Boswell EMS
Application for Employment/Membership

Boswell EMS considers applications for employment/membership without regard to race, color, national origin, ancestry, religion, sex, age, polititical beliefs, military services, or any other protected class. 

Boswell EMS IS A DRUG FREE WORK PLACE

	Personal Information


NAME: ________________________________________   Date: ___________________

Social Security Number ________-______-_______  Date of Birth ______/_____/______

Address:_________________________________________________________________

City: _________________________  State: ______________ Zip Code _______________

Home Phone: (    ) _____-_____ Cell Phone (     ) ____-_____ Other Phone (     )____-____
Are you at least 18 years of age?   YES    NO    Date Available to Start: _______________

Hours Requested (please circle)         FULLTIME      PART TIME

How did you hear about us? ________________________________________________

Do you have any relatives or friends working here ? _____________________________

Please List _______________________________________________________________

	POSITION INFORMATION


Position Applying For: ______________________________________________________

Have you ever worked/volunteered for this organization? _________________________

IF so Dates: _____________________ Prior Position(s) here:_______________________

Reason(s) for leaving: ______________________________________________________

	CERTIFICATION INFORMATION

List only current certification (Photocopies Required)


	Certification
	Certification #
	Expiration Date
	Certifying Agency

	CPR
	
	
	

	EMT/EMT-P
	
	
	

	NATIONAL REGISTRY
	
	
	

	PALS
	
	
	

	ACLS
	
	
	

	BTLS
	
	
	

	EMD
	
	
	

	CDL
	
	
	

	OTHER _____________
	
	
	


	WORK REQUIREMENTS AND GENERAL INFORMATION


Can you provide proof, if hired that you are eligible to work in the U.S.?  YES   NO
Do you have a valid driver license ?  YES   NO Class_______________________________
Issued by what State ?  ____________________ Driver License # ___________________

Please list any and all moving violations/convictions or suspensions in the past 5 years: ________________________________________________________________________________________________________________________________________________

Have you ever been excluded or are you currently excluded  from participating in any federal health program such as Medicare ?    YES   NO
Are you currently collecting disability for any reason ?    YES    NO

	EMPLOYMENT HISTORY

(List your last three employers or volunteer activities most recent first)


1.

Employer:_______________________________________________________________

Job Title: __________________________  Supervisor: ___________________________

Start Date: _________________________  Salary: _______________________________

End Date: __________________________  Salary:  ______________________________

Job Description (including duties and responsibilities): ___________________________

________________________________________________________________________

Employer’s Telephone # _____________________________  May we contact ? YES   NO
Reason for leaving: ________________________________________________________

________________________________________________________________________

2.

Employer:_______________________________________________________________

Job Title: __________________________  Supervisor: ___________________________

Start Date: ________________________  Salary: _______________________________

End Date: _________________________  Salary:  _______________________________

Job Description (including duties and responsibilities): ___________________________

________________________________________________________________________

Employer’s Telephone # _____________________________  May we contact ? YES   NO

Reason for leaving: ________________________________________________________

________________________________________________________________________

3.

Employer:_______________________________________________________________

Job Title: __________________________  Supervisor: ___________________________

Start Date: _________________________  Salary: _______________________________

End Date: __________________________  Salary:  ______________________________

Job Description (including duties and responsibilities): ___________________________

________________________________________________________________________

Employer’s Telephone # _____________________________  May we contact ? YES   NO

Reason for leaving: ________________________________________________________

_______________________________________________________________

EMS/FIRE SERVICE RELATED TRAINING NOT LISTED ABOVE: _______________________
________________________________________________________________________

________________________________________________________________________

EMS/FIRE/PROFESSIONAL AFFILIATIONS: ______________________________________

________________________________________________________________________
	REFERENCES


List three persons, other than relatives, who have knowledge of your work experience and/or education:

1.

Name: ________________________ Address:__________________________________

Occupation: __________________________  Years Known: _______________________
Telephone #   (     ) ___________-_____________
2.
Name: ________________________ Address:__________________________________

Occupation: __________________________  Years Known: _______________________

Telephone #   (     ) ___________-_____________
3.

Name: ________________________ Address:__________________________________

Occupation: __________________________  Years Known: _______________________

Telephone #   (     ) ___________-_____________
	OFFICAL USE ONLY


Board Vote: ______  White ___________  Black __________  Date: _________________
Floor Vote:  ______  White ___________  Black __________  Date: _________________
6 Month Vote: _____  White ________  Black ________  Date: _____________
	ACKNOWLEDGMENT


I Certify that the information I have given on this application is true, complete and correct, and I understand that any false information, or omission of information may be considered as sufficient reason for discharge if hired. I recognize that completion of this application does not mean that job openings exist and does not obligate the company in any way. Application will remain active for 1 year after which time re-application will be necessary. If hired, employment will be “at will” and either I or the company is free to terminate the employment relationship at any time without prior notice. This application is not an agreement or a contract for employment.
If offered a position and at anytime thereafter, I consent to a medical examinations as may be required to determine my fitness to perform the job duties.

I understand that I may be required to undergo drug screening tests as a condition of employment. To comply with this requirement, I consent to providing a sample of my urine or other physical samples ( such as blood or hair) prior to employment and at any time so requested. Specimens will be tested for both legal (prescription drugs) and illegal substances. A positive test for Legal substance will require proof of a current prescription. I further consent to allow any doctor, hospital, or testing laboratory to conduct any medical test or examination as may be required by the Company as a condition of my employment., and I hereby give my consent to the release of all information which the Company deems necessary to determine my ability to perform job duties now or in the future.
I further understand that refusal to submit to an alcohol or drug screen test at anytime will result in immediate discharge from this Company.

I hereby authorize the Company to investigate my employment history with former employers and to make any further investigation deemed necessary in connection with my application for employment, Including a criminal history check, driving history check, child abuse clearance check, and other such inquiries. I release the Company and all information from all liability resulting from such inquiries. I waive all rights to see or review the information  so furnished.

I certify that I am not now, nor have I ever been excluded from any state or federal health care program. I further understand that if it is determined that I was so excluded, my employment with the Company may be terminated.

Applicant’s Signature:  _________________________________________  Date: ____________

Printed Name: _________________________________________________________________

	BENEFICIARY DESIGNATION FOR ACCIDENT & SICKNESS POLICY 

FOR THE BOSWELL VOLUNTEER FIRE DEPARTMENT, INC.


Members Name: _________________________________________________
Members Date of Birth: __________________ Date Joined: ______________
I hereby designate the following beneficiary (les) with respect to the amounts payable as indemnity for loss of life under the referenced accidents & sickness policy and hereby revoke any designation of beneficiary there under heretofore made by me. I direct that any amounts payable under said policy to my beneficiary (les) named below be paid to those of primary beneficiary who survive me, otherwise to those surviving in contingent beneficiary, in proportion to the percentages listed.
Primary Beneficiary: 

Name ____________Relationship_________Date of Birth______Share ___%

Name ____________Relationship_________Date of Birth______Share ___%
Contingent Beneficiary:
Name ____________Relationship_________Date of Birth______Share ___%

Name ____________Relationship_________Date of Birth______Share ___%
If none of the above named beneficiaries are living at the time of my death. I direct that payment be made in accordance with the terms of the policy. I reserve the right to revoke or change this designation.

Signature: _____________________________________ Date: ____________
