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	APPLICATION FOR EMPLOYMENT

South Country Health Alliance
110 W. Fremont St.
Owatonna MN  55060
         Phone 866-722-7770     Fax (507) 444-7774
www.mnscha.org
An Equal Opportunity Employer

	
	


PLEASE SUBMIT A SEPARATE APPLICATION FOR EACH POSITION.
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TITLE OF POSITION FOR WHICH YOU ARE APPLYING:
     


	NAME (LAST, FIRST, MIDDLE INITIAL)

     

	

	HOME PHONE NO.        

	CELLULAR PHONE NO.        


	 
MAILING ADDRESS            


	                                             
 EMAIL ADDRESS               


	HOW WERE YOU REFERRED TO SOUTH COUNTRY HEALTH ALLIANCE?
     


	WHAT IS YOUR DESIRED PAY?     
     


	DO YOU HAVE RELATIVES WHO WORK IN THE DEPARTMENT IN WHICH YOU ARE APPLYING? (Double click in correct box)   FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
IF YES, PLEASE INDICATE THEIR POSITION, NOT THEIR NAME.            

          


	NAME AND LOCATION OF HIGH SCHOOL

          
	Did you receive a high school diploma or a GED?

 (Double click in correct box)
      FORMCHECKBOX 
  Yes

      FORMCHECKBOX 
  No

	PLEASE LIST POST-SECONDARY SCHOOLS YOU HAVE ATTENDED OR RELEVANT COURSES YOU HAVE TAKEN:  

	
	
	DEGREE: (Double click in correct box)  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	NAME AND LOCATION
	Credits earned 
	Date Degree earned
	AND MAJOR FIELD OF STUDY

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



This question must be answered before your application will be considered complete.

      During the past five (5) years, have you served a sentence in a jail or prison or been convicted of a misdemeanor or 

      felony for which a jail sentence could have been imposed?  (Double click in correct box)   FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No  
      You may answer “No” to this question if the conviction or criminal records thereof have been annulled, sealed, set

      aside, or purged, or if you have been pardoned pursuant to law.

      If you answered “Yes” to this question, please attach a separate sheet of paper giving full particulars (date, place, nature of

      the offense).  A conviction will not necessarily disqualify you from employment unless directly related to the nature of the

      position applied for.

South Country Health Alliance shall provide equal employment opportunities without regard to race, color, creed, religion, national origin, political affiliation, sex, sexual orientation, disability, age, marital status, familial status, or status with regard to public assistance, admission, treatment, or employment in its programs or services.
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WORK EXPERIENCE

Part or all of your employment rating may be based on the information below.  Please list ALL of your work experience, your
most recent position first.  Indicate any change in job title under the same employer as a separate position.

A resume and/or additional pages may be attached but will NOT be accepted in lieu of the application.
	PRESENT OR MOST RECENT EMPLOYER

     
	KIND OF BUSINESS

     
	ADDRESS

     

	YOUR TITLE
	Reason for Leaving or Considering Leaving
	DATES OF EMPLOYMENT

	     
	     
	From:       
	To:       

	LIST MAJOR DUTIES OR RESPONSIBILITIES
	
	

	     
	HOURS PER WEEK

	
	     

	
	

	
	ANNUAL SALARY

	
	Beginning: $     
	Ending:  $     

	
	
	

	NAME OF IMMEDIATE SUPERVISOR:          
May we contact your present employer?   (Double click in correct box)     FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
	TELEPHONE #

     

	
	
	

	PREVIOUS EMPLOYER

     
	KIND OF BUSINESS

     
	ADDRESS

     

	YOUR TITLE
	Reason for Leaving
	DATES OF EMPLOYMENT

	     
	     
	From:        
	To:       

	LIST MAJOR DUTIES OR RESPONSIBILITIES
	
	

	     
	HOURS PER WEEK

	
	     

	
	

	
	ANNUAL SALARY

	
	Beginning:  $     
	Ending:  $     

	
	
	

	NAME OF IMMEDIATE SUPERVISOR:

     
	TELEPHONE #

     

	
	
	

	PREVIOUS EMPLOYER

     
	KIND OF BUSINESS

     
	ADDRESS

     

