
KLA Medical Services 

5820 Veterans Pkwy Suite 208 

Columbus, GA 31904 

(706)-320-0230 

Application for Employment 

Name: _________ _ S.S.#: _________ _ 

Please Date: 

Address: ____________ _ Phone: __________ _ 

City: _______ _ State: ___ _ Zip: ____ _ 

How long have you lived at this address? __________ _ 

Are you 18 years or older? _______ Position desired: ______ _ 

Are you presently able to perform all the duties of the position? 

If no, please explain: 

Please Select the position and hours you are seeking:
 Full Time          Part Time 

 Daytime hours Weekend HoursEvening hours             

Have you ever been convicted, plead no contest, or been shown by credible evidence to have committed 
a criminal offense, including but not limited to crimes of dishonesty, breach of trust, robbery, 

embezzlement, forgery, abuse, neglect, sexual assault, exploitatiohn, or deprivation of any person 
to serious injury as a result of intentional or grossly negligent misconduct?  

Education History 

Location: _________ _ 
High School: ___________ _ 

Highest grade completed: ______ _ 

College or University: ___________

Attended from: ____ to ____ _

Location: _________ _ 

Degree or Diploma received: _________________________ 

Vocational School: Location: _________ _ 

Certification Received: ______________ _ 

Emergency contact name and number: ____________________ _ 

Weekday Hours

Date of Birth:___________

Date of Hire (to be completed by employer):____________



Employment History 

(List at least your last 5 years of work experience, if you have worked less than 5 years list all previous 
employers) 

State:_______  

Position:______ 

Supervisor's Title: __ ____________ 

Employed from: ____________ to __ 

Employer: _____ _     Phone:

Address: ______ _ 
City: _______ _ 

Zip: ____ _ 

Supervisor: ________ _ 

Duties: ______ _ 

Ending Salary: ____ _ 

Reason for leaving: __________________ _

 May we contact? ___________________ _ 

Employer:. _____ ____________ 

Address: _____ ____________ 

State: ______ _ 

Position: _____ ___________ 

Supervisors Title: __ ____________ 

Employed from: _________ to __ 

Phone: ______ _ 

City: _______ _ 

Zip: ____ _ 

Supervisor:. __ ______ _ 

Duties: -------

Ending Salary: ____ _ 

Reason for leaving: __________________ _ 

May we contact? ___________________ _ 

Employer: _____ _ 

Address: _____ _ 

State: ______ _

 Position: _____ _ 

Supervisors Title: __ _ 

Phone: ______ _ 

City: _______ _ 

Zip: ____ _ 

Supervisor: _______ _ 

Duties: _____________________

Employed from: _____________ to ___________ 

Ending Salary: ___ _ 

Reason for leaving: __________________ _ 

May we contact? ___________________ _ 



Personnel References 

Name: ___________________ _ Address: __________________ _ 

Phone #: __________________ _ How long have you known this person? _______ _ 

Name: ___________________ _ Address: __________________ _ 

Phone#: __________________ _ How long have you known this person? _______ _ 

Please indicate training or relevant experience that you have: 

___ First Aid Course Date:______

___ CPR Certified  Date:______

___ Home Health Aide Training __ _ Date:______

___ Non-Paid experience for a person with illness or disability Date:____

Home Health Aide & Personnel Support Aide Checklist 

Ambulation Transfer 

Positioning 

Bed Bath Grooming 

Dental Care 

Toileting 

Skin Care 

Shaving 

Dressing 

Caring for Quadriplegic 

Caring for Hemiplegics

Have performed 

for client 

I have 
received 
training 

I have work 

experience 

I need 

training 

___Certified Nursing Assistant Date:____________

___Personal Care Assistant Date:____________

Please list any other relevant training or certifications:



Feeding Disabled

Vital Signs

Infection control

Home Management

 Home Safety

Home Sanitation

Proper nutrition

Foot Care

Care of the elderly Care of convalescing 

Meal prep. Meal serving

Transport service

Accompanying errands

Housekeeping

Med. Emergencies

Transferring w/Hoyer lift 

Pt. w/ catheter

Pt w/ feeding tube

Medication Assistance

Suctioning

Pt. on ventilator

Use of adaptive equipment

Operation of wheelchair

Pt. with a wound

Range of motion

Condom Catheter

Assist therpeutic Exercise

Working with Mentally Challenged

If we consider you for employment do we have your permission in obtaining a motor vehicle report (MVR) and criminal 
history check?

 Yes __ No __

Signature
Date

Received Training Have Work ExperienceHave Preformed Need Training













KLA Medical Services, Inc. 

Consent for Drug Screening Test 

_______________ __, have applied for employment, I consent to random drug testing. I 

also understand that at any time during my employment, I consent to random drug testing. I also understand 

that if I test positive, I will be terminated at that time. Furthermore, if I am on any prescription medication that 

may result in a positive drug test, I will provide KLA Medical Services, Inc. with proof of this prescribed 

medication. 

I hereby authorize any facility that KLA Medical Services, Inc. recommended to perform this said screening, and 

to release the results to KLA Medical Services, Inc. for further evaluation. I release any facility or person(s) 

conducting the screening from any liability pertaining to this procedure. 

Applicants Name: _______________ _ 

Applicants Signature: ______________ _ Date: _______ _ 
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