MSI HEALTH INTERNATIONAL INC. 
APPLICATION FORM 


	Please complete the application by clearly writing or printing.  If your application materials do not clearly show you meet the qualifications of the job for which you are applying, your application will not be accepted.

	JOB APPLIED FOR (Listed on the recruitment announcement):

	 FORMCHECKBOX 
 RN 
 FORMCHECKBOX 
 Mental Health Worker   FORMCHECKBOX 
 Care Home Worker                     

 FORMCHECKBOX 
 RPN 
 FORMCHECKBOX 
 Service Provider           FORMCHECKBOX 
 LIVE IN
 FORMCHECKBOX 
 PSW
 FORMCHECKBOX 
Companion                    FORMCHECKBOX 
 New GRAD
 FORMCHECKBOX 
 Home Help
 FORMCHECKBOX 
 Social Worker               FORMCHECKBOX 
 Other ____________

	Languages 

Speak    FORMCHECKBOX 
English      FORMCHECKBOX 
 French      FORMCHECKBOX 
 German      FORMCHECKBOX 
 Chinese      FORMCHECKBOX 
 Panjabi      FORMCHECKBOX 
 Italian   FORMCHECKBOX 
 Arabic      FORMCHECKBOX 
 Russian      FORMCHECKBOX 
 Turkish 

Write      FORMCHECKBOX 
English      FORMCHECKBOX 
 French      FORMCHECKBOX 
 German      FORMCHECKBOX 
 Chinese      FORMCHECKBOX 
 Panjabi      FORMCHECKBOX 
 Italian   FORMCHECKBOX 
 Arabic      FORMCHECKBOX 
 Russian      FORMCHECKBOX 
 Turkish

Read     FORMCHECKBOX 
English      FORMCHECKBOX 
 French      FORMCHECKBOX 
 German      FORMCHECKBOX 
 Chinese      FORMCHECKBOX 
 Panjabi      FORMCHECKBOX 
 Italian   FORMCHECKBOX 
 Arabic      FORMCHECKBOX 
 Russian      FORMCHECKBOX 
 Turkish

	NAME AND ADDRESS

	NAME (LAST, FIRST,):
	HOME TELEPHONE (include area code):

	
	

	MAILING ADDRESS:
	WORK TELEPHONE (include area code):

	
	

	CITY
	Province 
	POSTAL  CODE:
	OTHER (include area code):

	
	
	
	

	EMAIL ADDRESS:
	

	
	 FORMCHECKBOX 
 PAGER
	  FORMCHECKBOX 
 CELL PHONE
	 FORMCHECKBOX 
 MESSAGE

	PERSONAL INFORMATION 

	CPR
	O Yes     O No
	Next of Kin
	
	Tel:
	

	OTHER
	
	Family Physician 
	
	Tel:
	

	Police Check  Yes/No
	O Yes     O No
	Allergies
	
	
	

	Chest X Ray TB Test
	O Yes     O No
	Blood Type 
	
	
	

	Major Intersection
	
	
	
	
	

	                     REFERENCES  
	

	Name of Person
	
	
	Name of Person
	
	
	

	Designation
	
	
	Designation
	
	
	

	Phone Number
	
	
	Phone Number
	
	
	

	How Long Known
	
	
	How Long Known
	
	
	

	
	
	
	
	
	
	

	Name of Person
	
	
	
	
	
	

	Designation
	
	
	
	
	
	

	Phone Number
	
	
	
	
	
	

	How Long Known
	
	
	
	
	
	

	HOME SUPPORT & LONG TERM CARE, CLINICS 

	 FORMCHECKBOX 
 BED SIDE CARE
TELEPHONE
	 FORMCHECKBOX 
 Doctors Office
	 FORMCHECKBOX 
 Intensive Care
	 FORMCHECKBOX 
 Obstetrics / Gynecology
	

	 FORMCHECKBOX 
 Children Services
	 FORMCHECKBOX 
 Over Night Care
	 FORMCHECKBOX 
 clinics
	 FORMCHECKBOX 
 Palliative Care
	

	 FORMCHECKBOX 
 Home Support 
	 FORMCHECKBOX 
 Bed Side Care
	 FORMCHECKBOX 
 Home Nursing
	 FORMCHECKBOX 
 Toileting & Bathing
	

	 FORMCHECKBOX 
 Mental Health support
	 FORMCHECKBOX 
 Dressing and grooming
	 FORMCHECKBOX 
 Meal Preparation
	 FORMCHECKBOX 
  Wound Care 
	

	HOSPITAL DEPARTMENT

	 FORMCHECKBOX 
 Emergency Room
Telephone
	 FORMCHECKBOX 
 Gynecology
	 FORMCHECKBOX 
 Intensive Care
	 FORMCHECKBOX 
 Obstetrics / Gynecology
	

