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APPLICATION FOR EMPLOYMENT Contact Numbers

Phone (479) 452-2077

COOPER CLINIC, P.A. http://www.cooperclinic.com
PO Box 3528, Fort Smith, AR 72913-3528

POSITION(s) APPLIED FOR: DATE:

You must fill out (please print) all sections of this application completely and honestly. This information will be used to determine your eligibility
for this position. All application materials become the property of Cooper Clinic, P.A. and will not be returned. Applications submitted with missing
or incomplete information will not be considered for employment.

All completed applications MUST be directed to the Cooper Clinic Human Resources Department. Your application is not valid until it has gone
through a posting and verification process by the HR Department.

Equal access to programs, services, and employment is available to all persons. Those applicants requiring reasonable accommodations to the
application and/or interview process should notify a representative of the Human Resources Dept.

PERSONAL INFORMATION
Name (Last) (First) (Middle Initial) Social Security Number
Address (Street) (City)
E-mail Address (State) (Zip)
Home Phone Number Work Phone Number May we contact you at work? Age
( ) ( ) OdYes [ONo [J14-17 [ 18orover
Have you ever pled “guilty” or “no contest” to, or been convicted of a Have you been employed under other names? [ ] Yes [ ] No
crime? [dYes [INo List Name(s):

If yes, please provide date(s) and details:

Answering “yes” to the above question does not constitute an automatic bar
to employment. Factors such as date of the offense, seriousness and nature
of the violation, rehabilitation and position applied for will be taken into

account.
Are you now or have you been employed by Cooper Clinic, P.A.?
[dYes [No

List dates & positions held:

Are you related to anyone now employed by Cooper Clinic? [] Yes []No
List Name and relationship:

How did you find out about this job opening?
[] Human Resource Office  [] Newspaper (Identify) [] Other (Please Explain):

Are you authorized to work in the U.S.? OYes [No
If employed, you must show documents that prove your identity and employment eligibility as required by the Immigration Reform and Control Act of 1986.

EDUCATION & SKILLS
Please list ALL education beginning with most recent. Indicate a diploma or degree, if completed, including GED if obtained.

Name & Location of School # of yrs. Graduated Degree & Major
Complete

College [ Yes If no, approx. number of credit
hours completed:

Other [ Yes If no, approx. number of credit
hours completed

Other [ Yes If no, approx. number of credit
hours completed

High School/GED [ Yes If no, approx. number of credit
hours completed

OFFICE/COMPUTER SKILLS

[] Word Processing ] Presentation Software [] Transcription [] Database
[ Spreadsheet [] Medical Terminology [] Ten key by touch [] Desktop Publishing
[ Typing wpm 0 pc/BM [] Switchboard

SKILLS/CERTIFICATIONS/QUALIFICATIONS: Summarize any special training, skills, licenses and/or certifications that may assist you in
performing the position for which you are applying
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EMPLOYMENT HISTORY: List all employment including military and volunteer service starting with the most current position held. Show employment history
for at least 10 years or from the time you left school (supplemental sheets available). Explain gaps in employment history. You may attach a resume, but you must
complete the employment section. This information will be used in reference checks. Failure to answer all items in the following section may eliminate you from

further consideration.

Dates Employed (month/year)

Position Title

From: To:

Salary Organization Name/Address

Start: $ /Month Final: § /Month

[] Full-time [] Part-time, hrs/wk

May we contact for references Supervisor's Name/Title/Phone: Reason For Leaving:
[ Yes O No [ Later

Duties:

Dates Employed (month/year)

Position Title

From: To:

Salary Organization Name/Address

Start: § /Month Final: § /Month

] Full-time [ Part-time, hrs/wk

May we contact for references Supervisor's Name/Title/Phone: Reason For Leaving:
[ Yes [ No [ Later

Duties:

Dates Employed (month/year)

Position Title

From: To:

Salary Organization Name/Address

Start: $ /Month Final: § /Month

[] Full-time [] Part-time, hrs/wk

May we contact for references Supervisor's Name/Title/Phone: Reason For Leaving:
[ Yes O No [ Later

Duties:

Dates Employed (month/year)

Position Title

From: To:
Salary Organization Name/Address
Start: § /Month Final: § /Month
[ Full-time [ Part-time, hrs/wk
May we contact for references Supervisor's Name/Title/Phone: Reason For Leaving:
[ Yes [ No [ Later
Duties:
References

List name and telephone number of three business/work references that are NOT related to you and are NOT previous supervisors. If not applicable, list three
school or personal references that are NOT related to you.

Name Title Relationship Phone # # of Years Known
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APPLICANT STATEMENT - PLEASE READ CAREFULLY AND SIGN BELOW - I certify that all information I have provided in order to apply for

and secure work with Cooper Clinic, PA, is true, complete and correct.

