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APPLICATION FORM
	INSTRUCTIONS: This form is to be completed. Do not leave any item blank. If it is not applicable to you, please indicate "N.A." Please attached photocopies of all pertinent documents.

	1.A APPLICATION  FOR (Check one)
PHYSICIAN    INDEPENDENT  CONTRACTOR     ALLIED STAFF
	1B. POSITION/SPECIALTY
	1C. SALARY DESIRED

	2. NAME (Last, First, Middle)
	3. GENDER
MALE   FEMALE
	4. CIVIL STATUS : SINGLE
MARRIED  WIDOW  SEPARATED

	5. PRESENT ADDRESS (House No., Street, Barangay, City, Zip Code)
	6. CONTACT NUMBERS
	7. EMAIL ADDRESS

	
	6A. HOME:
	

	
	6B. BUSINESS:
	

	
	6C. MOBILE:
	

	8. DATE OF BIRTH
	9. AGE
	10. PLACE OF BIRTH
	11. NATIONALITY
	12. RELIGION

	DRIVING INFORMATION
13A. DO YOU HAVE A DRIVER'S LICENSE?  YES, If "YES" Driver's License Number:                                   Expiration Date:                           NO
13B. HAVE YOU HAD ANY ACCIDENTS DURING THE PAST YEARS?  NO    YES, HOW MANY  

13C. HAVE YOU HAD ANY CITATIONS DURING THE PAST THREE YEARS?   NO    YES, HOW MANY  


	14. LANGUAGES SPOKEN (List your languages spoken and rate your communication skills "SATISFACTORY", "GOOD", "EXCELLENT")


II. EDUCATIONAL ATTAINMENT (List down all your educational attainment from highest to primary including your internship, residency, etc)
	15A. NAME OF SCHOOL (From recent to past)
	15B. LOCATION
	15C. ATTENDANCE
	15D. DEGREE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


III. LICENSURE, GOVERNMENT CERTIFICATION, SPECIALTY BOARDS AND CLINICAL PRIVILEGES
	16A. CERTIFICATION/LICENSE TITLE
	16B. LICENSE NO.
	16C. REGISTRATION
YES                 NO                   NOT REQUIRED
	16D. EXPIRATION DATE

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	17. DO YOU HAVE PENDING OR HAVE YOU EVER HAD ANY LICENSE REVOKED, SUSPENDED, DENIED, RESTRICTED, LIMITED OR ISSUED/PLACED  IN PROBATIONAL  STATUS OR VOLUNTARILY  RELINQUISED?  YES  (If "Yes" explain on separate sheet)      NO


IV. PROFESSIONAL/WORK EXPERIENCE
	18A. EMPLOYER (From recent to past)
	18B. LOCATION
	18C. POSITION
	18D. ATTENDANCE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


V. TRAINING, SEMINAR AND WORKSHOP ATTENDANCE  (List all related trainings and workshops you have attended to the position you are applying for)
	19A. TITLE/TOPIC
	19B. FACILITATOR
	19C. VENUE
	19D. ATTENDANCE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DATE OF EFFECTIVITY:  01-30-2012
	VI. SKILLS INFORMATION  (How would you rate yourself on your experience with the following aspects of caregiving/procedures)
1 - No Experience,    2 - Some Experience,    3- Good Experience,    4- Excellent Experience
20.1 Companionship                                                             20.11 Monitoring of Input and Output                                   20.21 Manipulation Ventilator  

20.2 Meal Preparation                                                           20.12 IV Medication Administration                                      20.22 Ostomy Care  

20.3 Light Housekeeping                                                      20.13 NGT Feeding                                                               20.23 Enema  

20.4 Bathing/Showering                                                        20.14 PEG Feeding                                                              20.24 Jackson-Pratt Drain Care  

20.5 Dressing/Grooming                                                       20.15 IV Insertion                                                                  20.25 Hemovac Drain  

20.6 Transferring                                                                   20.16 Wound Care (Pressure Sores, etc)                           20.26 Pigtail Catheter   

20.7 Incontinence Care                                                         20.17 Glucose Monitoring                                                     20.27 Administration of Medication  