	 FORMCHECKBOX 
 Operating Room
	 FORMCHECKBOX 
 CVICU
	 FORMCHECKBOX 
Medical Surgical
	 FORMCHECKBOX 
 Palliative Care
	

	 FORMCHECKBOX 
 Acute Care
	 FORMCHECKBOX 
 Telemetry
	 FORMCHECKBOX 
 Orthopedic
	 FORMCHECKBOX 
 Neonatal 
	

	 FORMCHECKBOX 
 CCU
	 FORMCHECKBOX 
 Pediatrics
	 FORMCHECKBOX 
 Maternal Child   
	 FORMCHECKBOX 
 Psychiatric
	

	

	HOSPITAL DEPARTMENT CONTINUED 

	 FORMCHECKBOX 
 Oncology 
	 FORMCHECKBOX 
 Labor & Delivery 
	 FORMCHECKBOX 
 Pro-Post
	 FORMCHECKBOX 
 Maternal Child Care
	

	 FORMCHECKBOX 
 Surgery Department 
	 FORMCHECKBOX 
 NICU
	 FORMCHECKBOX 
 Palliative Care
	 FORMCHECKBOX 
 Step Down Unit
	

	 FORMCHECKBOX 
 Tracheotomy 
	 FORMCHECKBOX 
 Pre-Post Surge 
	 FORMCHECKBOX 
 Colostomy Care
	 FORMCHECKBOX 
 Other:

	CURRENT EXPERIENCE WITH 

	Comments 

	

	DESIRED DEPARTMENT & TRAINING REQUIRED

	Comments 

	WORK SCHEDULE AVAILABILITY

	 STATUS PREFERENCE: (Check All That Apply)
	SHIFT PREFERENCE: (Check All That Apply)
	

	 FORMCHECKBOX 
 FULL TIME (F) 
 FORMCHECKBOX 
 FULL OR PART TIME (E) 


 FORMCHECKBOX 
 PART TIME (P)
 FORMCHECKBOX 
 ANY (B)
	 FORMCHECKBOX 
 DAY SHIFT (D) 
     FORMCHECKBOX 
 AFTERNOON (A)

 FORMCHECKBOX 
 NIGHT (N)               FORMCHECKBOX 
 ANY (X)
	

	                                                                                                                                              PREFERRED STARTING WAGE?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
	__________________


	 EDUCATION / TRAINING HISTORY

List colleges, military, trade, business or other schools attended

	Do you have a high school diploma or A CERTIFICATE?   (CHECK ONE)
 FORMCHECKBOX 
 Yes             FORMCHECKBOX 
  No

	High School, College, University and/or other School
(Name and Location of School)
	Course of Study

(List Major)
	Did You

Graduate?

(Yes / No)
	Degree or Certificate Received

	A
	
	
	
	

	B
	
	
	
	

	C
	
	
	
	

	

	LICENSE / REGISTRATION / CERTIFICATE

List any required professional license, registration, certificate, etc.

	Description
	Province
	Number
	Expiration

	
	
	
	

	
	
	
	

	
	
	
	


WORK HISTORY

The information you provide will be used primarily to evaluate whether you meet the minimum qualifications listed in the “Requirements” section of the recruitment announcement.  List your two (2) most relevant jobs (paid or volunteer) for the last 5 years (or period of time you’ve worked, if less than 5 years).  Complete each box.  A resume will not substitute for the completion of the work history section.  If you held more than one position within the same facility, list duties and time spent for each position as a separate job in the work history section.  Clearly describe all your duties.  ●Should you require more writing space attach a separate sheet noting the specific job number(s).●

	JOB NUMBER 1:
	CURRENT or MOST RECENT EXPERIENCE

	NAME OF EMPLOYER
	EMPLOYER ADDRESS AND TELEPHONE NUMBER

	
	

	TYPE OF BUSINESS
	SUPERVISOR NAME AND TELEPHONE NUMBER

	
	

	YOUR JOB TITLE
	

	
	

	FROM (MONTH, YEAR)
	TO (MONTH, YEAR)
	

	
	
	

	TOTAL TIME IN CURRENT OR
	HOURS WORKED PER WEEK
	

	LAST POSITION:
	(AVERAGE)
	

	
	
	

	 
	
	

	Reason for leaving


WORK HISTORY

	JOB NUMBER 2:

	NAME OF EMPLOYER
	EMPLOYER ADDRESS AND TELEPHONE NUMBER

	
	

	TYPE OF BUSINESS
	SUPERVISOR NAME AND TELEPHONE NUMBER

	
	

	YOUR JOB TITLE
	

	
	

	FROM (MONTH, YEAR)
	TO (MONTH, YEAR)
	

	
	
	

	TOTAL TIME IN CURRENT OR
	HOURS WORKED PER WEEK
	

	LAST POSITION:
	(AVERAGE)
	

	
	
	

	 
	
	

	Reason for leaving


	FITNESS FOR POSITION

	1. The essential function of a health care provider is to provide a standard of care that is acceptable within his/her specialty.

