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 EMPLOYMENT APPLICATION
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 Full Name:___________________________________________________________________________________________________________________________________

 Address:_________________________________________________________________City:____________________________State:________________Zip:____________

 Phone:_____________________________________Mobile/Pager/Other:__________________________________E-mail:_________________________________________

 DOB:_____/_____/_____/_________________________ _______________Social Security No._______________________________________________________________

Any Physical limitations/restrictions?_______Yes__________No__________If yes, please explain:_____________________________________________________________

_____________________________________________________________________________________________________________________________________________

 If you are under 18 years of age, can you provide a work permit?  ___Yes_____No________If no, please explain:_________________________________________________

_____________________________________________________________________________________________________________________________________________

Have you ever worked for this company?_____________Yes__________No___________If yes, when?__________________________________________________________

Are you a citizen of the united states?________________Yes__________No________________________________________________________________________________

If not, are you legally allowed to work in the United States?___________Yes___________No__________________________________________________________________

Type of employment desired:_____________Full-Time______________Part-Time___________Temporary_________________Seasonal_______________________________

Have you ever plead guilty, no contest or been convicted of a crime (Circle One) ?____Yes__________No______  If yes, give dates and details:__________________________

______________________________________________________________________________________________________________________________________________

Transportation (Circle One ):            Agency                    Self    _________Public_____________________________________________________________________________

Answering yes to these questions does not constitute an automatic rejection for employment.  Date of the offense, seriousness and nature of the violation, rehabilitation and position applied for will be considered.

Driver’s License number (if applicable to position):____________________________________________________________State:____________________________________


________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________


Dates of employment:    From:     /     /          To:     /     /      Position(s) Held:_________________________________________________________________________________

Company Name:_________________________________________________Address:_________________________________________________________________________

City:___________________________________________________________State:___________________________________________________Zipcode:_________________

Phone:_________________________________________________________Supervisor:____________________________________________Title:_______________________

Responsibilities: __________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Starting Salary and Title:___________________________________________Ending Salary and Title:_____________________________________________________________

Reason for leaving:________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

May we contact this employer for a reference?          _____Yes          _____No

Dates of employment:    From:     /     /          To:     /     /      Position(s) Held:_________________________________________________________________________________

Company Name:_________________________________________________Address:_________________________________________________________________________

City:___________________________________________________________State:___________________________________________________Zipcode:_________________

Phone:_________________________________________________________Supervisor:____________________________________________Title:_______________________

Responsibilities:__________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Starting Salary and Title: ___________________________________________Ending Salary and Title:_____________________________________________________________

Reason for leaving:________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

May we contact this employer for a reference?          _____Yes          _____No
Dates of employment:    From:     /     /          To:     /     /      Position(s) Held:_________________________________________________________________________________

Company Name:_________________________________________________Address:_________________________________________________________________________

City:___________________________________________________________State:___________________________________________________Zipcode:_________________

Phone:_________________________________________________________Supervisor:____________________________________________Title:_______________________

Responsibilities:__________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Starting Salary and Title:___________________________________________Ending Salary and Title:_____________________________________________________________

Reason for leaving:________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

May we contact this employer for a reference?          _____Yes          _____No
I certify that my answers are true and complete to the best of my knowledge.  I authorize you to make such investigations and inquiries of my personal, employment, educational, financial and other related matters as mat be necessary for an employment decision.  I hereby release employers, schools or individuals from all liability when responding to inquiries in connection with my application.

In the event that I am employed, I understand that false or misleading information given in my application or interview(s) may result in discharge. I also acknowledge that by my signature on this document, I am agreeing that any client that I am presented for interview, or introduced to, I may not accept employment offers for a period of 90 days. 

Signature of Applicant: _____________________________________________________________________          Date:  _____________________________________________
ASSIGNMENT ACKNOWLEDGMENT

 AND

 GOOD MANUFACTURING PRACTICES (GMP’S) RECEIPT 

By my signature below, I acknowledge that I have received a copy of the “Information for R.E.M. Staffing, Inc GMP’s”.

I hereby acknowledge that I understand the policies as set forth in the pamphlet and responsible for adhering to these policies. Failure to do so may result in corrective action up to and including termination.

__________________________________                _____________________________
Print Name 





Social Security Number 

__________________________________                 _____________________________
Employee Signature 




Date 
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Criminal Background Check – Drug Test – Transportation Fee

Occasionally a position with R.E.M. Staffing, Inc. may require a criminal background check, drug test and/or transportation fee.  These charges are at your expense and will be deducted from your first paycheck.

The fees are as follows:

W-2 Tax Preparation Fee: $5.00

Criminal Background Check:  $35.00

Fees May be higher, if further Investigation is required to obtain a full background report due to discrepancies.

Drug Test:  $10.00

Transportation Fee:  To be determined per location

Please complete the following:

I, _______________________________, give permission for R.E.M. Staffing, Inc. to deduct the above fees from my paycheck.

________________________________________________________________
Signature

________________________________________________________________
Date

________________________________________________________________
Witness
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Job Assignment Orientation

I, _____________________________ understand that by accepting a position(s) with REM STAFFING INC. I have full understanding of my responsibilities as listed below:

1. Report to my assignment each scheduled day on time. 

2. Stay until completion of each scheduled shift.

3. Notify REM STAFFING INC. in a timely manner of any pre-set appointments that could not be scheduled during non-work hours and provide supporting documentation.

4. Notify REM STAFFING INC. prior to my scheduled start time that I am not able to report to work or will be late and provide supporting documentation if necessary. 

5. Notify REM STAFFING INC. 24 hours prior to start of assignment that I will not be able to complete assignment scheduled.

6. Contact REM STAFFING INC. at (717) 920-8727 within 48 hours (excluding Saturday and Sunday) after your assignment has ended (no matter what the reason). If the contact person is not available, leave a message containing your name, the last 4 digits of your social security number and a phone number where you can be reached. This is needed so that your call can be documented. 

Failure to follow any of these rules could result in my hourly wage reverting to minimum wage ($7.25 per hour) for the time worked during the week that the infraction took place while on assignment for REM STAFFING INC.

Failure to follow these rules could result in disciplinary action up to and including termination. 

I also understand that it is my responsibility to call REM STAFFING INC. if I am not going to accept the assigned position. By failing to notify REM Staffing Inc I will be unable to report to work, it will be considered a voluntary resignation by job abandonment from REM STAFFING INC.

Print Name____________________


Date:_________________________
Signature______________________


Social Security #________________
Phone Number#__________________
REM Staffing Representative/Witness___________________________________


[image: image5]


$52.00
As a Pennsylvania Law, it is our obligation to deduct $52.00 from your 1st paycheck of the year 2011, if evidence is not provided at the time of completing you application.

Como Parte de la Ley de Pennsylvania, es nuestra obligación deducir $52.00 de su primer cheque del ano 2011, si usted no provee  evidencia de pago al momento de completar su aplicación. 

__________________________________
Applicant Signature 

Thanks, 

Roberto Escalet (REM Staffing)
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WORKERS COMPENSATION INFORMATION 

In Pennsylvania, the workers compensation law provides wage loss and medical benefits to employees who cannot work, or need medical care because of a work related injury.

Benefits are required to be paid by your employer when self-injured, or through insurance provided by your employer. Your employer is required to post the name of the company responsible for paying workers compensation benefits at its primary place of business and its sites of employment in a prominent and easily accessible place, including without limitations, are used for the treatment of the injured employees or for the administration of first aid. 

You should report immediately any injury or work related illness to your employer within 48 hours of the injury.

Your benefits could be delayed or denied if you do not notify your employer immediately. 

