(’. Faith Foundation Children's Home

) Hea/r’ny Hearts & Renewing Mind s

D. Joy Booth, LPC, CFTP, Clinical Program Director, Executive Director
Buck Proffer, Sr. Pastor, CEO

In order to process your application in a timely manner, we need you to supply
a copy of the following required documents:

¢ Driver’s License
¢ Social Security Card
¢ Diploma/Hiset or GED

Once you have provided us with the required documents along with the
completed application, we will begin the application process which will be
followed by an interview. If you are qualified to work, you will be notified by
phone from the HR department who will then schedule an interview with you. We

appreciate your interest in our company and hope to have you as part of our team
soon.

If submitting digitally, fill out and email to info@faithcares4u.com along with
attached documents.
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Faith Foundation Children's Home
Hea/r’ﬁg Hearts & Renewing Minds

D. Joy Booth, LPC, CFTP, Clinical Program Director, Executive Director
Buck Proffer, Sr. Pastor, CEO

Last Name First Middle Date

Street Address Home Phone
City, State, Zip emall Cell Phone
Soclal Security Number Date of Birth Pay Expected
Position Applying For: Shift Preference:

Have you ever applied for employment with us before?
If so, what month/year?

Apart from religious observance, are you avalilable for full-time work? Yes or No
If not, what hours can you work?

Would you be interested in a PRN (as needed) position? Yes or No

No

Will you work overtime if asked? Yes or No

No

When will you be available to work?

Are you legally eligible for employment in the United States? Yes or No

No
Are you over 21 years of age? Yes or No
No
Have you ever been convicted of a crime (Including convictions following a plea of guilty or no contest) in the past ten years?
Do notinclude minor traffic violations or convictions that have been expunged from your record. Yes or No N
0}
Have you lived outside of the state of Missouri in the last five years? Yes or No
If so, where?
No
Name and Location Number of Years Did you Degree of
Course of Stud .
School of School ursp tucy Completed Graduate? Diploma
Graduate Yes
College Yes
Business/ Yes
Trade
High School Yes
Elementary Yes

Prospective employees will receive consideration without discrimination because of race, creed, color, sex, age,
national origin, handicap or veteran status.



Membership in Professional or Civic Organizations

(exclude those which may disclose your race, color, religion, or national origin)

Employment

Please give accurate, complete full-time and part-time employment record. Start with your

Company Name:

Address:

Name of Supervisor:

State Job Title and Describe Your Work:

present or most recent employer.

Telephone:

Employed - (State Month and Year):

to

Rate of Pay:

Start Last

Reason for Leaving:

Company Name:

Address:

Name of Supervisor:

State Job Title and Describe Your Work:

Telephone:

Employed - (State Month and Year):

to

Rate of Pay:

Start Last

Reason for Leaving:

Company Name:

Address:

Name of Supervisor:

State Job Title and Describe Your Work:

Telephone:

Employed - (State Month and Year):

to

Rate of Pay:

Start Last

Reason for Leaving:

We may contact employers listed above unless you indicate those you do not want us to contact.

Employer Name:

Reason:



Did you serve in the Armed Forces? yag if yes, what Branch?
Have you ever worked for the state before? Yes if yes, where?

Describe the training received relevant to the position for which you are applying:

References
(Please list three references that are not related to you.)

Name Address Phone Number

2
3

Please provide history of any previous child care settings in the past 5 years:
Description: Dates:

Mail to:
Faith Foundation Children’s Home
Attn: HR Department
P.O. Box 25
Fredericktown, MO 63645



(7 Faith Foundation Children's Home

Healing Hearts & Renewing Minds

&)

D. Joy Booth, LPC, CFTP, Clinical Program Director, Executive Director
Buck Proffer, Sr. Pastor, CEO

APPLICANT CONSENT TO REFERENCE CHECKS

We want you to know that we will be checking your references as part of our hiring process.
This will include contacting your former employers for the past five years, at least three personal
references of whom are not related to you, as well as friends, acquaintances, and business
associates. We may ask a series of questions about your personal background, work experience,
character, education, personality, and your ability to work with children.