Are you capable of performing this function with or without reasonable accommodation?
	O Yes     O No

	2. Are you authorized to work in the Canada?
	O Yes     O No

	3. Are you currently abusing alcohol, using any illegal drugs, or failing to take legally prescribed drugs in the manner prescribed?
	O Yes     O No

	4. Have you abused alcohol, used illegal drugs, or failed to take legally prescribed drugs in the manner prescribed in the past?
	O Yes     O No

	   If yes, what drugs, and how recently have you used these illegal drugs?

	If you answer “Yes” to questions 3 or 4, provide a full explanation on a separate sheet of paper

	PROFESSIONAL LIABILITY

	1. Have you any malpractice claims, suits, settlements or arbitration proceedings been made against you?
	O Yes     O No

	2. Have you any claims, suits or settlements pending against you or against any professional entity of which you are a member?
	O Yes     O No

	*If you answered “Yes” to either of these questions, please include a personal summary on each case on a separate sheet of paper. All summaries should include year occurred, status (i.e., pending, closed, etc.), settlement amount, details of the case, and malpractice carrier.  ●In addition to your summary of events, please include any and all additional documentation available from attorneys and/or malpractice carriers.●

	DISCIPLINARY ACTIONS

	1. Have you ever been convicted of a crime or a misdemeanor for which you have not received a pardon? (A “yes” answer will not automatically disqualify you from consideration for placement. Factors such as when the offense was committed and the seriousness and nature of the offense will be considered.)
	O Yes     O No

	2. Have you ever been convicted of any violation of a Canadian law relating to controlled substances? (A “yes” answer will not automatically disqualify you from consideration for placement. Factors such as when the offense was committed and the seriousness and nature of the offense will be considered.)
	O Yes     O No

	3. Have you ever been denied or surrendered a Canadian controlled substances certificate?
	O Yes     O No

	4. Has your license to practice in your profession in any province been reprimanded, sanctioned, placed on probation, curtailed, suspended, revoked, restricted, denied or voluntarily surrendered?
	O Yes     O No

	5. Have you ever been denied a certificate by, or the privilege of taking an examination before, any province or healthcare board?
	O Yes     O No

	6. Have your staff/clinic privileges at any hospital, health care facility, or clinic been denied, revoked, suspended, curtailed, limited, or placed under conditions restricting your practice?
	O Yes     O No

	7. Have you ever been disciplined by any province board for any violation of the Medical Practice Act or unethical conduct?
	O Yes     O No

	8. Have you ever been denied provider participation in any province or medical programs?
	O Yes     O No

	9. Have you ever been terminated, sanctioned, penalized or had to repay money to any Medicaid programs?
	O Yes     O No

	10. Have you ever been the subject of any investigative or disciplinary proceedings or reprimanded by a governmental or administrative agency?
	O Yes     O No

	11. Have you ever been convicted of a violation of any Canadian narcotic laws? (A “yes” answer will not automatically disqualify you from consideration for placement. Factors such as when the offense was committed and the seriousness and nature of the offense will be considered.)
	O Yes     O No

	12. Have you ever been disciplined by a hospital staff or training program?
	O Yes     O No

	13. Is there any other issue that should be disclosed that may have an adverse impact on your ability to deliver effective care?
	O Yes     O No


WORK SCHEDULE AVAILABILITY 
	This form will assist us with setting up your availability for work. Fill out the information provided for your work preference. 

DATES YOU ARE AVAILABLE FOR WORK
Days  
Afternoons 
Nights 
Days 12 Hours
Nights 12 Hours
MONDAY
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

TUESDAY
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

WEDNESDAY 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

THURSDAY
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

FRIDAY
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

SATURDAY
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

SUNDAY
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

WEEKEND 1
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

WEEKEND 2
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

WEEKEND 3
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

WEEKEND 4
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

HOLIDAYS 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

OTHER 1

OTHER 2




CONFIDENTIALITY AGREEMENT 
	I _______________________________________________ agree to maintain the Confidentiality of all information and records regarding any person who is a client or Employee of MSI HEALTH INTERNATIONAL & our our client for payroll services.
I agree to abide by all standards set forth by the Province of Ontario and with the Code of practice for the safeguarding of Health information established by the Canadian Health Records Association.

I agree that I will also represent myself and MSI HEALTH INTERNATIONAL in a professional and ethical manner.  And follow policies and procedures set forth by MSI Health International, the College of Nurses of Ontario and the Ontario Employment Standards.

