
APPLICATION FOR EMPLOYMENT 
Alpena Regional Medical Center 

1501 W Chisholm Street 
Alpena, MI  49707 

Phone:  989-356-7355 or 800-556-8842  Fax:  989-356-7523 
 

Date of Application___________________ Date Available_____________________Shift Desired_________________ 
Type of Employment: (please check all that apply)  ___Full-Time  ___Part-Time  ___Student  ___Pool  ___Per Diem/On Call 

Type of Position Desired:  ____________________________________________________________________________(please check all that apply)   

□ Administrative/Clerical (clerical  test required) □ Cancer Center / Oncology □ Cardiopulmonary □ Central Service Department □ Dietary □ Housekeeping □ Home Care / Private Duty Services 

□ Laboratory □ Nursing  □ Plant Operations □ Pharmacy □ Management □ Materials Management □ MIS / Computer Science 

□ Radiology □ Rehab Services □ Social Services □ Unit Secretary □ Other:_________________________ 

□ Accounting □ Adding Machine □ Bookkeeping □ Calculator □ Cashier □ Computer Operations □ Data Processing □ Human Resources 

□ Insurance □ Keypunch □ Machine transcription □ Medical Coding □ Medical Terminology □ Secretary □ Typing   Speed (wpm)
____ 

Last Name:    First Name:   Middle Initial:          Social Security No. 

Present Street Address:       City, State:    Zip: 

Home Telephone:    Cell Phone:    Email Address: 

 
How Long at Present Address?   Are you at least 18 years of age?  ____Yes     ____No  Are you a US Citizen?  ____Yes     ____No

Previous Address (if less than 5 years):   

Notify in Emergency—Name:                

 Address      City:    State:     Zip: 

 Home Telephone:     Cell Phone:   Relationship: 

Do you have any work limitations which would prevent your from performing the job for which you have applied? ____Yes ____No 
If yes, describe the work limitations:  
______________________________________________________________________________________________________________________________________________

 
Have you ever been employed by Alpena Regional Medical Center?   ____Yes ____No   If yes, give dates 

Have you ever been convicted for other than a traffic offense? ____Yes ____No If yes, please check ____Misdemeanor ____Felony Explain: 
______________________________________________________________________________________________________________________________________________

School Name Address City & State  Diploma/Degree 
Received 

Dates Attended Major 

High  
School 

   Yes   /   No 

College    Yes   /   No   

Other    Yes   /   No   

 

EDUCATION: 

Please list all professional credentials:__________________________________________________________ 
 

Professional License Number_________________________________________ Type of Certification/Registry_________________________________________State______ 

Patient Care Services: 
□ Building Trades 
□ Electronics 
□ Food Service 
□ Grounds 
□ Housekeeping 
□ Maintenance 
□ Printing 

□ Central Service □ Emergency Room Nursing □ First Aid / CPR (Date Expires_________) □ In-Home Health Care □ Medical Nursing □ OB/GYN Nursing □ Operating Room □ Orthopedic Nursing 

□ Pediatric Nursing □ Pharmacy □ Physical /Occupational Therapy □ Psychiatric Nursing □ Radiology □ Respiratory Therapy □ Surgical Nursing □ Other________ 

Business/Clerical: Plant Services: 
Place a check mark in the box by an area in which you have had appropriate experience: 

APPLICANT INFORMATION 



PREVIOUS EMPLOYMENT EXPERIENCE 
List in Order, Most Recent First (Including Military Experience) 

Business Name:       Type of Business: 

If this is a current employer, is it OK for ARMC to contact for an employment reference? _____Yes _____No 

Street Address:     City, State, Zip    Telephone 

Position(s):     Salary:  Reason for Leaving: 

Business Name:       Type of Business: 

Street Address:     City, State, Zip    Telephone 

Position(s):     Salary:  Reason for Leaving: 

Month Year 

Month Year 

TO  

Month Year 

Month Year 

TO  

Employed From: 

Employed From: 

Business Name:       Type of Business: 

Street Address:     City, State, Zip    Telephone 

Position(s):     Salary:  Reason for Leaving: 

