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APPLICATION FOR EMPLOYMENT 

{Please Fill Out Completely) 

a==-

Date of Application _______________ social security number _________ _ 

Print full name----------------------------------

Home phone: ______________ Email: __________________ _ 

Address:------------------------------------

City: _____________ state: __________ Zip code: ________ _ 

Position Applied For _______________________________ _ 

Documents required with this application (All) 

1. Thoroughly completed employment application

2. Current professional license

3. Current CPR/First Aid (signed)

4. PPD/Chest X-ray/Physical

5. Employment eligibility verification (form 1-9)

6. Two professional reference form or letter (phone# included)

7. One personal reference for or letter (phone# included) 

8. Driver's license/ state issue ID card

9. Copy of Social Security Card (Bring original signed copy to interview)

10. Background Check (a must)

11. DOA trainings, MANDT training & Blood borne Pathogen

12. Any other information you have for employment

Check if attached 

( ) 

( ) 

( ) 

( ) 

( 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

If you do not have all the document above, please tell us when it will be available below: ________ _ 

PHYSICIAN'S STATEMENT 

This form must be completed by Physician, Physician assistant, or Nurse Practitioner. 

4010 Glengyle Ave, Suite 2 Baltimore MD 21215 

Email: triumphhealthllc@gmail.com Phone:+14439912262,+13472572823 



-.- • a==-

Personal Data 

Name: _______________________ Social Security# _________ _ 

Address _____________________________________ _ 

City _________________ state ___________ zip code _____ _ 

Phone ____________________ Email ________________ _ 

Medical Release Authorization 

___________________ do hereby authorize ______________ _ 

To release any information acquired during medical examination, relevant to employment with Triumph Health 
care LLC. 

Immunization Records- Triumph HealthCare LLC must receive a copy of the result of all vaccinations, and or 
chest x-ray report (if applicable) before employee is hired for the purpose of home health staffing. Vaccination 
dates, not titers, are required for home health staffing only. 

Date Result Immune 

Hepatitis vaccine 1 

Hepatitis vaccine 2 

Hepatitis vaccine 3 

Polio vaccine 

MMR vaccine 

Diphtheria-Tetanus (DT) vaccine 

T.B skin test (PPD)

___ (required every 10 years) 

Chest x-ray (only if PPD pos.) 

BCG vaccine 

Physical Examination 

Temp ___ _ Pulse ___ _ 

Neg. __ Pos._ 

Yes. __ No. __ 

Respirations Blood Pressure ______ _ 

The above named patient has been examined by me and found to be in good physical and mental health free of 
communicable disease and able to function without any physical limitations or weight lifting restrictions as a 
healthcare professional. 

Physician name (please print) __________________ License Number ______ _ 

Physician Address _________________________________ _ 

City/State/Zip code __________________ Phone ____________ _ 

Physician Signature __________________ Date _____________ _ 

4010 Glengyle Ave, Suite 2 Baltimore MD 21215 

Email: triumphhealthllc@gmail.com Phone:+14439912262,+13472572823 



-.- • a==-

SUPPORT STATEMENT 

Please indicate all relevant experience, skills, and work history that relate to the job description of which you 

have applied. 

MEDICAL HISTORY 

What absence due to illness have you had from work for the last 2 years? 

Do you have any illness that will present you from performing the duties of the position of which you have 

applied? 

Yes/No 

If yes, please indicate below 

Can you lift a weight of 50 pounds? Yes/ No 

REFERENCES 

Please list three character references of which we may contact. 

Name Relationship Years of affiliation Telephone 

DECLARATION 

by signing below I, __________________ _, on the date of ________ _ 
hereby certify that all information included in above application is true and valid to the best of my knowledge, I 

also understand that misrepresentation or falsification of the information provided above will result in any 

immediate disqualification from the selection process and dismissal from any position appointed to by agency 

after discovery. 

Name: ___________________ _ 

4010 Glengyle Ave, Suite 2 Baltimore MD 21215 

Email: triumphhealthllc@gmail.com 

Date: 

Phone:+14439912262,+13472572823 
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