton, OH 45432
Ph: (937) 252-2000
Fax: (937) 252-1224

Division of Human Resources

Applicants please complete Sections I and II

I .
Authorization:







Date:_______________________
I voluntarily authorize you to verify the information below and provide any other information requested regarding my job performance and service with (company name)

and release you from any liability for issuing such information.

I understand that any statement made on this form will be considered confidential and I hereby release Dayton Outpatient Center from any liability related to the information provided by the above organization.

___________________________________________________________________________________________________________________Signature of Applicant






Social Security Number
___________________________________________________________________________________________________________________ Printed Applicant Name







Other Name(s) Used
II.
Employer Information:
Employer: _______________________________________________________________________Phone:_____________________________

Address:   __________________________________________________________________________________________________________

City:         ___________________________________________________  State:  ________________________  Zip: ____________________

Dates of Employment: From ___________________________________________  To:  ___________________________________________

Position Title: _________________________________________________________ Department: ___________________________________

Supervisor’s Name: _____________________________________________________Title: ________________________________________

Reasons for Leaving: _________________________________________________________________________________________________
Employer: Please complete section III

To Whom It May Concern:
The above-named applicant has applied for employment with Dayton Outpatient Center and has submitted the following information to be verified from his / her employment record. Please review Sections I and II and complete Section III providing any additional information regarding his / her performance. 

III.
To current/Former Employer:

Are employment dates correct?


ٱ Yes
ٱ No
From ______________________To_______________________

Is position title correct?


ٱ Yes
ٱ No
Other Title: __________________________________________

Is reason for leaving correct? 


ٱ Yes
ٱ No
Other reason: ________________________________________

Is employee reemployable?


ٱ Yes
ٱ No
Reason if not: ________________________________________



Excellent

Good

Average

Below Average

Quality of work



    ٱ

 ٱ

  ٱ

     ٱ 

Attendance



    ٱ

 ٱ

  ٱ

     ٱ

Cooperation



    ٱ

 ٱ

  ٱ

     ٱ

Additional Comments:  ________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

Signature: _______________________________________________Title: ____________________________________Date:_______________________

For DOC representative:

HR: ____________________________________________________________________________________________Date: _______________________
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