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INFORMATION ON PERSON EMPLOYED 
 

I. Employing Facility:   
 
           Facility Provider Tax ID#:   
 

Address:  536 Atrium Dr Suite 200,  Vernon Hills,  IL  60061 
                   _________________  _________      _______  _____ 
                       (Street and Number)    (City)       (State).              (Zip Code) 
              
            Address: 
                      _________________  _________      _______  _____ 
                            (Street and Number)       (City)       (State).              (Zip Code) 
 
 
II. Person Employed   _______________________________________ 

                                                             ( Print Name)       
 
(Date of Birth) Social Security Number ____    -    -           
 

              Phone #   Other Phone #   

             

            Home Address   ___________ 

                                                   (Street and Number)             (City)            (State)                    (Zip Code) 

                Email:               



III. Employment ________________________________________ 
 
Date Employed: ___________ 

 
     Position for which employed: _____________________________ 
 
 

IV. Previous Employment (Last ten years of employment) 
 

From To Name and address of Employer Type of Work and Title 
   

 
 

   
 

 

   
 

 

   
 

 

   
 

 

 
  The employer, or authorized official of the employing facility has contacted 

the human resources personnel, management, or knowledgeable supervisor for 
each listed previous employer to inquire about the employee’s work performance 
and whether the employee would be eligible for rehire. 
 
V. Report of Reference on File (At least three character and/or business, 

from persons not related to the employee) 
 

Name of Reference  Address Relationship 
   

 
   

 
   

 
   

 
 



 
VI. Educational Background (Circle the one item indicating highest grade 

completed) 
 

Elementary Grade: High School: GED: 

0 1 2 3 4 5 6 7 8 1 2 3 4 □ Yes □ No 

Years of College (Undergraduate): 
1 2 3 4 

Years of Graduate Work: 
1 2 3 4 

 

        College Degree:   ____________   Graduate Degree:______________ 
 
         Name of School, College, or University last attended ______________ 
 
         Other Special Training or Professional License (Specify): ____________ 
         
         Professional License Number ________________________ 
 
         Evidence of Educational Achievement on File:   
              Yes       
              No     (Explain)___________________________________ 
 

VII. Physical Examination 
 

        Last Examination (Date): ___________ 
 
           Name and Address of Examining Physician:  
         ___________________________________________________ 
 
        Health Clearance Report on File?     
            Yes        
            No     (Explain)___________________________________ 
 
 
        ___________________________                              ________  

(Your Signature)       ( Date ) 
 
        ___________________________                              ________  

(Executive Director/Director)      ( Date ) 


