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	Today’s Date:
	     
	Available Start Date:
	     

	
	
	Preferred Shift:
	 FORMCHECKBOX 
 AM      FORMCHECKBOX 
 PM     FORMCHECKBOX 
 Flexible

	Name:
	     
	Phone:
	     

	Address:
	     
	Cell Phone:
	     

	City:
	     
	Email:
	     

	State:
	  
	Zip:
	     
	Emergency Contact:
	     

	County:
	     
	Contact Phone:
	     

	Date of Birth:
	     
	Specialty:
	     

	Float Areas:
	     

	How did you hear about Axis?
	Internet  FORMCHECKBOX 
    Magazine Ad   FORMCHECKBOX 
   Referral   FORMCHECKBOX 
  Referred Name      


LICENSURE (Include photocopies of licenses)

	License Type:
	     
	License Number
	     
	State
	  
	Expiration Date
	     

	License Type:
	     
	License Number
	     
	State
	  
	Expiration Date
	     

	License Type:
	     
	License Number
	     
	State
	  
	Expiration Date
	     


CERTIFICATIONS (Include photocopies of certifications)

	 FORMCHECKBOX 
 ACLS
	Exp. Date:      
	 FORMCHECKBOX 
 Chemo
	Exp. Date:      
	 FORMCHECKBOX 
 FHM
	Exp. Date:      

	 FORMCHECKBOX 
 BLS
	Exp. Date:      
	 FORMCHECKBOX 
 Oncology
	Exp. Date:      
	 FORMCHECKBOX 
 NRP
	Exp. Date:      

	 FORMCHECKBOX 
 PALS   
	Exp. Date:      
	 FORMCHECKBOX 
 CCRN
	Exp. Date:      
	 FORMCHECKBOX 
 CEN
	Exp. Date:      

	 FORMCHECKBOX 
 ENPC     
	Exp. Date:      
	 FORMCHECKBOX 
 CNRN
	Exp. Date:      
	 FORMCHECKBOX 
 CNOR
	Exp. Date:      

	 FORMCHECKBOX 
 TNCC   
	Exp. Date:      
	 FORMCHECKBOX 
 RNC
	Exp. Date:      
	 FORMCHECKBOX 
 Other
	Exp. Date:      


Other Skills

 FORMCHECKBOX 
 Medtech
 FORMCHECKBOX 
 eMAR
 FORMCHECKBOX 
 Paper Charting
 FORMCHECKBOX 
 Other      
	Education
	School Name
	School Location
	Graduation Date
	Degree/Diploma Received

	College
	     
	     
	     
	     

	Graduate School
	     
	     
	     
	     


Skill Specific

Clinical Area

     Years
   Last Used        
Clinical Area

     Years
Last Used
	ICU
	  
	     
	OR 
	  
	     

	SICU
	  
	     
	CVOR
	  
	     

	Burns ICU
	  
	     
	First Assist
	  
	     

	MICU
	  
	     
	Charge/Supervisor
	  
	     

	MACU
	  
	     
	Case Manager
	  
	     

	CVICU
	  
	     
	Psychology
	  
	     

	PICU
	  
	     
	PACU
	  
	     

	Medical/Surgical
	  
	     
	Telemetry
	  
	     

	Emergency Room
	  
	     
	Telemetry – Strips
	  
	     

	Oncology
	  
	     
	Labor & Delivery
	  
	     

	Dialysis
	  
	     
	Mother/Baby
	  
	     

	Cath Lab
	  
	     
	Post Partum
	  
	     

	Endoscopy
	  
	     
	Long Term Care
	  
	     

	Pediatrics
	  
	     
	Home Health
	  
	     

	Other -      
	  
	     
	Rehab
	  
	     

	
	
	
	Other -      
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Employment Profile – Work History
Applicant’s Name: Michael Porter
Please indicate all of your work history for the past seven (7) years starting with your most recent employer. Please indicate reasons for gaps in employment.
Are you currently employed?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If so, may we contact your present employer?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Hospital Name:      
	Type of Unit:      

	City/State:      
	Nurse Patient Ratio:      

	Hospital Level:      
	Beds Per Unit:     

	Teaching Hospital:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Floated to other units?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

	Was this a travel assignment?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If so to which units?      

	Dates of Employment: From         To      
	


	Hospital Name:      
	Type of Unit:      

	City/State:      
	Nurse Patient Ratio:      

	Hospital Level:      
	Beds Per Unit:     

	Teaching Hospital:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Floated to other units?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

	Was this a travel assignment?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If so to which units?      

	Dates of Employment: From       To      
	


	Hospital Name:      
	Type of Unit:      

	City/State:      
	Nurse Patient Ratio:      

	Hospital Level:      
	Beds Per Unit:     

	Teaching Hospital:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Floated to other units?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

	Was this a travel assignment?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If so to which units?      

	Dates of Employment: From       To      
	


	Hospital Name:      
	Type of Unit:      

	City/State:      
	Nurse Patient Ratio:      

	Hospital Level:      
	Beds Per Unit:     

	Teaching Hospital:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Floated to other units?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

	Was this a travel assignment?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If so to which units?      