I expressly authorize, without reservation, the employer, its representatives, employees or agents to contact and obtain information from all references (personal and
professional), employers, public agencies, licensing authorities and educational institutions and to otherwise verify the accuracy of all information provided by me in
this application, resume’ or job interview. I hereby waive any and all rights and claims I may have regarding the employer, its agents, employees or representatives, for
seeking, gathering and using truthful and non-defamatory information, in a lawful manner, in the employment process and all other persons, corporations or
organizations for furnishing such information about me.

I understand this employer does not unlawfully discriminate in employment and no question on this application is used for the purpose of limiting or eliminating any
applicant from consideration for employment on any basis prohibited by applicable local, state or federal law.

I understand this application remains current for only 30 days. At the conclusion of that time, if I have not heard from the employer and still wish to be considered for
employment, it will be necessary for me to reapply and fill out a new application.

If I am hired, I understand that I am free to resign at any time, with or without cause and with or without prior notice, and the employer reserves the same right to
terminate my employment at any time, with or without cause and with or without prior notice, except as my be required by law. This application does not constitute an
agreement or contract for employment for any specified period or definite duration. I understand that no supervisor or representative of the employer is authorized to
make any assurances to the contrary and that no implied oral or written agreements contrary to the foregoing express language are valid unless they are in writing and
signed by the Director of H.R.

I also understand that if I am hired, I will be required to provide proof of identity and legal authorization to work in the United States and that federal immigration laws
require me to complete an I-9 Form in this regard.

I understand that any information provided by me that is found to be false, incomplete or misrepresented in any respect, will be sufficient cause to eliminate me from
further consideration for employment, or may result in my immediate discharge from the employer’s service, whenever it is discovered.

APPLICANT’S SIGNATURE: DATE:

APPLICANT DATA RECORD

Cooper Clinic, P.A. is an Equal Opportunity Employer. We do not discriminate in hiring or employment because of race,
color, religion, national origin, sex, age, disability or veteran status.

Various government agencies request statistical information regarding our hiring practices. Your cooperation in completing
this portion of the form is completely voluntary. Any information gathered is strictly confidential.

Thank you for your cooperation

Date of Birth:
Check One: [ Male [] Female
Check as Applicable: [] White/Caucasian
[ Black
[ Hispanic
[ American Indian/Alaskan Native
[ Asian/Pacific Islander
Are you a Vietnam Era Veteran? [ Yes [ No
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EMPLOYMENT HISTORY CONTINUATION

Dates Employed (month/year)

Position Title

From: To:

Salary Organization Name/Address
Start: § /Month | Final: § /Month

] Full-time [ Part-time, hrs/wk

May we contact for references Supervisor's Name/Title/Phone: Reason For Leaving:
[ Yes O No [ Later

Duties:

Dates Employed (month/year Position Title

From: To:

Salary Organization Name/Address

Start: § /Month Final: § /Month

] Full-time [ Part-time, hrs/wk

May we contact for references Supervisor's Name/Title/Phone: Reason For Leaving:
[ Yes O No [ Later

Duties:

Dates Employed (month/year) Position Title

From: To:

Salary Organization Name/Address

Start: § /Month Final: $ /Month

[ Full-time [] Part-time, hrs/wk

May we contact for references Supervisor's Name/Title/Phone: Reason For Leaving:
[ Yes O No [ Later

Duties:

Dates Employed (month/year) Position Title

From: To:

Salary Organization Name/Address

Start: § /Month Final: $ /Month

] Full-time [ Part-time, hrs/wk

May we contact for references Supervisor's Name/Title/Phone: Reason For Leaving:
[ Yes O No [ Later

Duties:

Dates Employed (month/year) Position Title

From: To:

Salary Organization Name/Address

Start: § /Month Final: § /Month

[ Full-time [ Part-time, hrs/wk

May we contact for references Supervisor's Name/Title/Phone: Reason For Leaving:
[ Yes O No [ Later

Duties:
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Cooper Clinic, P.A.
Drug-Free Work Environment
DRUG SCREEN CONSENT

Cooper Clinic, P.A., and its facilities are Drug-Free Work Environments. Applicants who are being
considered for positions at Cooper Clinic will be required to submit to a urine drug screen to determine
the use of illegal drugs prior to employment. The results of the drug screen will affect your eligibility for
employment.

I have read the above paragraph and understand that Cooper Clinic, P.A. promotes a drug-free work
environment. I consent to a urine drug screen to determine the illegal use of drugs. I understand the
results will be confidential and will be forwarded to the Director of Human Resources (or designee) for
determining my eligibility for employment. I understand that a positive drug screen will prevent me
from being eligible for employment with Cooper Clinic.

Applicant Signature Date

APPLICANTS WHO REFUSE A URINE DRUG SCREEN WILL NOT BE
CONSIDERED FOR EMPLOYMENT. THIS DOCUMENT MUST BE SIGNED IN
ORDER FOR YOUR APPLICATION TO BE REVIEWED AND CONSIDERED.
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