If your claim is denied by your employer you have the right to request a hearing before a workman’s compensation judge. The bureau of workman’s compensation cannot provide legal advice; however you may contact them for additional general information at:

www.dli.state.pa.us 
PAkeyword: workers comp
Bureau of Worker’s Compensation
1171 S. Cameron Street, Room 324
Harrisburg, PA  17104-2501

Claims Information Helpline
    Toll free inside PA: 800-482-2383
    Local calls and calls from outside PA: 717-772-4447
    Toll free inside PA: TTY 800-362-4228

    Local calls and calls from outside PA: TTY 717-772-4991

ACKNOWLEDGEMENT 

I, __________________________ Employee of REM hereby certify that I was provided with the above statement on ____/____/____(Date).

Employee Signature 

Auxiliary aids and services are available upon request to individuals with disabilities. EEO/Program.
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INFORMACION DE COMPENSACION LABORAL

La ley de compensación laboral en Pennsylvania provee compensación por la perdida de salarios incluyendo beneficios médicos, a los empleados que no pueden trabajar debido a una lesión ocurrida en el trabajo.

El empleador/patrono esta requerido a pagar beneficios/gastos medicas a través del Seguro de Compensación. Su patrono/empleador esta requerido a notificar el nombre de la  Agencia responsable de pagar dichos beneficios por medio de avisos escritos en áreas accesibles incluyendo pero no limitado a las áreas  de administración de primeros auxilios y tratamiento de lesiones.

Toda lesión o enfermedad relacionada con el trabajo debe ser notificada INMEDIATAMENTE.

Si su reclamo le es denegado por su empleador, usted tiene el derecho de solicitar una audiencia ante el juez de Compensación Laboral.

Aun cuando el Departamento de Compensación Laboral no puede proveer accesoria legal, usted se puede comunicar con ellos para información general:

www.dli.state.pa.us 
PAkeyword: workers comp
Bureau of Worker’s Compensation
1171 S. Cameron Street, Room 324
Harrisburg, PA  17104-2501

Claims Information Helpline
    Toll free inside PA: 800-482-2383
    Local calls and calls from outside PA: 717-772-4447
    Toll free inside PA: TTY 800-362-4228

Local calls and calls from outside PA: TTY 717-772-4991

RECONOCIMIENTO
Yo, _________________________Empleado de REM STAFFING INC. Por este medio certifico que se me ha provisto esta notificación en el DIA___del mes____ del ano corriente (2011)

Firma del Empleado_______________________________________
                  [image: image8.jpg]Staffing, Inc





Policy on Attendance/Dependability for all REM Temp Associates

There are many reasons why an associate does not report to work, however there are no acceptable reasons why an associate should not call their employer and report their situation!!

In accepting a Temp position with REM our associates are expected to report to work as scheduled for the clients needs.

· Each associate must maintain a high level of dependability and commitment for REM to set a good impression with the customer and good productivity for the client.

· Every associate is required to call the sick line as soon as possible but no later than 2 hours before the scheduled shift. The sick line number is 717-920-8727 and operates 24 hours per day and 7 days per week. During non-business hours you will hear a recording- please speak clearly with your name the last four digits of your social security, a telephone number where you can be reached and the reason you are not reporting for work.   This is your responsibility and not the responsibility of a friend, family member etcetera.

· If the associate fails to call off and does not show up on 2 separate occasions or 2 consecutive occasions (meaning 2 no calls- 2 no shows) REM will consider that you have voluntarily resigned and are not eligible for re-hire for any other positions with in the REM Company. This means you will be put on a do not rehire list (DNR). 
· Sometimes an associate has been placed on an assignment that does not meet the associate’s expectations and is not a fit. If you find yourself in such a position, you should make the best of it and finish the scheduled shift then notify REM by speaking in person or by phone to a REM staffing associate or supervisor and explain the situation.  Walking off the shift will be unfavorable and grounds for  a do not rehire, (DNR)

Print: __________________
Sign: __________________                       Date: ______________
WORKNET

Occupational Medicine

Managed by Nova Care

Notice to Employees
In case of a work related Injury
If You Suffer A Work-Related Injury, Contact Your Supervisor Immediately!

