

[bookmark: _Hlk80268744]EMPLOYEES PERSONAL DATA
Annie’s House, Inc. 
Marble Hill, MO
573-238-1300
Name ______________________________________	Social Security # _________________________
	   First		Middle		Last

Address: ____________________________________	Birthdate ________________	     Age _________

____________________________________________	Sex _______________	Race ___________

Reliable Phone _________________ Cell ________________	Date of Employment _______________
                                                                                                                                    (Can leave blank for now)

Email address (required for background screens): _______________________________________________

Education:
Circle Grade Completed	College Years completed	Other Education
9  10  11  12  			1  2  3  4  5  6  None _____	_______________________________________

Circle Experienced Fields and Years 
Health Care, RCF, Asst Living, In-Home, Skilled, Babysitting:    1  2  3  4  5   Other _______

CPR/ First Aid  AED  Courses
_____Never		_____ Need Updated(more than 2yrs ago)_____Current Certification(w/in last 2yrs)

Level I Med Tech Certification    Yes   or    No   (circle)    ____ Need Update	____ Current Certification
Insulin Certification    	         Yes   or    No   (circle)    ____ Need Update	____ Current Certification


Shift Applying for:  (circle)    Any      Days     Evenings     Nights      /     Part-time 16-32hrs  or  Full-time 40
(usually start on nights or evenings)

References:   Employment (Start with most previous)

1. Employer: __________________________________________  Phone: ___________________________
	How many years employed: _____	Did you?   (circle one)   Quit    Fired     Laid off

2. Employer: __________________________________________  Phone: ___________________________
	How many years employed: _____	Did you?   (circle one)   Quit    Fired     Laid off

Reference:  Personal
1.  Name: _______________________________	Relationship: ______________  Phone: _____________

I give Annie’s House, Inc. permission to contact any references listed above for questioning.

Applicant ___________________________________________	Date _____________________________

more on back page
Physical History

Name: __________________________________	Address: _____________________________________

Phone: ______________________	SS# ________________________	DOB ______________________

Family History:
Need History from Mother, Father, Siblings, Children.  Put relationship beside the illness associated with.
Heart Disease ___________________________	High Blood Pressure _________________________
Stroke _________________________________	Cancer ____________________________________
Glaucoma ______________________________	Diabetes ___________________________________
Epilepsy/Convulsions _____________________	Bleeding Disorders __________________________
Kidney Disease __________________________	Thyroid Disease ____________________________
Mental Illness ___________________________
______________________________________________________________________________________
Hospitalization or Surgeries:
List Surgery & Dates: ____________________________________________________________________
______________________________________________________________________________________
Women Only:      Pregnant?     Yes     or      No	Due Date: ___________________________________

Past Medical History (check ones that apply)
Headaches ____			Joint problems ____			Chronic Rashes ____
Shortness of Breath ____		Back problems ____			Mumps ____
Heart Palpitations ____		Pneumonia ____			Polio ____
Heart Murmur ____			Gall Bladder ____			Diphtheria ____
Frequent Infections ____		Prostate Disease ____			HIV ____
Chest Pain ____			Menstrual Problems ____		Dizziness/Fainting ____
Hepatitis ____				Allergies ____				Tuberculosis ____	
Asthma ____				Anemia ____				Ulcer ____		
Arthritis ____				Rheumatic Fever ____		Nervousness ____
Measles ____				Tetanus ____				Depression ____
Rubella ____				Cancer ____    type: _______________________________

Any Diagnosis not listed above or Mental Illness Diagnosis: ______________________________________

List any medications prescribed in the past: ___________________________________________________

List any medications currently taking: _____________________________________________________

Transportation:    Yes      No    ______________________________________________________________
                                                    (Please list self or someone else providing transportation)
Habits: 
Smoke?   Yes or No   Packs per day? _________	Alcohol?   Yes or No    Amount Daily _____________

By signing this form, I agree that all the information provided is true to the best of my knowledge.

Signed ___________________________________________	Date _____________________________