	YOUR TITLE
	Reason for Leaving
	DATES OF EMPLOYMENT

	     
	     
	From:        
	To:        

	LIST MAJOR DUTIES OR RESPONSIBILITIES
	
	

	     
	HOURS PER WEEK

	
	     

	
	

	
	ANNUAL SALARY

	
	Beginning:  $     
	Ending:  $     

	
	
	

	NAME OF IMMEDIATE SUPERVISOR:

     
	TELEPHONE #

     

	
	
	

	PREVIOUS EMPLOYER

     
	KIND OF BUSINESS

     
	ADDRESS

     

	YOUR TITLE
	Reason for Leaving
	DATES OF EMPLOYMENT

	     
	     
	From:        
	To:        

	LIST MAJOR DUTIES OR RESPONSIBILITIES
	
	

	     
	HOURS PER WEEK

	
	     

	
	

	
	ANNUAL SALARY

	
	Beginning:  $     
	Ending:   $     

	
	
	

	NAME OF IMMEDIATE SUPERVISOR:

     
	TELEPHONE #

     


HAVE YOU EVER BEEN TERMINATED BY A PREVIOUS EMPLOYER?  (Double click in correct box) 

  FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO     If yes, include details:      
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PLEASE LIST ANY LICENSES, REGISTRATIONS, OR CERTIFICATIONS RELEVANT TO THE POSITION FOR WHICH YOU ARE APPLYING:
     
     
     
     
LICENSE/REGISTRATION/CERTIFICATE                              ISSUED BY                                #                                        EXPIRATION

     
     
     
     
LICENSE/REGISTRATION/CERTIFICATE                              ISSUED BY                                #                                        EXPIRATION

IF THE POSITION YOU ARE APPLYING FOR INVOLVES DRIVING:
	VALID DRIVER’S LICENSE   
(Double click in correct box)                                       
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
	STATE ISSUED

     
	LICENSE #

     
	CLASS

     
	EXPIRATION

     

	HAVE YOU HAD ANY MOVING VIOLATIONS IN THE LAST FIVE (5) YEARS? (Double click in correct box)   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
IF YES, PLEASE EXPLAIN:      



ARE YOU EITHER A U.S. CITIZEN OR LEGALLY ELIGIBLE TO HOLD EMPLOYMENT IN THE U.S.?  (Double click in correct box) 
  FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
ARE YOU AN HONORABLY DISCHARGED VETERAN OF THE UNITED STATES ARMED FORCES?  (Double click in correct box) 
  FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

IS THERE ANY OTHER INFORMATION YOU WOULD LIKE TO ADD THAT IS PERTINENT TO THIS POSITION?

     
PLEASE PROVIDE THE NAMES OF THREE (3) PEOPLE WHO WILL BE ABLE TO DISCUSS YOUR QUALIFICATIONS AS THEY RELATE TO THE POSITION FOR WHICH YOU ARE APPLYING.  INCLUDE MANAGERS AND SUPERVISORS UNDER WHOM YOU HAVE WORKED.  SOUTH COUNTRY HEALTH ALLIANCE RESERVES THE RIGHT TO CONTACT ALL PRIOR EMPLOYERS, EDUCATIONAL INSTITUTIONS, ETC., THAT HAVE BEEN VOLUNTEERED BY YOU IF BEING CONSIDERED AS A FINALIST FOR THE POSITION.
	NAME OF EMPLOYER/ORGANIZATION/REFERENCE:
	     

	TITLE:
	     
	EMPLOYER:
	     

	ADDRESS:
	     
	PHONE:
	     

	
	     
	
	


	NAME OF EMPLOYER/ORGANIZATION/REFERENCE:
	     

	TITLE:
	     
	EMPLOYER:
	     

	ADDRESS:
	     
	PHONE:
	     

	
	     
	
	


	NAME OF EMPLOYER/ORGANIZATION/REFERENCE:
	     

	TITLE:
	     
	EMPLOYER:
	     

	ADDRESS:
	     
	PHONE:
	     

	
	     
	
	


INFORMATION DISCLOSURE NOTICE TO APPLICANTS
In accordance with Minn. Stat. Chapter 13, we must inform you of your rights as a subject of government data.  The information you give us about yourself is needed to identify you and assist in determining your suitability for the position for which you are applying.