20.8 Dementia/Alzheimer's Care                                          20.20 Changing IV Fluid  

20.9 Urinary Catheter removal / Insertion                            20.19 Suctioning  

20.10 BP Monitoring                                                              20.20 Tracheostomy Care  


	20.28 Other SKILLS to mention

	21. AWARDS, HONORS, RESEARCH GRANTS, PROFESSIONAL  PUBLICATIONS  AND FELLOWSHIPS  (If additional space is required, attach separate sheet)

	22. CHARACTER REFERENCES (List two references not related to you by blood or marriage and who have been in a position to judge your professional qualifications during the past five years)

	23A. NAME
	23B. ADDRESS
	23C. CONTACT NUMBER
	23D. OCCUPATION

	
	
	
	

	
	
	
	

	
	
	
	

	TICK THE APPROPRIATE  BOX. IF "YES", EXPLAIN DETAILS ON SEPARATE SHEET OF PAPER                                  YES                 NO

	24. ARE YOU NOW, OR HAVE YOU EVER BEEN INVOLVED IN ADMINISTRATIVE, PROFESSIONAL  OR JUDICIAL PROCEEDINGS  IN WHICH MALPRACTICE  ON YOUR PART IS OR WAS ALLEGED?
	
	

	25. HAVE YOU EVER BEEN CONVICTED, IMPRISONED, ON PROBATION OR PAROLE, OR FOREFEITED  COLLATERAL, OR ARE YOU NOW UNDER CHARGES FOR ANY OFFENSE AGAINST THE LAW?
	
	

	24. HAVE YOUR RESIGNED OR RETIRED FROM A POSITION AFTER BEING NOTIFIED YOU WOULD BE DISCIPLINED  OR DISCHARGED,  OR AFTER QUESTIONS ABOUT YOUR CLINICAL/WORK  COMPETENCE  WERE RAISED?
	
	

	25. HAVE YOU EVER BEEN CONVICTED, IMPRISONED, ON PROBATION OR PAROLE, OR FOREFEITED  COLLATERAL, OR ARE YOU NOW UNDER CHARGES FOR ANY OF OFFENSE AGAINST THE LAW?
	
	

	26. NUMBER OF CURRENT OR MOST RECENT PDEA CERTIFICATE  AND/OR LICENSE/PERMIT  TO PRESCRIBE CONTROLLED  SUBSTANCES
	26A. DATE OF EXPIRATION
	26B. HAVE YOU EVER HAD A PDEA CERTIFICATE  OR LICENSE/PERMIT  REVOKED, SUSPENDED, LIMITED, RESTRICTED
YES (If "Yes", explain on separate sheet)      NO

	267A. DO YOU CURRENTLY HAVE OR HAVE YOU EVER HAD CLINICAL PRIVILEGES AT ANY HEALTH CARE INSTITUTION OR AGENCY?
YES  (If "Yes", complete item 16B and 16C)      NO

	27B. NAME AND ADDRESS OF CURRENT OR MOST RECENT INSTITUTION, AGENCY OR ORGANIZATION  WHERE HELD

	28C. HAVE ANY OF YOUR STAFF APPOINTMENTS  OR CLINICAL PRIVILEGES EVER BEEN DENIED, REVOKED, SUSPENDED, REDUCED, LIMITED, NOT RENEWED, OR VOLUNTARILY  RELINQUISHED?  YES  (If "Yes" explain on separate sheet)      NO

	
	FULL TIME
	PART-TIME
	RELIEVER
	PROFESSION AL FEE
	GEOGRAPHIC  AREA

	29A. ARE YOU WILLING TO SEE PATIENTS OR BE DEPLOYED AT PATIENT'S HOME (Tick appropriate boxes)
	
	
	
	
	

	29B. ARE YOU WILLING TO SEE PATIENTS AT YOUR CLINIC AT (Tick appropriate box)
	
	
	
	
	

	29C. ARE YOU WILLING TO SEE PATIENTS AT SENIOR RESIDENT FACILITY (Tick appropriate box)
	
	
	
	
	

	VII. SIGNATURE OF APPLICANT (A false statement on any part of your application may be grounds for not hiring you, or for terminating you after you begin work.

	CERTIFICATION:  I CERTIFY TO THE BEST OF MY KNOWLEDGE  AND BELIEF, ALL OF MY STATEMENTS  ARE TRUE, CORRECT, COMPLETE AND MADE IN GOOD FAITH.

	30A. SIGNATURE OVER PRINTED NAME OF APPLICANT
	30B. DATE SIGNED (Month, Day, Year)


�











