
ClientSolvHealthcare 
7730 East Belleview Ave. Suite A-201 Englewood, CO 80111 

Phone: 1-888-500-7658  Fax:303-300-1029 

Employment Application 
 

A. EMPLOYEE INFORMATION     PLEASE TYPE OR PRINT.   ALL INFORMATION REQUIRED 
First Name         M.I.             Last Name SSN# Date Date Available 

            
Current Address City State Zip Code Country 

     

Permanent Address City State Zip Code Country 
     

Current Phone Permanent Phone Specialty Passed state boards 
  RN   ORT   LPN   Other  

 
 

B . EDUCATION  
College or University 
Name of  School Location Diplomas/Degree Date graduated 

    

Hospital school of nursing 
Name of  School Location Diplomas/Degree Date graduated 

    

Other 
Name of  School Location Diplomas/Degree Date graduated 

    

C. OTHER  
Nursing Specialty (List most recent first) 

S.No Specialty Experience Yrs/Mths As of 

     

     

Has your professional licenses on certification ever been investigated or suspended? 
 
Yes    No    (If  yes, Explain) 
 
Have you ever been convicted of crime other than  a minor traffic violation? 
 
Yes    No    (If  yes, Explain)  
 
Are you legally authorized to work in the United States? 
Yes    No    
 
Will you be employed on a VISA? 
 
Yes    No    (If yes , specify VISA)  

 
     

Professional License (Please attach a photocopy of each license) Emergency contact 
Original  State/ Additional License Number Date of Expiration First Name                                         M.I .                                                        Last Name 

    
Street Address                                     

 
City                                                    State                             Zip                      Country    

 
Phone Relationship    

  
List any membership in professional organizations    

 
I was referred to ClientSolvHealthCare by (example : friend,newspaper,internet etc.,)    

 
D. SIGNATURE  
 

I here by certify that all information provided herein is true and correct to the best of my knowledge. I understand that falsification or 
misrepresentation will be the basis for disqualification from  employment or termination. I here by authorize ClientSolvHealthcare  to 
verify the information I have provided herein and contact my past employers and references concerning my work history, qualifications, 
and all other pertinent information as provided by law.  
 
 
(Employee Signature with date) 
 
-------------------------------------------------------------------------------------------------------------- 

 
 
 



ClientSolvHealthcare 
7730 East Belleview Ave. Suite A-201 Englewood, CO 80111 

Phone: 1-888-500-7658  Fax:303-300-1029 

Employment History 
 
List most recent employer first. Please complete all of the information for each of the hospitals for which you have worked.  
1.  Employment History 
Hospital / Facility 
 

Number of Beds in Unit 

City 
 
 

State/Prov Number of Beds in Hospital 

Position Held / specialty Shift Was this a Travel Assignment? 
 
Yes    No    (If yes , specify Agency)  
 

Phone Date Employed 
    /       /          to             /         / 

Charge Experience 
 
Yes    No     (If Yes how often)  

Supervisor Name and Title 
 

Reason for leaving 

2.  Employment History 
Hospital / Facility 
 
 

Number of Beds in Unit 

City 
 
 

State/Prov Number of Beds in Hospital 

Position Held / specialty Shift Was this a Travel Assignment? 
 
Yes    No    (If yes , specify Agency)  
 

Phone Date Employed 
    /       /          to             /         / 

Charge Experience 
 
Yes    No     (If Yes how often)  

Supervisor Name and Title 
 

Reason for leaving 

3.  Employment History 
Hospital / Facility 
 
 

Number of Beds in Unit 

City 
 
 

State/Prov Number of Beds in Hospital 

Position Held / specialty Shift Was this a Travel Assignment? 
 
Yes    No     (If yes , specify Agency)  
 

Phone Date Employed 
    /       /          to             /         / 

Charge Experience 
 
Yes    No     (If Yes how often)  

Supervisor Name and Title 
 

Reason for leaving 

4.  Employment History 
Hospital / Facility 
 
 

Number of Beds in Unit 

City 
 
 

State/Prov Number of Beds in Hospital 

Position Held / specialty Shift Was this a Travel Assignment? 
 
Yes    No    (If yes , specify Agency)  
 

Phone Date Employed 
    /       /          to             /         / 

Charge Experience 
 
Yes    No    (If Yes how often)  

Supervisor Name and Title 
 

Reason for leaving 

5.  Employment History 
Hospital / Facility 
 
 

Number of Beds in Unit 

City 
 
 

State/Prov Number of Beds in Hospital 

Position Held / specialty Shift Was this a Travel Assignment? 
 
Yes    No    (If yes , specify Agency)  
 

Phone Date Employed 
    /       /          to             /         / 

Charge Experience 
 
Yes    No    (If Yes how often)  

Supervisor Name and Title 
 

Reason for leaving 

 hereby certify that all information provided herein is true and correct to the best of my knowledge. 
 
 
Signature ---------------------------------------------------------------------------------                                                                                                                                             Date Signed ------------------------ 