The information that we collect about you is classified as either public or private.  Public means that it is available to anyone who asks to see it.  Private means that the information is available only to the person the information is about and to the staff who must use it in the normal course of conducting South Country Heath Alliance business and as otherwise provided for by law.

Data considered public: veteran status, relevant test scores, rank on eligible list, job history, education and training, and work availability.  Your name is considered private until you are certified as eligible for appointment to a vacancy or considered as a finalist.  All other information on the application is private.  Answers to the questions of name, address, and conviction record are legally obligated.  Failure to provide the information may be cause for rejecting an application.  Providing other private data is not legally obligated; however, not providing the information may impede the hiring process.

All job offers are contingent on successful completion of a background verification check.

-- 4 --

I HEREBY CERTIFY that this application contains no willful misrepresentation or falsification and that the information given by me

is true and complete to the best of my knowledge and belief.  I am aware that should investigation at any time disclose any such misrepresentation or falsification, my application will be rejected, I will be disqualified from applying in the future for any position with South Country Health Alliance, and I may be removed from the job after appointment.  The foregoing is provided in accordance with the Information Disclosure Notice.

If you wish to claim Veteran’s Preference, please submit a copy of your DD214 (MBR-4) or other official documentation.

If you have special needs which may necessitate accommodations in the application or interview process, please contact South Country Health Alliance at (866) 722-7770.

(Your typed name will suffice as a signature if submitting this form electronically.)

SIGNATURE           
DATE              

Return Application to:

 South Country Health Alliance
Human Resources

110 W. Fremont St.

Owatonna, MN  55060

HR@mnscha.org
Initial review of applications can take from two to four weeks.

Applications will be kept on file for a period of six months for the position applied for.

Thank you for your interest in working for South Country Health Alliance.

((( FOR OFFICE USE ONLY (((
	 
	South Country Health Alliance Human Resources
110 W. Fremont St. ( Owatonna, MN  55060
(866) 722-7770 ( Fax: (507) 444-7774 ( www.mnscha.org             



THIS DOCUMENT WILL BE SEPARATED FROM YOUR APPLICATION

AND WILL NOT BE USED AS A PART OF THE SELECTION PROCESS.

Furnishing the information below is voluntary.  Information provided will be used for statistical documentation of South Country Health Alliance’s recruitment program.  The information is being requested on a voluntary basis and will be kept confidential.  Refusal to provide it will not subject the applicant to any adverse treatment and will be used only in accordance with the applicable law.

	TITLE OF THE POSITION APPLYING FOR:

	     

	NAME     (Last, First, Middle Initial)
	SOCIAL SECURITY NO.      (Optional)

	     
	     

	MAILING ADDRESS 

	     

	COUNTY 
	HOME TELEPHONE NO.
	ALTERNATIVE TELEPHONE NO.

	     
	(     )      
	(     )      

	SEX (Double click in correct box)
	RACE/ETHNIC GROUP  (Double click in correct box)

	 FORMCHECKBOX 
 (Female)

 FORMCHECKBOX 
 (Male)
	 FORMCHECKBOX 
  WH (White)


 FORMCHECKBOX 
  AS (Asian/Pacific Islander)

 FORMCHECKBOX 
 Other:     
 FORMCHECKBOX 
  BL (Black/African American)
 FORMCHECKBOX 
  AM (American Indian/Alaskan Native)             

 FORMCHECKBOX 
  HI (Hispanic/Latino)

 FORMCHECKBOX 
  PI  (Native Hawaiian/Other Pacific Islander)

	DO YOU WISH TO CLAIM VETERAN’S PREFERENCE? 

(Double click in correct box)
	DO YOU WISH TO CLAIM DISABLED VETERAN’S PREFERENCE?

(Double click in correct box)

	 FORMCHECKBOX 
  Yes (attach a copy of DD214 MBR-4)

 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes (attach official documentation)

 FORMCHECKBOX 
  No      









