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	Today’s Date:
	
	Available Start Date:
	

	
	
	Preferred Shift:
	 FORMCHECKBOX 
 AM      FORMCHECKBOX 
 PM     FORMCHECKBOX 
 Flexible

	Name:
	
	Phone:
	

	Address:
	
	Cell Phone:
	

	City:
	
	Best time to call:
	

	State:
	
	Zip:
	
	Email:
	

	County:
	
	Emergency Contact:
	

	Date of Birth:
	
	Contact Phone:
	

	Specialty:
	

	
	


	 How did you hear about Axis?
	


	Have you ever been convicted of a felony / misdemeanor that would prevent employment at a 

healthcare facility?


	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If yes, please explain: 


	Have you ever had a license or certification investigated, revoked, or suspended?


	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If yes, 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 yes, please explain: 


	Are your driving privileges suspended or revoked 

in any state?


	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If yes, please explain: 

	Can you provide proof of insurance for the purpose 

of using a rental car?


	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If no, please explain: 

	Do you have at least one year of experience working 

on a hospital floor?


	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If no, please explain: 

	Can we contact your present employer?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If no, please explain: 

	Do you authorize release of information for your 

background check and licensure verification?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If no, please explain: 

	EDUCATION

	School/College
	
	Address, City, State
	Graduated
	Type of Degree

	College/University
	
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

 Year:
	

	Additional  

Education
	
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

 Year:
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	WORK EXPERIENCE – PLEASE START WITH YOUR MOST RECENT EMPLOYER

	Employer
	Address, City, State
	Phone Number
	Position Held

	1.  
	
	
	

	Unit Worked: 
	Start Date: 
	End Date:
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	2. 
	 
	 
	

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	3. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	4. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	5. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	6. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 


*Please complete in detail.  For example:  start/end date, unit worked, reason for leaving, etc.*
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	WORK EXPERIENCE (continued)

	Employer
	Address, City, State
	Phone Number
	Position Held

	7. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	8. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	9. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	10. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	11. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 

	12. 
	 
	 
	 

	Unit Worked: 
	Start Date: 
	End Date: 
	

	Nurse/Patient Ratio: 
	No. Beds in Hospital: 
	No. Beds in Unit: 
	Was this a teaching hospital? 

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Was this a travel assignment?

   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If yes, through which agency? 
	Reason for leaving: 


*Please complete in detail.  For example:  start/end date, unit worked, reason for leaving, etc.*
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ADDITIONAL INFORMATION

	What is your preference - Travel, Per Diem, or Permanent? 

	What is your preferred clinical area? 

	Is there any specific equipment that you are familiar with and/or confident in operating? 

	What procedures are you most familiar with? 

	CLINICAL AREA
	EXPERIENCE/YEARS
	PREFERENCE (Check if Preferred)
	CLINICAL AREA
	EXPERIENCE/YEARS
	PREFERENCE (Check if Preferred)

	Charge Nurse
	
	 FORMCHECKBOX 

	In-Patient
	
	 FORMCHECKBOX 


	Supervision
	
	 FORMCHECKBOX 

	Out-Patient
	
	 FORMCHECKBOX 


	Critical Care
	
	 FORMCHECKBOX 

	Physicians Office
	
	 FORMCHECKBOX 


	Emergency Room
	
	 FORMCHECKBOX 

	Clinic
	
	 FORMCHECKBOX 


	Medical/Surgical
	
	 FORMCHECKBOX 

	Laboratory
	
	 FORMCHECKBOX 


	Neurology
	
	 FORMCHECKBOX 

	Intensive Care
	
	 FORMCHECKBOX 


	OB/GYN
	
	 FORMCHECKBOX 

	Acute Critical Care
	
	 FORMCHECKBOX 


	Oncology
	
	 FORMCHECKBOX 

	Gastric Bypass
	
	 FORMCHECKBOX 


	Operating Room
	
	 FORMCHECKBOX 

	Urgent Care
	
	 FORMCHECKBOX 


	Orthopedics
	
	 FORMCHECKBOX 

	Dialysis
	
	 FORMCHECKBOX 


	Pediatrics
	
	 FORMCHECKBOX 

	Neonatal ICU
	
	 FORMCHECKBOX 


	Psychiatry
	
	 FORMCHECKBOX 

	Medical Intensive Care
	
	 FORMCHECKBOX 


	PACU
	
	 FORMCHECKBOX 

	Mother/Baby
	
	 FORMCHECKBOX 


	Rehabilitation
	
	 FORMCHECKBOX 

	Labor/Delivery
	
	 FORMCHECKBOX 


	Telemetry
	
	 FORMCHECKBOX 

	Sub-Acute
	
	 FORMCHECKBOX 


	Telemetry – Strips  
	
	 FORMCHECKBOX 

	MRDD
	
	 FORMCHECKBOX 


	LTC/Home Health
	
	 FORMCHECKBOX 

	Open Heart
	
	 FORMCHECKBOX 


	Occupational
	
	 FORMCHECKBOX 

	Endoscopy
	
	 FORMCHECKBOX 


	Cath Lab
	
	 FORMCHECKBOX 

	Other:
	
	 FORMCHECKBOX 


	
	
	
	
	
	
	

	CERTIFICATIONS
	YES/NO
	EXP. DATE
	STATE LICENSES
	LICENSE NUMBER
	EXP. DATE

	ACLS
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	
	
	

	PALS
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	
	
	

	CPR/BLS
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	
	
	

	IV Certification
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	
	
	

	NRP
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	Other:
	
	

	NALS
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	Other:
	
	

	Other:
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	Other:
	
	


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.

	Signature:
	
	Date:
	


	Social Security #:
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REFERENCE CHECK

(Please provide at least three professional references.)  
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
	
	
	
	
	
	
	
	
	
	
	

	HIPAA Compliance
	
	
	
	
	
	
	
	
	
	
	

	Policies/Procedures
	
	
	
	
	
	
	
	
	
	
	

	Appearance
	
	
	
	
	
	
	
	
	
	
	


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







 FORMCHECKBOX 
 Human Resources 

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.

	Signature:
	
	Date:
	

	Title:
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REFERENCE CHECK

(Please provide at least three professional references.)  
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
	
	
	
	
	
	
	
	
	
	
	

	HIPAA Compliance
	
	
	
	
	
	
	
	
	
	
	

	Policies/Procedures
	
	
	
	
	
	
	
	
	
	
	

	Appearance
	
	
	
	
	
	
	
	
	
	
	


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







 FORMCHECKBOX 
 Human Resources 

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.

	Signature:
	
	Date:
	

	Title:
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REFERENCE CHECK

(Please provide at least three professional references.)  
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
	
	
	
	
	
	
	
	
	
	
	

	HIPAA Compliance
	
	
	
	
	
	
	
	
	
	
	

	Policies/Procedures
	
	
	
	
	
	
	
	
	
	
	

	Appearance
	
	
	
	
	
	
	
	
	
	
	


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







 FORMCHECKBOX 
 Human Resources 

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.

	Signature:
	
	Date:
	

	Title:
	
	
	


REQUEST FOR EMPLOYMENT


PERSONAL PROFILE








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