After reading this policy, please indicate by signing this form in the space provided:

I have read and fully understand the foregoing and voluntarily consent to allow Faith Foundation
Children’s Home to check my references by contacting any person whom they deem to be an
appropriate reference. Questions may be asked about my personal background, work experience,
character, education, personality, and my ability to work with children.

Signature Date

‘-Fbm.“ ‘
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_SHP-159F  00/07
Missouri State Highway Patrol / Missouri Department of Social Services
REQUEST FOR CHILD ABUSE OR NEGLECT / CRIMINAL RECORD

TYPE OF SERVICE (Check ALL that apply) See reverse side for further instructions. TYPE OF DAYCARE PROVIDER
|:| (1) CD Central Registry Child Abuse Search Only - No Charge
[C](2) Name Search - $9.00 (Criminal record, child abuse, or neglect, central registry search)
[1(3) Fingerprint Search [ (2) License Exempt
[]$14.00 (Authorized Statute 210.487)
[1$20.00 (All other request)

[J (1) License

O (3) Registered

IDENTIFYING DATA (Please type or print information legibly in ink.) The subject of the request must complete the next section and sign.

APPLICANT'S NAME (Last, First, Ml, Jr., Sr., lil)

MAIDEN NAME DATE OF BIRTH (MM/DD/YY) | STATE OF BIRTH SEX RACE

ALIAS NAME(S) SOCIAL SECURITY NUMBER DRIVER'S LICENSE NUMBER / STATE
/

ADDRESSES FOR PAST 5 YEARS
STREET clTy STATE |STREET CITY STATE

Have you ever been found guilty to or been convicted of any criminal act in this state or any state?

Cves (Complete section below) [CINo. I have not been found guilty to or been convicted of any criminal offense in this state or any state.

DATE CITY STATE COUNTY CIRCUMSTANCES (Idenlify charges, attach separate page, if necessary.)

Have you ever been substantiated as a perpetrator in any child abuse or neglect report made to the Children’s Division in this state or any state?

[CIves (Complete section below) [CINO, I have not been substantiated as a perpetrator in any child abuse or neglect report.

DATE city STATE COUNTY CIRCUMSTANCES (Attach separate page, if necessary.)

The information provided is complete and accurate to the best of my knowledge. | understand it is unlawful to withhold or falsify information
required on this form. | grant permission to the Department of Social Services to obtain any and all information needed to process my request
and to use the information as permitted by law.

SIGNATURE OF APPLICANT (REQUIRED IN INK) DATE

SIGNATURE OF REQUESTOR (Required in ink) ) DATE

TITLE OF CHILD CARE PROVIDER TELEPHONE

STATE AGENCY STATE VENDOR OR CONTACT NO. (If applicable)

CHECK APPROPRIATE BOX

[J CHILD CARE RELATED EMPLOYMENT [[JDOH / CCB CHILD CARE BUREAU [ SCHOOLS / PUBLIC AND PRIVATE
[ CHILD CARE RELATED VOLUNTEER []DMH / DMH VENDOR [J cb CONTRACT PROVIDER
] cD LICENSURE [CJHEALTH CARE [JOTHER
COMPLETE RETURN ADDRESS (REQUIRED ON EACH APPLICATION) SEND FEE & FORM TO:
Complete your mailing label below
Confidential Mail Missouri State Highway Patral
Criminal Records and Identification Division
AGENCY NAME P.0. Box 9500
Jefferson city, MO 65102
ATTENTION
ADDRESS

CITY, STATE, ZIP CODE

MO 821-0353 (3-07)



Missouri Department of Health and Senior Services FCSR USE ONLY
Family Care Safety Registry

Register online at www.health.mo.gov/safety/fcsr OR mail this form, copy of

WORKER REGISTRATION Social Security card, and payment to Missouri Dept. of Health and
Senior Services, Fee Receipts, PO Box 570, Jefferson City, MO 65102.

.Y

EGISTRATION TYPE (Check all that apply. Complete column on right only if Long Term Care/Personal Care selected from left.)

