
 CHOICE HEALTH SERVICES, INC.

APPLICATION FOR EMPLOYMENT

* PLEASE PRINT* Federal & State laws prohibit discrimination in Employment
Because of age, race, color, creed, sex, or national origin.

NAME_________________________________________________________________SOC.SEC. NO.____________
LAST FIRST MIDDLE

ADDRESS_______________________________________________________________PHONE NO._____________
STREET & NUMBER

________________________________________________________________________________________________
CITY STATE ZIPCODE

PREVIOUS
ADDRESS______________________________________________________________________________________

STREET & NUMBER CITY STATE ZIPCODE

DO YOU HAVE ANY ILLNESS OR INJURY, WHICH WOULD INTERFERE WITH THE PERFORMANCE OF THE JOB(S) YOU ARE 
APPLYING FOR? IF YES, PLEASE EXPLAIN___________________________________________________________

HAVE YOU EVER BEEN BONDED?____________________ IF YOU WERE EVER REFUSED A BOND EXPLAIN WHY.____
___________________________________________________________________________________________________________

HAVE YOU EVER BEEN FOUND GUILTY OF A FELONY OR MISDEMENOR (other than a traffic violation)____NO, ____YES
IF YES, EXPLAIN____________________________________________________________________________________________

MOST RECENT EMPLOYER__________________________________________________________________________________
CO. NAME STREET ADDRESS (CITY & STATE) PHONE  NO.

SUPERVISOR'S NAME & RESON FOR LEAVING_________________________________________________________________

NAMES OF RELATIVES WORKING FOR THIS NETWORK________________________________________________________

POSITION APPLYING FOR____________________________________REFERRED BY__________________________________

WHAT PROMPTED YOU TO APPLY FOR THIS POSITON?
Newspaper Advertisement?____________ Referral?_____________  Store Sign?______________  Employment Agency?________

FROM TO

MO. / YR. MO. / YR.

HIGHSCHOOL

COLLEGE

SCHOOL NAME, CITY & STATE GRADE AVG.DIPLOMA, DEGREE,OR

CERTIFICATE EARNED

OTHER

OTHER

GOVERNMENT EQUIVALENT DEGREE EARNED__________________WHERE? ________________________WHEN?______

CIRCLE HIGHEST GRADE COMPLETED:  GRADE SCHOOL     HIGHSCHOOL COLLEGE             GRAD SCHOOL
     1  2  3  4  5  6  7  8       9   10   11   12  1  2  3  4  5                  1   2   3  4

EXTRACURRICULAR ACTIVITES DURING HIGHSCHOOL_______________________________________________________
___________________________________________________________________________________________________________

ACTIVITIES DURING COLLEGE______________________________________________________________________________

East Berlin Pharmacy
335 W. King St., East Berlin, PA 17316

(717) 259-0241Fax (717) 259-7016

Choice Apothecary
105 Fourth St., East Berlin, PA 17316
(717) 259-6440Fax (717) 259-6644

Choice Critical Care
10 S. Sixth St., McSherrystown, PA 17344

(717) 630-2773Fax (717) 630-2824

Choice Family Pharmacy
8 S. Sixth St., McSherrystown, PA 17344

(717) 630-2000Fax (717) 630-8249

Choice Healthcare
6 S. Sixth St., McSherrystown, PA 17344

(717) 630-8858Fax (717) 630-2597



* DO NOT LIST ANY GROUP, WHICH MAY REVEAL YOUR RACE, RELIGION, NATIONAL ORIGIN, CREED, and COLOR OR SEX *

HAVE YOU EVER SERVED IN THE UNITED STATES ARMED FORCES?______BRANCH_________HIGHEST RANK______

DATES OF SERVICE FROM________ TO_______DATE OF SEPARATON__________TYPE OF DISCHARGE______________

FROM TO

MO./YR. MO./YR.

