BERKSHIRE
HEALTH SYSTEMS, Inc.

725 North Street, Pittsfield, MA 01201
Phone (413) 447-2784 Fax (413) 447-2091
www.berkshirehealthsysems.org

* Ad

* Internet
» Employee Referral

How were you referred?
» Friend/Reative « Walk In

o Other

Application for Employment

Please complete this application accurately and thoroughly.

Berkshire Health Systems does not discriminate in hiring or employment on the basis of race, creed, color, religion, sex, sexual
orientation, maritd status, results of genetic testing, national origin, age, disability, status asa veteran, Vietham Era Veteran or
being amember of the Reserves or National Guard. No question on this application form is intended to secure information to be

used for discrimination.

Y our application for employment will remain in our file for six months. During this time period your employment history and
skillswill bereviewed and evaluated by our staff. Y our application is our main source of information concerning your
qualifications. It isnot possble to interview all applicants and therefore, we ask that you be as specific as possible when
completing this application. Please feel free to add any information you consider useful in our selection of the most qualified

applicant.

Personal Information (Please print or type)

Last Name First Middlelnitid  Other names used Today’s Date
Address— Street & Number City State Zip Telephone (inc. area code)
Cell phone # Email address Areyou legaly entitled to work in the U.S.? Yes No
Are you under 18 years of age? No Yes If yes, date of birth If under 18 years of age, you

will need to provide Berkshire Health Sygems with an Employment Permit if employment is offered to you.

Have you previoudy been employed or volunteered for Berkshire Health Systems (BMC/BVNA, BFS), Fairview, or Berkshire
If yes, please specify dates and positions:

Healthcare Systems (Long Term Care)? Yes No

List any relativeswho are currently employed at Berkshire Health Systems:

Position or type of Work Desired 1.) 2)
Shift Preferred Seeking Days Available Hours Available
* Day * Rotation e Full Time *Mon eThur < Sun
* Evening » Weekends e Part Time *Tues «Fri * Holiday Date availableto begin
* Night * Other * On Cdll *Wed +Sat < Rotation work?
* Summer
* Temp
Special SKills
» Admitting * Info Systems * Switchboard  Languages spoken:
* Calculator * Medical Assistant e Transcription ____English
 Cashier » Medical Billing * Typing (WPM ___ ) ____ Spanish
* CDL License » Medical Coding ___ Portuguese
* CNA Certification » Medical Records * Software Used: ___ Russian
* Customer Service » Medical Terminology ___ Other
» DataEntry * Payroll
* EEG « EKG * Phlebotomy » Other
* Filing * Security

* Human Resources

* Microsoft Office « Word

* Excel e« Outlook

* Access * PowerPoint

An Equal Opportunity Employer




Employment (List current/most recent employer first. Y ou may include any verified work performed on a volunteer basis.)

Company Name Address
Name of Supervisor Telephone
Dates of Employment Title
Ending Wage Reason for Leaving
May we contact employer? yes no If no, why? Full-Time Part-Time Relief
Company Name Address
Name of Supervisor Telephone
Dates of Employment Title
Ending Wage Reason for Leaving
May we contact employer? yes no If no, why? Full-Time Part-Time Relief
Company Name Address
Name of Supervisor Telephone
Dates of Employment Title
Ending Wage Reason for Leaving
May we contact employer? yes no If no, why? Full-Time Part-Time Relief
Education
High Schod (Name and City) High School Diploma yes no
GED yes no
College or Other Schools Location Did You | Diplomaor | Course of Study
Attended (City/State) Graduate | Degree
Major
Minor
Major
Minor
Major
Minor
Other Training Programs/Achievements
Program Attended Location Dates Certificate or Diploma Receved

(City/State) Attended

Indicate any academic honors you have received and the institutions which granted them to you.




U.S. Military Service

Branch of Service Date Entered Date Separated Type of Discharge

Nature of duties and special training receved:

Professional Licenses, Certifications and/or Registr ations

Type State I ssued Date Issued Expires No.

UPON HIRE WE WILL REQUIRE PROOF OF LICENSURE

Professional References (list 3 previous supervisors’employers or instructor s/faculty members)

Name Company/Address Phone Title

AFTER COMPLETING APPLICATION, PLEASE READ CAREFULLY AND SIGN

| give permission to Berkshire Health Systemsto investigate all pertinent information concerning my application in order to
determine my qualifications for employment. | understand that fal sification, misrepresentation or omission of facts
called for in this application may result in denial of employment or immediate dismissal.

| agreeto be photographed by Berkshire Health Systems following employment.

| understend that any offer of employment made to me by Berkshire Health Systems is conditional based on satisfactory
results of a background check, references, drug testing and physical examination given by medical personnel approved by
Berkshire Health Systems and to undergo such an examination inthe event | am offered employment by Berkshire Health
Systems. | also agree to take a physical examination at such other times as required by Berkshire Health Sysems during
the period of my employment.

| agree that any personal property carried by me from Berkshire Health Sysems premises, including packages,
briefcases or other hand carried items may be inspected by authorized personnel.

