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2025 E. OLIVE STREET ∙ DECATUR, IL  62526 ∙ PHONE:  217-429-7774 ∙ FAX: 217-429-8129
APPLICATION DATE: ______________________
 POSITION APPLYING FOR: ______________________

________________________________________________________           _____-_____-________
LAST NAME                                                   FIRST                                        MIDDLE           SOCIAL SECURITY NO.                   

________________________________________________________           _____-_____-________
CURRENT STREET ADDRESS                           CITY                  STATE             ZIP            TELEPHONE NUMBER
________________________________________________________           ______-______-______
                  E-MAILING ADDRESS 






                             CELL NUMBER
Are you Eligible to work in the U.S. either by Citizenship or I.N.S. Authorization? 
      YES [     ]   NO [     ]

Date Available to Start: _____________________
Salary Requirements: _____________________
AVAILABLE FOR:  FULL TIME [     ]   PART TIME [     ]       ARE YOU AVAILABLE WEEKENDS?  YES [     ]   NO [     ]

ARE YOU AVAILABLE TO WORK NIGHTS?   YES [     ]   NO [     ]    REASONABLE OVERTIME?  YES [     ]   NO [     ]

WHO REFERRED YOU TO THIS COMPANY?           EMPLOYEE [      ]             NEWSPAPER [      ]           OTHER [      ]
HAVE YOU EVER BEEN CONVICTED OF A FELONY?  YES [     ]     NO [     ]   IF YES, PLEASE EXPLAIN DETAILS AND DATE OF OFFENSE.  _____________________________________________________________
HAVE YOU EVER BEEN FIRED OR FORCED TO RESIGN FROM A JOB POSITION?                      YES [     ]   NO [     ]    IF YES, PLEASE EXPLAIN DETAILS.  ______________________________________________________

ARE YOU A HIGH SCHOOL GRADUATE?  YES [     ]   NO [     ]   ____________________________________








     NAME OF HIGH SCHOOL           CITY            STATE
ARE YOU A LICENSED OR CERTIFIED MEMBER OF ANY PROFESSIONAL TRADE?    YES [     ]   NO [     ]    
TYPE OF LICENSE OR CERTIFICATION: ______________________ STATE: __________YEAR: ________
NAME OF TRADE SCHOOL, COLLEGE, ECT…          COURSE STUDY
       GRADUATED                DATE
	
	
	
	

	                                    
	
	
	

	
	
	
	


PERSONAL REFERENCES:  

PLEASE DO NOT LIST RELATIVES.  LIST CO-WORKERS, CUSTOMERS, SUPERVISORS, NEIGHBORS, ECT… 

	NAME
	ADDRESS
	TELEPHONE #
	OCCUPATION

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DRIVING EXPERIENCE:

LIST ALL CURRENT AND PREVIOUSLY HELD DRIVERS’ LICENSE COMMERCIAL AND NON-COMMERCIAL. 

	STATE
	LICENSE NUMBER
	TYPE
	ENDORSEMENTS
	EXPIRATION

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


LIST ALL MOVING TRAFFIC CONVICTIONS FOR THE PAST 5 YEARS.  IF NONE, WRITE NONE.

	DATE
	VEHICLE DRIVEN
	STATE
	CHARGE
	PENALTY

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FORMER EMPLOYERS:

	NAME
	POSITION
	TIME THERE
	SALARY
	REASON FOR LEAVING

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	NAME
	POSITION
	TIME THERE
	SALARY
	REASON FOR LEAVING

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	NAME
	POSITION
	TIME THERE
	SALARY
	REASON FOR LEAVING

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


AUTHORIZATION:


“I certify that the facts contained in this application are true and complete to the best of my knowledge and understand that, if employed, falsified statements on this application shall be grounds for dismissal.


I authorize investigation of all statements contained herein and the references and employers listed above to give you any and all information concerning my previous employment and any pertinent information they may have, personal or otherwise, and release the company from all liability for any damage that may result from authorization of such information.


I also understand and agree that no representation of the company has any authority to enter into any agreement for employment for any specified period of time, or to make any agreement contrary to the foregoing, unless it is in writing and signed by an authorized company representative.


This waiver does not permit the release or use of disability-related or medical information in a manner prohibited by the Americans with Disabilities Act (ADA) and other relevant federal and state laws.”
DATE: _______________________  SIGNATURE: __________________________________________