Name ____________________________________  Date ______________

Witness __________________________________  Date ______________




SOME DO’S & DON’TS
	· Never accept any gifts from client without checking with the office first

· Never go to the client’s home other than scheduled visits

· Never drive the client’s car nor take the client in your car

· Never accept the client’s keys unless arranged by client and nursing supervisor

· Never sign legal documents for client

· Please notify the office if there is any change in client condition

· Please notify the office if suspected abuse

· Please arrive for your shift on time and stay assigned time, unless client request you to leave then please notify the office

· No alcohol or smoking in client’s home.

Name ____________________________________  Date ______________




GUIDELINES
	Registered staffs are expected to follow the guidelines set out by the College of Nurses of Ontario. He/she must have completed an accredited nursing program and be in good standing with the CNO

Duties

1. Provide client focus care to all clients

2. Provide yearly registration certificates

3. Follow client care plan and document according to CNO standards

4. To work within their scope of practice

Name ____________________________________  Date ______________




ORIENTATION PROGRAM
	Registered Nurse

Registered Practical Nurse

Personal Support Worker

Homemaker

We provide training and orientation for the following  

Roles & Responsibilities

Have you ever received this training
O Yes     O No
Policy & Procedures of MSI HEALTH 
Have you ever received this training
O Yes     O No
Harassment policy

Have you ever received this training
O Yes     O No
Charting

Have you ever received this training
O Yes     O No
Confidentiality

Have you ever received this training
O Yes     O No
WHMIS

Have you ever received this training
O Yes     O No
Infection control

Have you ever received this training
O Yes     O No
Point click Care Training
Have you ever received this training
O Yes     O No
MDS Training
Have you ever received this training
O Yes     O No
Client Responsibility

Have you ever received this training
O Yes     O No
Name ____________________________________  Date ______________


CERTIFICATION & SIGNATURE 
	AUTHORIZATION AND UNDERSTANDING: I certify that the information given herein is true and complete without qualification. I understand MSI Health International may investigate my work and personal history and verify all data given on this application, on related papers, and in interviews and I authorize MSI Health International, or any healthcare facility to do the same. This inquiry may include information as to my character, general reputation and personal characteristics, and I consent to the conduct of this inquiry and to the consideration of any statements of references of former employers that are given in response to the inquiry. I authorize all individuals, schools and employers’ names therein, except as specifically limited on this application, to provide information requested about me, and I release them from liability for damages in providing this information. I understand and acknowledge that MSI Health International will terminate my employment if I have provided incomplete, inaccurate, untrue or misleading information in this application or on any other document or form at any time during my employment.
I UNDERSTAND THAT ALL DOCUMENTS, ONCE SUBMITTED BY MYSELF, ARE PROPERTY OF MSI Health International.

· I certify that all statements contained herein are true and complete whether made by me or others at my request.

· I UNDERSTAND THAT IF HIRED, I MUST PROVE THAT I AM LEGALLY AUTHORIZED TO WORK IN THE CANADA.
I authorize MSI Health International AND THE CLIENT to check employment references and verify education information provided on this employment application and as disclosed in the interview process.
I release MSI Health International and all providers of information from any liability as a result of furnishing and receiving any information related to THE MEDICAL CONNECTION INC..
By electronically submitting my application materials, I agree to the conditions stated in this “Certification and Signature” SECTION and THAT this section is enforceable as if I had signed below.

	SIGNATURE 
	Date



	
	

	OFFICE USE ONLY
	OFFICE USE ONLY

	SIN NUMBER SENT TO PAYROLL
	
	RATE OFFERED 
	

	POLICE CHECK CONFIRMED 
	
	DATE HIRED/STARTED
	

	CHEST X RAY NEG TB TEST
	
	ORIENTATION DATE
	

	REFERENCES CHECKED
	
	ORIENTATION FINISHED 
	

	TLC FACILITIES 
	
	OTHER 
	

	HOSPITAL 
	
	OTHER
	

	HOME CARE
	
	DEPARTMENT ALLOCATED 
	

	OTHER
	
	DEPARTMENT MANAGER 
	

	CLINICS
	
	OTHER 
	


REFERENCE CHECK 1
	Name

Address

Category

Phone

Applicant Name

Position Applied for

START DAT:      END DATE

Was the applicant an employee of your company?

Name of the Person providing reference

Designation

How long have you known this applicant

Dependability

Communication

Judgment

Attitude towards work

Attitude towards co-workers

Would you recommend

NAME

Date

Signature 

Comments




REFERENCE CHECK 2
	Name


	Address


	Category


	Phone


	Applicant Name

	
	Position Applied for

	
	START DAT:      END DATE

	
	Was the applicant an employee of your company?

	
	Name of the Person providing reference

	
	Designation

	
	How long have you known this applicant

	
	Dependability

	
	Communication

	
	Judgment

	
	Attitude towards work

	
	Attitude towards co-workers

	
	Would you recommend

	
	NAME

	
	Date

	
	Signature 

	
	Comments



	


Page 1

