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Cardinal Cushing Centers

All ages. All abilities. All together.



 
APPLICATION 
POSITION APPLIED FOR

SUB CONTRACTOR - AFC Caregiver
APPLICANT
NAME

_______________________________________

ADDRESS
_______________________________________




_______________________________________

TELEPHONE
(____)__________________HOME

(____)__________________WORK           


EMAIL ADDRESS:   








EMERGENCY CONTACT PERSON:__________________________________ PHONE (____)_________________
EDUCATION

Please list most recent first, including high school

School


      Year(s)


            Graduated

      Diploma/Degree
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
Please list any honors, awards, credentials, certification, licenses, or any other special skills and/or qualifications which you may 

have received during your educational or professional career which may qualify you for this position.

_____________________________________________________________________________________

_____________________________________________________________________________________

Occupation
_____________________________________________________________________________________

Employer







Telephone

_____________________________________________________________________________________________

Address

_____________________________________________________________________________________________

Job Title








Dates Employed

_____________________________________________________________________________________________

Supervisor







Rate of Pay

____________________________________________________________________________________________

Have you ever been discharged or asked to resign by a previous employer?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Are you currently employed?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
If yes, may we contact your present employer?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

What hours are you available to provide supports?  _______________________________________________
Would you be available during the day if the AFC Member was unable to attend his/her 
day program/school/job?               FORMCHECKBOX 
Yes             FORMCHECKBOX 
No
Which current certifications do you hold (if any)?    FORMCHECKBOX 
FA   FORMCHECKBOX 
CPR    FORMCHECKBOX 
RN   FORMCHECKBOX 
LSW   FORMCHECKBOX 
Other _



Do you have any special skills?  

________







Optional:  Do you or any member of your household have any chronic illnesses/medical conditions?

 FORMCHECKBOX 
Yes ( Please explain: 












 FORMCHECKBOX 
No

Optional:  Do you or any member of your household have any chronic psychiatric/emotional conditions?

 FORMCHECKBOX 
Yes  (  Please explain: 











 FORMCHECKBOX 
No

Do you or any member of your household provide care for others in your home?
 FORMCHECKBOX 
Yes  (  Please indicate:   FORMCHECKBOX 
Family or Adult Day Care     FORMCHECKBOX 
AFC     FORMCHECKBOX 
PCA     FORMCHECKBOX 
HHA    FORMCHECKBOX 
Other 

_______

 FORMCHECKBOX 
No

Do you anticipate any long term guest (30 days or more)?  
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
Any household pets?  






 FORMCHECKBOX 
Yes  (  # of pets  
_______

Type/Breed 

___________________


 FORMCHECKBOX 
No

Are your household pets up to date on vaccinations?  

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

REFERENCES

Please list three (3) references from individuals to whom you are not related who may attest to your personal and professional qualifications.

_____________________________________________________________________________________________

Name







Title

_____________________________________________________________________________________________

Address

_____________________________________________________________________________________________

Telephone






How Known?

_____________________________________________________________________________________________

Name







Title

_____________________________________________________________________________________________

Address

_____________________________________________________________________________________________

Telephone






How Known?

_____________________________________________________________________________________________

Name







Title

_____________________________________________________________________________________________

Address

_____________________________________________________________________________________________

Telephone






How Known?

APPLICANT’S STATEMENT (Please read carefully and sign below)
I certify that all information given herein is true and complete to the best of my knowledge.  I authorize verification of all statements contained in this application.  Furthermore, I authorize St. Coletta and Cardinal Cushing Schools of Massachusetts to conduct a reference check which may include, but is not limited to, former employers, law enforcement agencies, criminal history systems board, and licensing agencies.  Former employers, law enforcement agencies, criminal history systems board, and licensing agencies are authorized to provide information about me and I release them from all liability for giving such information.

I understand that false or misleading information given in this application or interview(s) may result in discharge.

I understand that I am an independent contractor and not an employee of Cardinal Cushing Centers; and therefore, I am not eligible for any employment-related benefits.

_____________________________________________________________________________________________

Signature of Applicant






Date