NAME

ADDRESS

EMPLOYER

(GIVE DETAILED INFORMATION)

JOB TITLE & EARNINGS REASON FOR

SUPERVISOR LEAVING

CITY & STATE

TELEPHONE#

FROM TO

MO./YR. MO./YR.

NAME

ADDRESS

EMPLOYER

(GIVE DETAILED INFORMATION)

JOB TITLE & EARNINGS REASON FOR

SUPERVISOR LEAVING

CITY & STATE

TELEPHONE#

FROM TO

MO./YR. MO./YR.

NAME

ADDRESS

EMPLOYER

(GIVE DETAILED INFORMATION)

JOB TITLE & EARNINGS REASON FOR

SUPERVISOR LEAVING

CITY & STATE

TELEPHONE#

FROM TO

MO./YR. MO./YR.

NAME

ADDRESS

EMPLOYER

(GIVE DETAILED INFORMATION)

JOB TITLE & EARNINGS REASON FOR

SUPERVISOR LEAVING

CITY & STATE

TELEPHONE#

FROM TO

MO./YR. MO./YR.

NAME

ADDRESS

EMPLOYER

(GIVE DETAILED INFORMATION)

JOB TITLE & EARNINGS REASON FOR

SUPERVISOR LEAVING

CITY & STATE

TELEPHONE#

LIST THREE PROFESSIONAL REFERNCES (  NO RELATIVES  )                                                                                                                       
NAME COMPANY / RELATIONSHIP ADDRESS TELEPHONE NO.

1._________________________________________________________________________________________________________________________

2._________________________________________________________________________________________________________________________

3._________________________________________________________________________________________________________________________
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

PARTY TO BE NOTIFIED IN CASE OF EMERGENCY__________________________________________RELATIONSHIP____________________

OCCUPATION_______________________________________________COMPANY_____________________________________________________

COMPANY ADDRESS_____________________________________________________________________PHONE  NO._______________________
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
I UNDERSTAND THAT MY EMPLOYMENT WITH THIS COMPANY WILL INITIALLY BE ON A 90-DAY PROBATIONARY BASIS. IF EMPLOYED BY THIS COMPANY, I WILL ABIDE 
BY ITS RULES AND REGULATIONS AS AMENDED BY THE COMPANY WITHOUT NOTICE.  I AGREE THAT MY EMPLOYMENT IS FOR NO DEFINITE PERIOD OF TIME, NOR ARE 
ANY EXPRESS OR IMPLOIED CONDIDTIONS A PART OF MY EMPLOYMENT RELATIONSHIP.  I UNDERSTAND THAT ONLY THE CORPORATE OFFICERS OR MANAGERS CAN 
ENTER INTO ANY AGREEMENT OF EMPLOYMENT, WRITTEN OR ORAL. CONTRARY TO THE FOREGOING AND, THAT I ALSO AGREE TO PHYSICAL AND MEDICAL 
EXAMINATIONS AT ANY TIME AT THE OPTION OF THE COMPANY.  I ALSO AGREE THAT THE EXAMINING PHYSICIAN MAY DISCLOSE TO THE COMPANY OR ITS 
REPRESENTATIVES THE RESULTS OF SUCH EXAMINATIONS. I GIVE PERMISSION TO CONTACT ALL OR ANY OF MY PREVIOUS EMPLOYERS AND REFERENCES FOR FULL 
INFORMATION AND THAT AN OFFICER OF EMPLOYMENT IS CONTINGENT UOPN A SATISFACTORY CHECK OF THIS INFORMATION.  ALL OF THE FOREGOING I HAVE 
SUPPLIED IN THIS APPLICATION IS A FULL AND COMPLETE STATEMENT OF THE FACTS, AND IT IS UNDERSTOOD THAT IF ANY FALSIFICATION BE DISCOVERED, IT WILL 
CONSTITUTE GROUNDS FOR DISMISSAL UPON DISCOVERY THEREOF.

DATE_______________________________ SIGNATURE___________________________________________________________