Month Year 

Month Year 

TO  

Employed From: 

Have you ever been a supervisor?  ____Yes ____No If yes, explain responsibilities________________________________________________________________________ 

Have you ever been suspended or discharged from employment?  ____Yes ____No If yes, explain :_________________________________________________________ 
_____________________________________________________________________________________________________________________________________________ 

Name Address Telephone Number Occupation 

    

    

    

List 3 Professional References (Not Relatives) 

I certify that the facts set forth in the above application are true and complete.  In addition, I certify that I have not been subject to an Office of the Inspector General (OIG) sanctions or debarment, suspension or exclusion under 
any Medicare, Medicaid or any other federal agency or program or otherwise prohibited from providing services to beneficiaries of these programs.  Further I agree to provide the hospital with immediate written notice should I 
become excluded from any federal health care program any time during my employment. 
 
Based on the above, I hereby authorize the investigation of all statements contained in the application and full disclosure of my present and prior work and or/school record.  I further grant permission to the Hospital to obtain 
information concerning my general reputation, character, conduct and work quality and authorize any person or organization contacted to furnish information and opinions concerning my qualifications for employment,  whether 
same is a matter of record or not, including personal evaluation of my honesty, reliability, carefulness and ability to take orders from my superiors.  I understand that this may include a record of disciplinary action assessed by 
previous employers.  I hereby release any such person or organization from any and all liability, which may result in furnishing such information or opinion.  I hereby release the Hospital and any person, organization or prior 
employer from any obligation to provide me with written notification of such disclosure.  I understand that employment is contingent upon this investigation and without this investigation I will not be employed and if employed, 
false statements in this application shall be considered sufficient cause for my immediate dismissal.  I understand and agree that if, in the opinion of the Hospital, the results of the investigation are unsatisfactory, that an offer of 
employment that has been made may be withdrawn or my employment  with the Hospital may be immediately terminated.  I further understand that the Hospital that the Hospital will require a pre-employment physical examina-
tion including drug/alcohol testing by a Hospital designated physician/clinic and that such examinations may occur from time to time to confirm that I meet the physical requirements of the job and hereby consent to such exami-
nations and recognize that employment is contingent upon receipt of a satisfactory medical and drug/alcohol evaluation. 
 
I agree that this application is not an offer and/or contract of employment.  I agree that if I am employed by the Hospital (1) that my contract or employment is “at will” and may be terminated at any time, with or without notice 
and with or without cause at the option of either the Hospital of myself; (2) that I will receive wages and benefits and be subject to rules and regulations and that such wages, benefits, rules and regulations are subject to change 
by the Hospital at any time with or without notice to me; (3) that in partial consideration for my employment, I shall not commence any action or other legal proceeding relating to my employment or to the termination thereof 
more than six months after event complained of and agree to waive any statute of limitations to the contrary; (4) that my assigned work hours may be modified by the Hospital and if requested, I will be required to work overtime; 
(5)  that this constitutes the entire agreement between the Hospital and myself, and that any and all prior agreements are null and void, and that nothing in any documents published by the Hospital, either before or after this 
agreement, shall in any way modify the above terms; (6)  that this agreement cannot be modified by any oral or written representations made by anyone employed by the Hospital, either before or after this agreement, except by 
a written  document directed exclusively to me and signed by the Chief Executive Officer and Chief Human Resources Officer. 
 

I have read, understand and agree to the above statement s and conditions of employment. 

Signature of Applicant Printed Name of Applicant Date 

Alpena Regional Medical Center provides equal opportunity in all of our employment practices to all qualified employees and applicants without 
regard to race, color, religion, gender, national origin, age, disability, marital status, military status, genetic information or any other category 
protected by federal, state and local laws.  This policy applies to all aspects of the employment relationship, including recruitment, hiring, com-
pensation, promotion, transfer, disciplinary action, layoff, return from layoff, training, social and recreational programs.  All such employment 
decisions will be made without unlawfully discriminating on any prohibited basis. 

List other last names used while working, if any: 


