
APPLICATION FOR EMPLOYMENT 

  
                                                                                                                                                      NOTICE TO APPLICANTS 

Screening tests for illegal drug use and 
background checks are required as a 
condition of employment.  

Date __________________ 

vvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvv 
SECTION I:  GENERAL INFORMATION 

Name_______________________________________________________  Social Security Number _______________________  

Current Address ______________________________________________  Home Phone________________________________  

___________________________________________________________  Business Phone______________________________  

Position Applied For: __________________________________________  Date Available ______________________________  

Part Time �          Full Time  �         Please check shifts you are willing to work:  7am-3pm �       3pm-11pm  �        11pm-7am  � 

Days Unable to Work: _________________________________________  Salary Requirement __________________________  

Have you ever worked at LMC, LMC Extended Care and/or any other Lexington County Health Services District affiliate?

Yes  �  No  �     If yes, when? ________________________________________________  

Do you have any relative employed at LMC Extended Care:  Yes �   No �  If yes, who? ________________________________  

Are you legally eligible for employment in the United States?  Yes  �     No �     If yes, you will be required to verify your identity 

and employment authorization in the event you are hired.   

Have you ever been debarred or excluded from providing healthcare or sanctioned by any healthcare regulatory body or agency?               

     Yes  �     No  �  If yes, please explain______________________________________________________________________  
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Have you ever been discharged or asked to resign from employment?   Yes  �    No  �    If yes, why? ________________________  

How will you get to work? ___________________________ Will you have any difficulties in getting to work?    Yes  �   No  �  

If yes, please explain_________________________________________________________________________________________  

Driver’s License # __________________________________  State ____________________  Expiration Date _________________  

Please list any special skills, experiences, professional associations or honors which you feel would qualify you for the job for which 

you have applied: 

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Referral Source:    Responding to Ad  �  If yes, type of Ad (i.e., newspaper, magazine, radio) ______________________________         

Referred by Friend/Relative  �     Recruited by Employee  �  (Provide Name) ________________________________________  

 

vvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvv

 
 
SECTION II:  EDUCATION 
 

SCHOOL NAME LOCATION DEGREE/DIPLOMA 
High School   

College   

Technical School   

Other   

 

 
Lexington Medical Center Extended Care is an Equal Opportunity  Employer and pledges to provide equal opportunities without regard to
race, color, religion, age, sex, national origin, disability or military status. 



PROFESSIONAL/TECHNICAL SKILLS 

For positions requiring submission of certificates, licenses, etc., this application is not complete until such documentation is received. 

License/Registration/Certification held ________________________  License/Registration/Certification # ___________________  

Issue Date ___________________  Expiration Date___________________  States in which currently licensed____________  
vvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvv 
SECTION III:  PREVIOUS EMPLOYMENT 

List all employers beginning with the most recent:  Explain any periods of unemployment not related to school. 

Employer’s Name, Address 
and Telephone Number 

Time Employed 
   From            To 

Job Title Duties Reason for Leaving  

      
 
 

   Salary   
Name While Employed: 
 

     

Employer’s Name, Address 
and Telephone Number 

Time Employed 
   From            To 

Job Title Duties Reason for Leaving  

      
 
 

   Salary   
Name While Employed: 
 

     

Employer’s Name, Address 
and Telephone Number 

Time Employed 
   From           To 

Job Title Duties Reason for Leaving  

      
 
 

   Salary   
Name While Employed: 
 

     

Employer’s Name, Address 
and Telephone Number 

Time Employed 
   From           To 

Job Title Duties Reason for Leaving  

      
 
 

   Salary   
Name While Employed: 
 

     

If presently employed, may your employer be contacted at this time for a reference?  Yes �    No  � 
vvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvv 

SECTION IV:  PERSONAL REFERENCES   Please list persons who have known you for at least one year.   (Not relatives) 

Name Address City/State Zip Phone 
__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  
vvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvv 

INCOMPLETE OR UNSIGNED APPLICATIONS WILL NOT BE CONSIDERED. 
vvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvv 

CERTIFICATION OF APPLICANT:  I affirm , agree and/or understand that all statem ents on this form are true and accurate, and any  false information given or any 
omission of facts may result in my being disqualified or my being discharged if already employed.  I also agree and/or understand that I may be required to successfully 
pass a medical examination as a condition of em ployment.  I understand that nothing contained in th is employment application is intended to create an em ployment 
contract between LMC Extended Care and myself or for the providing of any benefits.  No promises regarding employment have been made to me, and I understand that 
no such promise or guarantee is binding upon LM C Extended Care unless m ade in writing.  If an employment relationship is establ ished, I understand that I have the 
right to terminate my employment at any time with or without reason and that LMC Extended Care retains a similar right.  I authorize all persons, schools, companies, 
corporations, and law enforcement agencies to supply  any information concerning my background, and release them from any liability and responsibility arising from 
their doing so. 
 
Name: _________________________________________________________________________  Date____________________________________________  
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