Adoptive Parent (Agency Name: ) Long Term Care / Personal Care

[

[ child Care Subcategories (Complete if LTC/PC selected at left.)
E lIflc(ajsst;)ai;aliarent/Famin Member of Foster Parent (County Office: ) Adult Day Care

[] Long Term Care/Personal Care (Please choose subcategory at right =.) Assis'ted Living Facility

O Mental Health/Psychiatric Hospital Hospice

O

Voluntary (Select voluntary if no other registration type applies.) Hospital LTAC/Swing Bed

Mental Health ~ Residential Facility/ICF
Nursing Facility/Skilled Nursing

A one-time registration fee of $12.00 applies to all categories except Foster
Parents. Foster Parents must list the Children’s Division county office.

Personal Care - Home Health
Personal Care — In-Home Services
Personal Care — Consumer Directed

Register only once. If you believe you have already registered, check our
website at wwww.health.mo.gov/safetv/fesic or call, toll free, 866-422-6872.
SOCIAL SECURITY NUMBER (Mail copy of card with form.)

oooooodood

Services/Center for Independent Living
Personal Care — HCY/PDW/DDD/Other

O

PERSONAL INFORMATION (Provide all names vou have used, starting with most recent. Include legal names and nicknames.)

LAST NAME FIRST NAME MIDDLE NAME SUFFIX (Jr., Sr., II, 1)

MAIDEN NAME (If applicable) PRIOR NAMES USED (If applicable, fist first and last names.) DATE OF BIRTH (mm-dd-yyyy) | GENDER

- Ov Or
CONTACT INFORMATION

MAILING ADDRESS (Enter your street address or post office box. This address must be different from Employer Address.)

CITY STATE ZIP CODE COUNTY
TELEPHONE EMAIL ADDRESS (Required) COUNTRY (Complete only if U.S. territory/outside U.S.)

_EMPLOYER ASSOCIATED WITH THIS REGISTRATION (Complete either left or right column, not both.)

| | My current/potential child care, long term care or mental health care employer is: [ | No Employer, because | am a(n):
EMPLOYER NAME .

Faith Foundation Children’s Home LT eaionitys) Pecent

al [] Foster Parent/Family Member

EMPLOYER ADDRESS [0 Home Child Care Provider

POBox 25 [ Private Pay/Private Duty
EMPLOYER CITY STATE ZIP [0 Student

Fredericktown MO 63645 [J volunteer
EMPLOYER TELEPHONE EMPLOYER CONTACT NAME EMPLOYER CONTACT TITLE [] Other (Explain: )
( 573 ) 783 - 4400 Leslie German Office Manager

REGISTRATION AGREEMENT

The information provided is complete and accurate to the best of my knowledge. | understand it is unlawful to withhold or falsify information required on this
form. | grant my permission for the Missouri Department of Health and Senior Services (DHSS) to obtain any and all background information authorized by
law to process this request. Furthermore, | authorize the DHSS to release the fact that | am a registrant in the Family Care Safety Registry (FCSR) and any
related background information to the requester of the FCSR for employment purposes only, as provided in §210.921, subsection 1, subdivisions (1) and (2),
RSMo. For purposes of the FCSR, “employment purposes” includes direct employer/employee relationships, prospective employer/employee relationships,
and screening and interviewing of persons or facilities by those persons contemplating the placement of an individual in a child care, elder care or personal
care setting. | understand that if | dispute the information contained in the FCSR | have the right to appeal the accuracy of the transfer of information to the
FCSR within thirty (30) days of receiving the results of the background screening.

NOTICE: The FCSR may choose to deposit the check enclosed electronically as an ACH debit entry to my designated bank account. | understand that my
signature below authorizes my financial institution to deduct this payment from my account. In the event that DHSS or its subcontractor is unable to secure
funds from my account or | provide insufficient or inaccurate information regarding my account, my obligation to the DHSS will remain unpaid and further
collection action may be taken by the DHSS or its subcontractor, including, but not limited to, retumed check fees.

SIGNATURE OF APPLICANT (Must be signed in blue or black ink.) DATE OF SIGNATURE (Must be within six months of submission.)

> -

MO 580-2421 (FP) Rev. 10/15




Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
X OMB No. 1615-0047

U.S. Citizenship and Irnmigration Services Expires U8/3 112019

—

RS T S T TR e T S e

» 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 expiralion date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form. I-9 no. Iater

than the fi rst day of employment but not before accepung a job offer.) o

Last Name (Family Name) First Name (Given Name) Middle Initial Olher Last Names Used (if any)
Address (Street Number and Name) Apl. Number [ Cily or Town Stale 21P Code

Dale of Birth (mm/dd/yyyy) U.S. Social Securily Number j Employee’s E-mail Address Employee's Telephone Number

| 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.

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

I:l 1A cnllzen or the Unlted Slales

D 2.A noncitizen nauonal of the Uniited Stales (See lnstrucllons)

|:| 3. A lawlul permanent residenl  (Alien Registralion Number/USCIS Number)'

4. An allen aulhorlzed lo work unl:l (explrallon date if appllcable mmlddlyyyy)
Some aliens may wrile "N/A" in the expiralion dale field. (See instructions)

. . . o N OR Code - Seclion 1
Aliens authorized to work must provide only one of the following document numbers lo complete Form I-9: | Do Net Write In Trs Space

An Alien Regislration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passporl Number. 1

i 1, Alien Registralion Number/USCIS Number: !

OR *

2. Form 1-94 Admission Number:
OR

3. Foreign Passport Number:

Counlry of Issuance:

Signature of Employee Today's Date {mm/ddfyyyy)

Preparer and/or Translator Certification (check one):
p did not use a preparer or translator. A preparer(s) andfor translalor(s) assisted the employee in completmg Secbon s
ields below must be completed and signed when preparers and/or translators assist an employee in completing. Section 1.) -
| attest, under penalty of perjury, that | 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 Translalor

Today's Dale (mm/dd/yyyy)

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

Address (Streef Number and Name) City or Town Slate ZIP Code

@ Employer Completes Next Paye @f

Form [-0 11/}47201G N Page 1 of 3



USCIS

Employment Eligibility Verification

’ Form I-9
Dep.a‘rtmen.t of Homel_and ’Secunt).' OMB No. 1615-0047
U.S. szenshnp and lmmxgrauon Services Expices 08/31/2019

must physically examine one document from Lisi A OR a-combination of one docUmenl from List B and one document from L:s
of Acceptable Documents.")

Employee Info from Section 1 Last Name (Family Name) First Name (Given Name) M.l. | Citizenship/immigration Stalus
List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Tille Document Tille Document Title
Issuing Authorily Issuing Authorily Issuing Aulhorily
Documenl Number Documenl Number Documenl Number
Expiration Dale (if any)(mm/ddlyyyy) I Expiralion Date (if any)(mm/dd/yyyy) Expiration Dale (if any)(mm/ddlyyyy)
Document Tille
i A QR Code - Seclions 28 3
Additional Information DaINGt W3 I ;hl.;space

Issuing Authorily

Document Number

Expiralion Dale (if any)(mm/dd/yyyy)

Document Tille

Issuing Aulhorily

Document Number

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

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to reiate 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)

Signalure of Employer or Authorized Representalive Today's Dale(mm/dd/yyyy) Tille of Employer or Aulhorized Represenlaliv_e

Last Name of Employer or Aulhorized Represenlalive | First Name of Employer or Authorized Represenlative | Employer's Business or Organizalion Name

~

State ZIP Code

Employer's Business or Organizalion Address (Streel Number and Name) | Cily or Town

Section 3. Reverification and Rehires (7o be completed and-signed by émployer or authorized representative;) -
A. New Name (if applicable) B. Dale of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/datyyyy)

C. Ifthe employee's previous grant of employmenl authorization has expired, provide the informalion for the documenlt or receipl thal eslablishes
continuing emptoyment authorization in the space provided below.

