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HR 203A-1 –All States Excluding CA, NV, HI & MA

Genesis HealthCare, LLC
Date ________
Dear Applicant,

Thank you for your interest in a position with CareerStaff Unlimited, a subsidiary of Genesis HealthCare, LLC.

An employment application is attached.  Please keep the following in mind as you are completing the application:

· Print clearly.

· Read each section carefully and answer each question completely and honestly.  If you are not clear about a particular question or section, please ask the hiring manager to clarify for you. 
· Genesis HealthCare, LLC and its subsidiaries are committed to the ethical care and quality of life for our patients, residents, and employees.  We conduct a comprehensive background screening on all applicants who receive a conditional offer of employment.  The offer is conditioned upon the successful completion of the background screening, which includes a criminal background check. 
· Misstatements or omissions in the application shall be grounds for rejection of the application and in the event you are hired, grounds for employment termination.

· .
· Some states require that the applicant submit fingerprints for criminal background screening purposes.   If applicable, the hiring manager will notify you of this requirement.
· Genesis HealthCare< LLC and its subsidiaries are a drug-free workplace.  If offered a position, all prospective employees are required to submit to a pre-employment drug test.

· Motor vehicle record and/or credit checks may be required for certain positions.

· If you are a licensed or certified applicant, be prepared to present your credentials for verification purposes.

· If hired, you will also be responsible for providing documentation as proof of your identity and eligibility to work in the United States consistent with federal law.
· Sign and date the application where indicated.

If you have additional questions, please ask the hiring manager.
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 HR 203A-1 All States Excluding CA, NV, HI & MA
	Genesis Healthcare, LLC offers Equal Employment Opportunities to all persons without regard to race, religion, age, sex, gender identity, color, national origin, citizenship, marital or veteran status, sexual orientation, disability, or any other legally protected status under applicable laws. No question on this application is intended to secure information to be used for such discrimination. The use of this form does not mean there are positions open and does not obligate us in any manner. Your employment application is held for 6 months. You must reapply if you wish to be considered for employment beyond this period. Should you require reasonable accommodation to participate in the completion of this application, please notify us at the time of the application or when an appointment to complete the application is made.  An Equal Opportunity Employer.

	Personal Information

	

	Last Name
	First Name
	Middle Initial

	

	
	Today’s Date
	Date available to start work

	(           )
	(           )
	(           )

	Telephone Number (Daytime)
	Telephone Number (Evenings)
	Message Telephone Number

	

	Mailing Address (Number, Street, Apartment number)

	

	City
	State
	Zip

	Email Address:  __________________________________________________________________________________________________

List any other names you have worked under: _________________________________________________________________________



	Were you previously employed by Genesis HealthCare, LLC or any subsidiary (including CareerStaff Unlimited)?      Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 


	If YES, Date: ______________
	To: ___________________
	If NO, how were you referred?

	Position: ___________________________________________

Company/Division: ___________________________________

Reason for Leaving: __________________________________
	 FORMCHECKBOX 
 Advertisement (specify): _______________________________
 FORMCHECKBOX 
 Employment agency (company): ________________________

 FORMCHECKBOX 
 Employee referral (name of employee): ___________________

 FORMCHECKBOX 
 School: _____________________________________________

 FORMCHECKBOX 
 Convention: _________________________________________

 FORMCHECKBOX 
 Direct Mail: _________________________________________

 FORMCHECKBOX 
 Other (specify): ______________________________________

	List names and departments of relatives employed by Genesis HealthCare, LLC or its subsidiaries (including CareerStaff Unlimited). If additional space is needed, please list on another sheet.

	Name: _____________________________
	Relationship: ________________________
	Department: ________________________

	Name: _____________________________
	Relationship: ________________________
	Department: ________________________

	Do you have the legal right to remain and work in the United States?     Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	Are you over the age of 18 years?     Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     IF NO, employment is subject to verification that you are of minimum age.