In order to ensure that your medical costs are promptly handled, you must select one of the licensed physicians or providers listed below.

	WORKNET Occupational Medicine

Dr. Davis Frank, M.D., Center Medical Dir.

6108 Carlisle Pike, Mechanicsburg, Pa 17050

717-691-9560  Fax:717-691-9682
	WORKNET Occupational Medicine

Dr. Mark Lauer, Center Medical Dir.

Swatara Square

6301 Grayson Rd Suite 9, Pa 17111

717-920-5910 Fax:717-920-5916

	Orthopedics

Orthopedic Surgeons of Central Pa

Orthopedic Institute of  Pennsylvania

Arlington Group
	550 N. 12th St, Lemoyne, Pa                          717-901-8000

3916 Trindle Road, Camp Hill, Pa                717-761-5530

805 Sir Thomas Court, Harrisburg PA          717-652-9555

	Hand/Wrist/Plastic Surgery

Steven Dailey, M.D.

Robert Maurer, M.D.
	875 Poplar Church Rd, Camp Hill Pa           717-761-5530

99 November Dr, Camp Hill                         717-901-8000

	Psychiatrist

Susquehanna Pain Management
	825 Sir Thomas Court, Harrisburg, PA         717-652-8670

	Ophthalmology

Kilmore Eye Associates

David Armesto, M.D.

Premier Eye Care
	890 Century Dr., Mechanicsburg, PA           717-697-1414

2025 Technology Parkway, Mechanicsburg 717-791-2580

2745 North Front St, Harrisburg, PA            717-238-6757

	Neurology

Ravi Dukkipati, M.D.
	897 Poplar Church Rd., Camp Hill, Pa         717-975-8585

	General Surgery

Susquehanna Surgeons

William Kramer D.O
	532 North Front Street, Wormleysburg, Pa   717-761-4141

4010 Londonberry Rd., Harrisburg, PA        717-540-6875

	Chiropractor

Chris Turnpaugh

Michael Treichler
	6103 Carlisle Pike, Mechanicsburg Pa          717-795-9566

431 Bridge St, New Cumberland, PA           717-774-5376

	Physical Therapy

Joyner Physical Therapy
	6108 Carlisle Pike, Mechanicsburg, PA        717-975-9844


                                                 See Reverse Side

· You must continue to visit one of the provider listed, if you need treatment, for ninety (90) days from the date of your first visit. If you do not, your employer may not be required to pay for these services.

· After this ninety (90) day period, if you still need treatment and your employer has provided a list as set forth above, you may choose to go to another licensed physician or practitioner of the healing arts for treatment. You must notify your employer of this action within (5) days of your first visit to the person of your choice, or your employer may not be required to pay for these services.

· Your bills will be paid IF: Your licensed physician or practitioner of the healing arts files reports as required (these reports must be files within ten (10) days after your first visit and at least once a month for as long as treatment continues).

· In the event a posted panel physician recommends invasive surgery, you may seek a second opinion with a physician of your choice. If you choose to undergo the invasive surgery, you must use a posted physician for the treatment.

· If no list is provided as above, you may go to a licensed specialist. Your employer will pay the bill for these services.

· If you are faced with a medical emergency, you may secure assistance from a hospital or physician or practitioner of the healing arts of your choice.

Employee Signature: _____________________________    Date: ________________
Above signature acknowledges my understanding of these policies and procedures

WORKNET Occupational Medicine                                                               www.novacare.com
Programs, services and employment are available to everyone.  Please inform Human Resources Department is you require reasonable accommodation for the application process.





APPLICATION DATA





How were you referred to us?





Position Applied for:





Date of Interview (Month/Day/Year)





Summarize Your Special Skills or Qualifications





Previous Employment (begin with most recent position)





























840 Market street, Lemoyne PA 17043 Office: 717-920-8727 Fax:  717-920-8726

38 Black Avenue, Chambersburg, PA 17201 Office:  717-261-1199 Fax:  717-261-0099