Document Tille DocumentNumber Expiralion Dale (if any) (mm/dd/yyyy)

| 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) | have examined appear to be genuine and to relate to the individual.
Name of Employer or Authorized Representalive

Signalure of Employer or Aulhorized Represenlalive | Today's Dale {mm/ddfyyyy)

Form [-9 11714/2016 N Page 2 of 3



(’ Faith Foundation Children's Home

} Healing Hearts & Renewing Minds

D. Joy Booth, LPC, CFTP, Clinical Program Director, Executive Director
Buck Proffer, Sr. Pastor, CEO

PRE-EMPLOYMENT DRUG/ALCOHOL TESTING
CONSENT AND RELEASE FORM

I hereby consent to submit to a drug test and to furnish a sample of my urine, and/or blood for analysis, as shall
be determined by Faith Foundation Children’s Home in order to meet with their policy regarding the selection
of applicants for employment.

I further authorize and give full permission to have the Company and/or its authorized agents and/or physicians
to send the specimen or specimens so collected to a laboratory for a screening test for the presence of any
prohibited substances under the policy, and for the laboratory or other testing facility to release any and all
documentation relating to such test to the Company. I further agree to and hereby authorize the release of the

results of said tests to the Company.

I understand that it is the current use of illegal drugs that would prohibit me from being employed at this
Company.

I further agree to hold harmless the Company and its agents and physicians from any liability arising in whole
or part, out of the collection of specimens, testing and use of the information from said testing in connection
with the Company’s consideration for application of employment.

I further agree that a reproduced copy of this pre-employment consent and releases form shall have the same
force and effect as the original.

I have carefully read the foregoing and fully understand its contents. I acknowledge that my signing of this
consent and release form is a voluntary act on my part ad that I have not been coerced into signing this
document by anyone.

Employee Printed Name Social Security Number
Employee Signature Date
Witness Printed Name Witness Signature

e

&
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PO. BOX 25 FREDERICKTOWN, MO 63645 | P (573) 783-4400 | F (573) 783-4409
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D. Joy Booth, LPC Clinical Program Director
Angela Lewis, PLPC, Executive Diractor
Buck Proffer, Sr. Pastor, CEO

RESIDENTIAL TREATMENT AGENCY FOR
CHILDREN AND YOUTH APPLICANT FORM

To comply with the Department of Social Serviees — Children’s Division licensing
requirements — all applicants who will be working at Residential Treatment Agency for
Children and Youth or Child Placing Agency and have lived in another state fiye (5) years
prior to application date must obiain a Child Abuse and Neglect and Criminal background

screeniing from thoese states.

Name:

Date of Hire

If you have lived in other states within the past 5 years, this agency will complete
background checks in those states in addition to your Missouri Family Care Safety

Registry screening.

If you have lived im the states other than Missouri in the previous five years, please list the
state(s) and dates here;

Date

Signature

I have lived in the state of Missouri for the previous five years.

Date

Signature

i@

PO. BOX 25 FREDERICKTOWN, MO 63645 | P (573) 783-4400 | F (573)783-4400



Missouri Siate Highway Patrol
Criminal Justice Information Servicas Division

MOVECHS WATVER AGREEMENT AND STATEMENT
Missour] Yolunteer and Employse Criminal History Service (MOVECHS)
For criminal histoiy record information pursuant to the Maiiona/ Child Protection
Act of 1893 (VCRPA), as amended by the Yolunteers for Childrer; Act (VCA),
And the Adarr Walsfi Child Proteciion and Saiety Act of 200G

Pursuant to the National Child Protaction Act of 1993 (MCPA), as amended by the Voiuntsers for Children
Act (VCA), this form must be completed and signed by evary current or prospective applicant, employes,
voluntear, and contractor/vendor, for whom criminal history records are requested by 2 qualified sntity
under these laws.

DSS Childrsn's Division Background Screening
fairie of QualiTed Entity

to submit a set of my fingerprints to the Missouri State Highway Patrol (MSHP) for the puipose of
accessing and reviewing state and national criminal history records that may pertain to me. I understand
that T would be able to receive any Missouri records pursuant to Chapter 43 RSMo from the MSHP, and
any national criminal history record directly from the Federal Bureau of Investigation (FBI) pursuant to
Title 28 Code of Federal Regulations (CFR) Sections 16.30-16.34, and that I could then freely disclose
ahy such Iinformation to whomever I chose. By signing this Waiver Agreement, it Is my intent o
authorize the dissemination of any Missouri and national criminal history record that may pertain to me to
the qualified entity.