	

	

	

	

	Can you perform the essential functions of the job for which you are applying with or without reasonable accommodation?     Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Job Interest

	Position(s) for which you are applying:
	Check preferred work schedule:

	1. ____________________________________________________
	 FORMCHECKBOX 
 Full-time
	 FORMCHECKBOX 
 On Call
	 FORMCHECKBOX 
 Per Diem

	2. ____________________________________________________
	 FORMCHECKBOX 
 Part-time
	 FORMCHECKBOX 
 Temporary

	An Equal Opportunity Employer

	Education Information
	If your school records are under a different name(s), please list those names: 
_______________________________________________________________

	Type of School
	Name and Location
	How Many Years Were Completed
	Major Course of Study
	Graduated? (Yes or No)
	Degree

	High School
	
	
	
	
	

	College/University
	
	
	
	
	

	Graduate School
	
	
	
	
	

	Technical/Business
	
	
	
	
	

	Please list any job-related professional, trade, business or civic activities, organizations, fellowships and associations in which you participated or of which you are a member. (You may omit those that indicate race, religion, age, sex, gender identity, color, national origin, citizenship, marital or veteran status, sexual orientation, disability, or any other legally protected status under applicable laws). 
___________________________________________________________________________________________________________________



	Licensure For Professional Position

	Are you now licensed or certified in your profession or occupation?     Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     In which state(s)? ​​​​​​​​​​​​​​​​​​​​​​______________________________

	If not licensed in this state, have you applied?   Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	Professional license, certificate or registration number: _____________________________________
	Expiration Date: ___________________

	Other Licensure/Certifications: ________________________________________________________
	Expiration Date: ___________________

	Have you ever had any disciplinary action against your professional license?

Yes
No
If YES, please explain.Are you currently sanctioned or have you ever been excluded by the Department of Health and Human Service or any state/federal agency from participating in a Medicare/Medicaid reimbursement program?

Yes
No
If YES, please explain. ______________________________________________________________________________________

	Employment History

	The following section must be completed, even if accompanied by a resume. Starting with your most recent job, accurately list ALL jobs you have held in the past ten (10) years. Give correct address and telephone numbers. Include volunteer experience. If additional space is needed, please list on another sheet of paper.

	1.

	Name of current/most recent employer

	
	

	Employer’s address (number/street)
	City
	State
	Zip

	Dates employed: From ________________ To __________________
	Title (starting): _______________
	Title (final): _________________

	Job duties: _______________________________________________
	Starting salary: $______________
	Ending salary: $______________

	_________________________________________________________
	 FORMCHECKBOX 
 Hourly      FORMCHECKBOX 
 Weekly       FORMCHECKBOX 
 Monthly      FORMCHECKBOX 
Annually

	_________________________________________________________
	May we contact this employer?     Yes  FORMCHECKBOX 
     No FORMCHECKBOX 


	Reason for leaving: ________________________________________
	Telephone number: (_________)________________________________

	_________________________________________________________
	Supervisor (name and title): ___________________________________

	

	2.

	Name of employer

	
	

	Employer’s address (number/street)
	City
	State
	Zip

	Dates employed: From ________________ To __________________
	Title (starting): _______________
	Title (final): _________________

	Job duties: _______________________________________________
	Starting salary: $______________
	Ending salary: $______________

	_________________________________________________________
	 FORMCHECKBOX 
 Hourly      FORMCHECKBOX 
 Weekly       FORMCHECKBOX 
 Monthly      FORMCHECKBOX 
Annually

	_________________________________________________________
	May we contact this employer?     Yes  FORMCHECKBOX 
     No FORMCHECKBOX 


	Reason for leaving: ________________________________________
	Telephone number: (_________)________________________________

	_________________________________________________________
	Supervisor (name and title): ___________________________________

	

	3.

	Name of employer

	
	

	Employer’s address (number/street)
	City
	State
	Zip

	Dates employed: From ________________ To __________________
	Title (starting): _______________
	Title (final): _________________

	Employment History (Continued)
	
	

	Job duties: _______________________________________________
	Starting salary: $______________
	Ending salary: $______________

	_________________________________________________________
	 FORMCHECKBOX 
 Hourly      FORMCHECKBOX 
 Weekly       FORMCHECKBOX 
 Monthly      FORMCHECKBOX 
Annually

	_________________________________________________________
	May we contact this employer?     Yes  FORMCHECKBOX 
     No FORMCHECKBOX 


	Reason for leaving: ________________________________________
	Telephone number: (_________)________________________________

	_________________________________________________________
	Supervisor (name and title): ___________________________________

	

	4.

	Name of employer

	
	

	Employer’s address (number/street)
	City
	State
	Zip

	Dates employed: From ________________ To __________________
	Title (starting): _______________
	Title (final): _________________

	Job duties: _______________________________________________
	Starting salary: $______________
	Ending salary: $______________

	_________________________________________________________
	 FORMCHECKBOX 
 Hourly      FORMCHECKBOX 
 Weekly       FORMCHECKBOX 
 Monthly      FORMCHECKBOX 
Annually

	_________________________________________________________
	May we contact this employer?     Yes  FORMCHECKBOX 
     No FORMCHECKBOX 


	Reason for leaving: ________________________________________
	Telephone number: (_________)________________________________

	_________________________________________________________
	Supervisor (name and title): ___________________________________

	

	Other Job-Related Training/Experience

	Have you received any specialized training which would qualify you for the position for which you are applying that you have not already listed on this application? If so, please state what training or experience you have had.

	______________________________________________________________________________________________________________________

	______________________________________________________________________________________________________________________

	______________________________________________________________________________________________________________________

	______________________________________________________________________________________________________________________



	PLEASE ENSURE THAT YOUR APPLICATION IS COMPLETE.   ANY OMISSIONS MAY BE GROUNDS FOR REJECTION.



	Please Read The Following Carefully

Before Signing This Application Form Below



	I hereby certify that I have not knowingly withheld any information that might adversely affect my chances for employment and that the answers given by me are true and correct to the best of my knowledge. I hereby certify that I, the undersigned applicant, have personally completed this application, or have noted the name of the individual assisting me in the completion of this application.

I understand that any omission or misstatement of material fact on this application, or on any document used to secure employment, shall be grounds for rejection of this application, or for immediate discharge if I am employed, regardless of the time elapsed before discovery. 

I hereby consent and authorize Genesis Healthcare LLC  (GHC) and its subsidiaries to thoroughly investigate my references, work record, education, and other matters related to my suitability for employment contained in this application and any attached documents.  I further authorize my former employers to disclose to GHC and its subsidiaries any and all letters, reports, and other information related to my work records, without giving me prior notice of such disclosures. In addition, I hereby release GHC  and its subsidiaries, my former employers, and all other persons, corporations, partnerships, and associations from any and all claims, demands, or liabilities arising, or that may arise, out of, or in any way related to, such investigation or disclosure.

I acknowledge and agree that this application will be considered by GHC  and its subsidiaries for no longer than 6 months from the date it was made. I understand that nothing contained in the application or conveyed during any interview, which may be granted, is intended to create an employment contract between myself and GHC or its subsidiaries. In addition, I understand and agree that if I am employed, my employment is at will and is for no definite or determinable period and may be terminated at any time, with or without prior notice, and for any reason or no reason, at the option of either myself or GHC or its subsidiaries, and that promises or representations contrary to the foregoing, or given at any time in the future, are not binding. If employed, I will comply with all rules, regulations, instructions, policies and procedures.

I understand that such rules, regulations, policies and procedures do not constitute a contract of employment and are subject to change at any time and without advanced notice.

I understand it is the policy of GHC  and its subsidiaries to comply with the Drug-Free Workplace Act of 1988.

I understand that some states in which GHC and its subsidiaries conduct business require healthcare professionals to undergo a job-related physical. I agree to undergo a post-offer/pre-employment physical if employed in any state with such requirement.

I understand an offer of employment is conditioned upon complying with all of GHC and its subsidiaries’ pre-employment requirements including but not limited to, signing any requested consent for GHC and its subsidiaries to conduct an investigation or obtain a report about my background, including but not limited to my criminal background/record.


	APPLICANT’S SIGNATURE
	DATE

	If this application has been completed by an individual other than the above applicant, please print name here:
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