Independent Living Resource Center, Inc



APPLICATION FOR PERSONAL ASSISTANT REFERRAL
(See Interviewer for any part of the application that needs clarifying)

GENERAL

	Last Name, First, Middle:

     
	Date of Application: (mm/dd/yyyy):
     
	Telephone:



	Home Address (Number & Street, City, State & Zip Code):

     
	Cell phone or Message#:     
Email:      

	Are you under 18 years of age?

YES  FORMCHECKBOX 

NO  FORMCHECKBOX 

	If under 18, submit a work permit # :  ________________________________
	Legally Able to work in U.S.?:

YES  FORMCHECKBOX 

NO  FORMCHECKBOX 
 (document required)

	Have you ever been convicted of a felony?  If yes, please give date & type of conviction and any relevant explanation:

     


PREFERENCES/Abilities  (Check all that apply)

	Hours Preferred:


	 FORMCHECKBOX 
Full-Time
	 FORMCHECKBOX 
Part-Time
	 FORMCHECKBOX 
Days
	 FORMCHECKBOX 
Evenings
	 FORMCHECKBOX 
Weekends
	 FORMCHECKBOX 
Live-In

	Areas Preferred:
	 FORMCHECKBOX 
Carpinteria
	 FORMCHECKBOX 
Montecito
	 FORMCHECKBOX 
SB
	 FORMCHECKBOX 
Goleta/IV
	 FORMCHECKBOX 
Gaviota
	 FORMCHECKBOX 
Santa Ynez Valley*

	Employer Preference:
	 FORMCHECKBOX 
Males
	 FORMCHECKBOX 
Females
	 FORMCHECKBOX 
Adults
	 FORMCHECKBOX 
Seniors
	 FORMCHECKBOX 
Children
	 FORMCHECKBOX 
Alzheimers/ dementia patients

	Duties willing/able to perform:
	 FORMCHECKBOX 
Housekeeping
	 FORMCHECKBOX 
Groc/Errands
	 FORMCHECKBOX 
Laundry
	 FORMCHECKBOX 
Cooking
	 FORMCHECKBOX 
Dressing
	 FORMCHECKBOX 
Bathing/Hygiene

	
	 FORMCHECKBOX 
Grooming
	 FORMCHECKBOX 
Shaving
	 FORMCHECKBOX 
Bowel/ Bladder care
	 FORMCHECKBOX 
Catheter care
	 FORMCHECKBOX 
Transfers
	 FORMCHECKBOX 
First Aid/ wound dressing

	If willing to use your own vehicle for errands/shopping, enter Drivers License #________________________

	Are you able to assist people who need transferring to bed, wheelchair, bath, etc.?   YES  FORMCHECKBOX 

NO  FORMCHECKBOX 


	Do you smoke? YES  FORMCHECKBOX 

NO  FORMCHECKBOX 
       (Some employers are allergic/sensitive to smoking residue on body/clothing, etc.)

	Languages Spoken/Understood:
	 FORMCHECKBOX 
English
	 FORMCHECKBOX 
Spanish
	 FORMCHECKBOX 
Other_______________

	Willing to work for employers on IHSS?             
	YES  FORMCHECKBOX 

	NO  FORMCHECKBOX 

	OCCASIONALLY  FORMCHECKBOX 



*Santa Ynez, Buellton, Solvang, Los Olivos, Ballard

ADDITIONAL INFORMATION

	Summarize any special skills, experience, certificates or licenses you have that pertains to this type of work:      


	Why do you wish to work with seniors and/or people with disabilities?:      


	List contact information for 2 personal references of your choice (do not use immediate family)
Name & phone:     

	Address:     

	Name & Phone:     

	Address:     


Give complete work history for the past five years and complete contact information.  Personal Assistance experience preferred. If no related experience, list other places of employment.

	1.Dates (mmmm d, yyyy) From: 
	Description of Work:      

	Position:      
	Hourly wage or Salary:      
	

	Name of Supervisor/Contact Person:     
Phone#:         Email:      
	

	Company Name and Address:      
	Reason for leaving:      

	2.Dates  (mmmm d, yyyy) From:       
To:             
	Description of Work:      

	Position:      
	Hourly wage or Salary:     
	

	Name of Supervisor/Contact Person:     
Phone#:         Email:      
	

	Company Name and Address:      
	Reason for leaving:      

	3.Dates  (mmmm d, yyyy)  From:       
To:             
	Description of Work:      

	Position:      
	Hourly wage / salary:      
	

	Name of Supervisor/Contact Person:     
Phone#:         Email:      
	

	Company Name and Address:      
	Reason for leaving:      

	4.Dates  (mmmm d, yyyy)  From:       
To:             
	Description of Work:      

	Position:      
	Hourly wage / Salary:      
	

	Name of Supervisor/Contact Person:      
Phone#:         Email:      
	

	Company Name and Address:      
	Reason for leaving:      

	5.Dates  (mmmm d, yyyy)  From:       
To:             
	Description of Work:      

	Position:      
	Hourly wage /Salary:      
	

	Name of Supervisor/Contact Person:      
Phone#:         Email:      
	

	Company Name and Address:      
	Reason for leaving:      


Note:  Full addresses/contact information required as references are checked by mail.
	This Section must be completed and signed in order to be considered for referral on our Registry
	
	

	I understand that the ILRC is not obligated to give me specific information received from my references.  All of the information I have given for this application is true to the best of my knowledge.  I understand that misrepresentation of facts will result in my termination from the Personal Care Assistant Referral Registry.

I also hereby acknowledge and understand that this is an application to a registry and NOT for actual employment by the ILRC, nor will the ILRC be in any way responsible for payment of wages should a job placement occur as a result of this Registry’s referral service.  I also understand that the ILRC is not responsible for Unemployment Insurance should the job placement end.  The ILRC charges a $5.00 fee per every six month period I remain active on the Registry.



	     
	     

	Signature of Applicant
	Date Signed








Signature of Applicant			Date Signed