I hereby authorize

I understand that, until the criminal history background check is coimpleted, the qualified eniity may
choose to deny me unsupervised access io children, the eiderly, or individuals with disabilities. Ifurther
understand that, upon request, the qualified entity will provide me a copy of the criminal history
background report, if any, received on me and that I am entitled to challenge the accuracy and
completeness of any information contained in any such report. I may obtain a prompt determination as
to the validity of my challenge before a final decision is made.

|:| Yes, I have (OR) D No, I have not been convicted of or plead guilty to a crime.
If yes, please describe the crime(s) and the particulars:

I am a current or prospective (checkone): Applicant Employee D Volunteer D Contractor/Vendor D

Signature: Data:

Printed Name: |

Address:

Date of Birth: SSN (last 4 digits - Optional)

TO BE COMPLETED BY QUALIFIED ENTITY:
Entity Name: DSS Children's Division Background Screening

Address: 205 Jefferson Street, Jefferson City, MO 65101
Telephone: (573) 522-8024

NOTE: This decument must be retained by the agency/qualified entity for avdit purposes.



‘ Wg Ei\!(g}? Sy MISSOURI DEPARTMENT OF LABOR AND INDUSTRIAL RELATIONS

AUTHORIZATION TO RELEASE INFORMATION
¢> COMPENSATION

NOTE: Section 287.380 (3) RSMo prohibits the Division from releasing information reported to the Division by an
employer or insurer.

I hereby certify the information being sought by this request is being made on an applicant for employment only after & conditional job
offer has been made, or on a curent employee for a purpose which is job-related and consistent with business necessity. I further cerlify the
information obtained in this request will not be used to discriminate in any manner against the individual who is the subject of this request
on the basis to disability, in violation of the Americans with Disabilities Act of 1990, 42 U.S.C. §12101 et seq.

Date (must be completed) Employer’s Signature

Title of Person Authorized by the Employer to Sign

To be completed by EMPLOYER: (Black ink ouly or 10 point font o Sreater)

Employer’s Full Name Employer's FEIN
Faith Foundation Children's Home

Employer’s Street Address

PO BOX 25
Employer's City, State, ZIP Code ,il_i, - u’ 3 l 7 , 2" ! l 0 ’?,

Fredericktown, MO 63645

I hereby voluntarily authorize the Missouri Division of Workers’ Compensation to release information to the above referenced employer.
The information to be released shall only include information generated by computer search and shall not include any copies of documents
which may be in the Division’s possession. I understand this authorization will include release of information covering both pending and
closed cases involving any work related injuries on file with the Division resolved by a settlement approved by an administrative law judge
or Award issued by an administrative law judge.

Date Employee s Signature
To be completed by EMPLOYEE: (Black ink only or 10 point font or greater)
Employee’s Full Name Employee’s Social Security Number
‘Employee’s Street Address

Employee’s City, State, ZIP Code L—]—D L—-l——, L—J—I—_Jj

State of , County (and/or City) of

On this day of in the year before me, (name of notary),
a Notary Public in and for said state, personally appeared (name of
individual),

known to me to be the person who executed the within Authorization to Release Information and acknowledged to me that
(he/she) executed the same for the purposes therein stated.

IN WITNESS WHEREOF, I have hereunto subscribed my name and affixed my Notarial Sea] on this dayof
, 20

My Commission expires:

(Signature of Notary)
Affix Notarial Stamp:

WC-136 (03-23) AL



	employment-application.pdf
	doc09559220260409090358.pdf

	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text26: 
	Dropdown28: [No]
	Dropdown29: [No]
	Dropdown30: [No]
	Dropdown31: [No]
	Dropdown32: [No]
	Dropdown33: [No]
	Text34: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text24: 
	Text25: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Dropdown34: [Yes]
	Dropdown35: [Yes]
	Dropdown36: [Yes]
	Dropdown37: [Yes]
	Dropdown38: [Yes]
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	to: 
	Rate of Pay: 
	Last: 
	State Job Title and Describe Your Work 1: 
	State Job Title and Describe Your Work 2: 
	Reason for Leaving 1: 
	Reason for Leaving 2: 
	Started (Month and Year): 
	to_2: 
	Rate of Pay_2: 
	Last_2: 
	State Job Title and Describe Your Work 1_2: 
	State Job Title and Describe Your Work 2_2: 
	Reason for Leaving 1_2: 
	Reason for Leaving 2_2: 
	Started (Month and Year: 
	Employed State Month and Year_3: 
	Rate of Pay_3: 
	Last_3: 
	State Job Title and Describe Your Work 1_3: 
	State Job Title and Describe Your Work 2_3: 
	Reason for Leaving 1_3: 
	Reason for Leaving 2_3: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Describe the training received relevant to the position for which you are applying 1: 
	Describe the training received relevant to the position for which you are applying 2: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Date: 
	ALIAS NAMES: 
	STATERow1: 
	STREETRow1: 
	CITYRow1: 
	STATERow1_2: 
	STATERow2: 
	STREETRow2: 
	CITYRow2: 
	STATERow2_2: 
	CITYRow1_2: 
	STATE COUNTYRow1: 
	CIRCUMSTANCES Identify charges attach separate page if necessaryRow1: 
	CITYRow2_2: 
	STATE COUNTYRow2: 
	CIRCUMSTANCES Identify charges attach separate page if necessaryRow2: 
	DATERow1: 
	CITYRow1_3: 
	STATE COUNTYRow1_2: 
	CIRCUMSTANCES Attach separate page if necessaryRow1: 
	DATERow2: 
	CITYRow2_3: 
	STATE COUNTYRow2_2: 
	CIRCUMSTANCES Attach separate page if necessaryRow2: 
	DATE: 
	DATE_2: 
	TITLE OF CHILD CARE PROVIDER: 
	TELEPHONE: 
	STATE AGENCY: 
	STATE VENDOR OR CONTACT NO If applicable: 
	0 CD CONTRACT PROVIDER: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Text97: 
	Text98: 
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Foster ParentFamily Member of Foster Parent County Office: 
	Provide all names vou have used starting with most recent Include legal names and nicknames: 
	MIDDLE NAME SUFFIX Jr Sr 11 111: 
	PRIOR NAMES USED If applicable list first and last names: 
	MAILING ADDRESS Enter your street address or post office box This address must be different from Employer Address: 
	CITY: 
	STATE: 
	ZIP CODE COUNTY: 
	TELEPHONE_2: 
	EMAIL ADDRESS Required: 
	COUNTRY Complete only if US territoryoutside US: 
	undefined_2: 
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Text133: 
	Text134: 
	Text135: 
	Check Box136: Off
	Check Box137: Off
	Text138: 
	Text139: 
	Text141: 
	Check Box142: Off
	Check Box143: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Text155: 
	Text156: 
	Text157: 
	Employees Telephone Number: 
	undefined_5: 
	until expiration date if applicable mmlddyyyy: 
	1 Alien Registration NumberUSCIS Number: 
	2 Form 194 Admission Number: 
	3 Foreign Passport Number: 
	undefined_7: 
	ZIP Code: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Text174: 
	Text176: 
	Check Box177: Off
	Check Box178: Off
	Signature179_es_:signer:signature: 
	Text180: 
	Text181: 
	Text182: 
	Text183: 
	Text184: 
	Employee Printed Name: 
	Social Security Number: 
	Date_2: 
	Witness Printed Name: 
	Signature6_es_:signer:signature: 
	Text216: 
	Text217: 
	Text218: 
	Text219: 
	Text220: 
	Text221: 
	Text222: 
	Text223: 
	Text224: 
	Check Box227: Off
	Check Box228: Off
	Text230: 
	Text231: 
	Text232: 
	Text233: 
	Text234: 
	Text235: 
	Text238: 
	Text239: 
	Text240: 
	Text241: 
	Dropdown59: [Yes]
	Text197: 
	Text297: 
	Dropdown259: [Yes]