	Dates of Employment: From       To      
	


	Hospital Name:      
	Type of Unit:      

	City/State:      
	Nurse Patient Ratio:      

	Hospital Level:      
	Beds Per Unit:     

	Teaching Hospital:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Floated to other units?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

	Was this a travel assignment?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If so to which units?      

	Dates of Employment: From       To      
	


	Hospital Name:      
	Type of Unit:      

	City/State:      
	Nurse Patient Ratio:      

	Hospital Level:      
	Beds Per Unit:     

	Teaching Hospital:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Floated to other units?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

	Was this a travel assignment?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If so to which units?      

	Dates of Employment: From       To      
	


	Hospital Name:      
	Type of Unit:      

	City/State:      
	Nurse Patient Ratio:      

	Hospital Level:      
	Beds Per Unit:     

	Teaching Hospital:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Floated to other units?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

	Was this a travel assignment?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If so to which units?      

	Dates of Employment: From       To      
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Do you have at least one year of relevant work experience on a hospital floor?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
If so, please explain:      
Has your license or certification ever been investigated or suspended?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
If so, please explain:      
Have you ever been convicted of a crime other than a minor traffic violation?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
If so, please explain:      
Have you ever been named as a defendant in a professional liability action?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
If so, please explain:      
Do you have any limitations that would restrict you from performing essential functions in the position you are applying for?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If so, please explain:      
Are you either a U.S. Citizen or can show proof of verification of your legal right to work in the U.S.? 
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

By signing/electronically signing below, I am advising all the information on this application is accurate.  If at any point, Axis Healthcare Staffing discovers the information provided above by me is inaccurate, it could lead to disciplinary action or automatic termination.  Axis Healthcare Staffing is authorized to obtain information from my employers, and to release information in support of my application to the company’s hospitals/healthcare facilities.  I understand that Axis Healthcare Staffing will require criminal background checks and licensure checks, and I authorize those required by Axis.  I agree that nothing contained in this application is intended to create an employment contract.

Click here if you agree with the above terms:  FORMCHECKBOX 
 

Signature:       Date:      
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REFERENCE CHECK

I      , SS#       authorize Axis Healthcare Staffing 

to request any information concerning my qualifications, performance and work ethics. Further I hereby release the company or person completing this form from any and all liability in supplying the requested information.

	Signature:
	
	Date:
	     


	REFERENCE INFORMATION (Applicant, please complete)

	Company:
	     
	Reference Name:
	     

	Position Held:
	     
	Reference Phone:
	     

	Start Date:
	     
	Reference Address:
	     

	End Date:
	     
	Reason for Leaving:
	     


Applicant – DO NOT WRITE BELOW THIS LINE

----------------------------------------------------------------------------------------------------------------

Would you rehire this person?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If no, please explain:      
Please rate the applicant on a scale from 1 to 10 (10 being the highest):

	Attribute/Quality
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Additional Comments

	Dependability
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Flexibility
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Team Work
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Professionalism
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Interaction with Co-Workers
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Interaction with Supervisors
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Joint Commission Compliance
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	HIPPA Compliance
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Policies/Procedures
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Appearance
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      


What is your affiliation to the above applicant?    
 FORMCHECKBOX 
 Supervisor / Former Supervisor
 FORMCHECKBOX 
 Coworker / Former Coworker







 FORMCHECKBOX 
 Human Resources                      FORMCHECKBOX 
 Other:      
	Signature:
	
	Date:
	     

	Title:
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REFERENCE CHECK

I      , SS#       authorize Axis Healthcare Staffing 

to request any information concerning my qualifications, performance and work ethics. Further I hereby release the company or person completing this form from any and all liability in supplying the requested information.

	Signature:
	
	Date:
	     


	REFERENCE INFORMATION (Applicant, please complete)

	Company:
	     
	Reference Name:
	     

	Position Held:
	     
	Reference Phone:
	     

	Start Date:
	     
	Reference Address:
	     

	End Date:
	     
	Reason for Leaving:
	     


Applicant – DO NOT WRITE BELOW THIS LINE

----------------------------------------------------------------------------------------------------------------

Would you rehire this person?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If no, please explain:      
Please rate the applicant on a scale from 1 to 10 (10 being the highest):

	Attribute/Quality
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Additional Comments

	Dependability
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Flexibility
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Team Work
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Professionalism
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Interaction with Co-Workers
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Interaction with Supervisors
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Joint Commission Compliance
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	HIPPA Compliance
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Policies/Procedures
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      

	Appearance
	   
	   
	   
	   
	   
	   
	   
	   
	   
	
	      


What is your affiliation to the above applicant?    
 FORMCHECKBOX 
 Supervisor / Former Supervisor
 FORMCHECKBOX 
 Coworker / Former Coworker







 FORMCHECKBOX 
 Human Resources                      FORMCHECKBOX 
 Other:      
	Signature:
	
	Date:
	     

	Title:
	     
	
	


Employment Profile








Axis Healthcare Staffing - Request for Employment 866-916-2947
CONFIDENTIAL