If employed by Berkshire Health Systems, | agree to comply with all Berkshire Health Systems rules and regulations as
they may be changed from time totime. | understand that neither this employment application nor any other Berkshire
Health Sysems document constitutes personal contract of employment.

In the event that | decide to leave Berkshire Health Systems, | agreeto givethe medical center proper notice of resignation. In
the event of resignation or termination, | agree to return all Berkshire Health Systems property loaned to me such as
identification badges, uniforms, library books, keys etc.

| understand that any offer of employment madeto me by Berkshire Health Systems is conditioned on my submission of
satisfactory proof of my legal dligibility to work in the United States.

It isunlawful in Massachusettsto require or administer alie detector test asa condition of employment or continued
employment. An employer who violates this law shall be subject to criminal penalties and civil liability.

If selected | under stand that my employment isfor no stated term and may be terminated at will by me or Berkshire
Health Systems.

SIGNATURE DATE
My signatureindicatesthat | have read, understood, and consented to the above statements. This authorization or
photocopy shall serve asa consent for the medical center to request any information concerning my application.
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PLEASE COMPLETE THE ENTIRE BACK PAGE

Have you ever been discharged from or disciplined by a former or current employer? yes no
If yes, for what reason(s)?
Date(s)?

Themission of BHS is to improve the headth of Berkshire County
and surrounding communities regardless of ability to pay.

Our Vision
BHS will be nationally recognized as a premier health care organization,
ddivering the highest quality patient-care in a learning environment.

Our Customer Service Standards
Owner ship: Take Pridein Our Organization AsIf You Own It!
Appear ance: Remember that Professional Dress and Demeanor Build Customers' Confidence in Us.
Communication: TaketheInitiative to Obtain or Provide Prompt, Accurate, and Complete Information.

Commitment to
Co-Workers: Treat One Another With Respect, Honesty, And Courtesy.

Privacy: Respect and Protect Others' Right To Privacy and Confidentiality.

Waiting Customers: Explain What Y ou are Doing and What They Can Expect in Terms They Will Understand.
Keep People Informed.

Safety Awareness: Share Responsibility for Ensuring A Safe Environment.
Comfort: Ensure the Comfort of Our Patients and Their Families

Attitude: Seek to Exceed Our Customers Expectations By Providing High Quality Service With
Care, Compassion, And Courtesy.

At BHS we expect all employees to support Customer Service Standards. We believe in fostering an environment of
trust, respect, cooperation and dignity. Providing the best careto our patients and their families is done by working as
ateam and maintaining clear and open communication.

APPLICANT PLEDGE: If selected asan employee, | pledge to do my part to support the mission and to put this
intention into action through my interaction with patients, families, the physician community and BHS staff.

Applicant signature: Date:

Please print name:




BERKSHIRE HEALTH SYSTEMS
725 North Street, Pittsfield, MA 01201 Phone (413) 447-2784 Fax (413) 447-2091

BACKGROUND INVESTIGATION CONSENT FORM

I , hereby authorize Berkshire Health Systems, and/or its agentsto make an independent
investigation of my background, references character, past employment, education, credit history, motor vehicle records, criminal
or policy records, including those maintained by both public and private organizationsand all public records for the purpose of
confirming the information contained on my Application/Resume and/or obtaining other information which may be material to my
qualifications for employment now and, if applicable, during the tenure of my employment with Berkshire Medical
Center/Berkshire Health Systems.

Continuation of employment will be contingent until the results of the background checks are completed and there are no
discrepancies. An offer may berescdnded based on the information received asa result of abackground check. If thereisa
discrepancy of information received, acopy of the report will be provided.

| release Berkshire Health Systems and/or its agents and any person or entity, which provides information pursuant to this
authorization, from any and dl liabilities, claimsor law suits in regardsto the information obtained from any and all of the above
referenced sources used.

The fallowing is my true and complete legal nameand all information contained herein istrue and correct to the best of my
knowledge:

Applicant/Employee Signature Date

Social Security Number* (to be used for background check purposes) Other names usad for work or school

Name

PLEASE PRINT

Street Address

City, State, Zip

NOTE: Theaboveinformation isrequired for identification purposes only and isin no manner used as qualifications for
employment. Berkshire Health Sysgemsis an Equal Opportunity Employer and does not discriminate on the basisof race, creed,
color, religion, sex, sexual orientaion, marital status, results of genetic testing, national origin, age, disability, status as a veteran,
Vietnam Era Veteran or being a member of the Reserves or National Guard.

FOR EMPLOYER USE ONLY —DO NOT COMPLETEITEMSBELOW THISLINE

Employer Section

Employer Contact Per son:

DOB:




