JOE MURDAUGH MASONRY
APPLICATION QUESTIONAIRE
AN EQUAL OPPORTUNITY EMPLOYER

DATE: SS.# POSITION APPLYING FOR:
PLEASE PRESENT YOUR SOCIAL SECURITY CARD SALARY EXPECTED: DATE AVAILABLE:
& ONE OTHER FORM OF IDENTIFICATION

PERSONAL DATA: IT IS IMPORTANT THAT YOU ANSWER AlLL QUESTIONS CORRECTLY AND COMPLETELY.

NAME: OTHER NAMES:
(Last Name) (First Name) (Middle Initial) (Nickname or maiden)
ADDRESS:
(Number) (Street) (City) (State) (Zip Code)
TELEPHONE: : RELATIVES EMPLOYED AT THIS COMPANY:
IN CASE OF EMERGENCY NOTIFY: RELATIONSHIP;
ADDRESS; TELEPHONE:

EMPLOYMENT HISTORY: List chronologically all employments, including summer and part-time.

NAME and ADDRESS OF EMPLOYER FROM TO SALARY SUPERVISOR REASON FOR LEAVING
BEG. END.

Name
Phone

Name
Phone

Name
Phone

Name
Phone

Name
Phone

Name
Phone

Name
Phone

May we contact your present employer?  Yes No If No, please explain

List any correspondence courses, seminars, workshops, training sessions, etc. that might relate to this position,
Also list any licenses or certificates relating to position or any other skills or experience which better qualifies you for position.

ACTIVE DUTY IN U.S. ARMED FORCES: DATE OF DUTY: BRANCH:
YES NO FROM TO
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EDUCATION INFORMATION

Circle highest Grade School High School
grade completed: 1 2 3 4 5§ 6 7 819 10 11

Post Graduate
BS/BA MA PHD

College
12 13 14 15 16

Name and address of last High School:

Have you passed GED Test?
Yes No

TYPE NAME AND ADDRESS OF SCHOOL
SCHOOL

DEGREE MAJOR

College/
University

College/
University

Graduate

Technical

Military

HAVE YOU EVER BEEN EMPLOYED BY THIS COMPANY? YES NO

WHERE WHEN JOB

HAVE YOU BEEN CONVICTED OF AFELONY?  YES NO

DETAIL OF COURT ACTION:

OFFENSES:

(Date) (Place)

STATEMENT OF WAIVER:

(Disposition)

| authorize investigation of all statements contained in this application. | understand that misrepresentation or omission of facts called for is cause for dismissal,
further, | understand and agree that employment is for no definite period; and may, regardless of the date of payment of my wages and salary, be terminated at
any time without any previous notice. | further understand and agree, that, by accepting employment, the Company may elect to transfer me to other locations,

and on other shift assignments.

DATE: SIGNATURE:
PERSONNEL USE ONLY
INTERVIEW SUMMARY: DISPOSITION IF HIRED:
Was Applicant Hired? Yes No Pay Rate:
If not, why? Start Date:
Job Titte:
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Authorizing Signature:




E PostOffer Medical Questionnaire

Date!
Name: , Home Address:
Name of Doctor(s) Normally Usag? Height: Weight, ’
Last Physical Exam:
R ~ Examining Physician:
Are you {check one) {73 right [ ek handed
Ma Yes | Whan Chack ttems which apoy to yoo Mo Yes | When
Scarlel Fever Diphlheris
Swollen or Fainfu! Joints Rheumalic Fever
| Whooping Caugh Mumps
Frequent, Sever Headaches Dizzines, Fainting Spells
Ear, Nosa, Throat Trouble Eye Trouble
Chronic orrreguent Colds ' Running Ears
Saver Tocth or Gum Trouhls Hay Faver
- Gaiter Tuberculosis
i Shortness of Braath Asthma
| Pain or Pressure in Chest Chronic Counh
i Palnitaticn, Poupding Head Cramgs in Your Legs
{ Higs or Low Blood Pressure Fraguent [ndimestion
Stomach, Livar, Intestinal Trouble Gall Bladdar Troutla
| Jaundice Gall Stones
: | Tumor. Growth, Cyst. Cancer Rupiure
| [ Frequent or Painful Unnation Appendicis
i | Kidney Stone or Blgod in Urine Files o Rectal Disease
| Venereal Disease Recent Gain or Loss of Weiznt
E‘igma: Joinl, Gther Ceformity Gails B
Loss of Amn, Leg, Finger, Toe x | Arthrilis or Rheumalism
Painful or Trick Shoulder or Elbow Lamenass
} Paralysis “Trick™ or Locked Knee
e 1 Nereous Trouble of any Sart Fool Troubie
Any Dig er Marcotic Habit ) Neorits ol
Excessive Dnpking Habit Epilepsy o1 Seizures . _
| Coughad Up Blood
Have You Evar? (Check Each hem) :
T Wom Glasses | Wormn Heasing Aids
Wom an Adificial Eve o Artificial Limbs
| Worn a Brace or Bach Suppost I
Answer Each ltem Yes No

Have You-

Ever been denied life insurance?

Had an operation or been advised to have an aperation?

Been a patient {committed or veluntary) in & mental hospital or sanitarium?
Consulted or been treated by clinics, physicians, haalers, within 5 years?
Had heart trouble of any kind?

Had back trouble of any kind?

Ever received, Is there pending, have you ever applied for, or do you intend to
apply for pension or compensation, or workers' compensation for an existing
disability.

ff you answer “Yes” to any questions, attach additional pages if necessary. .
1 hereby cedtify that the informalion given by me in this medicat history is true in all respacts and ] agree that if emplovea. and it is found o be false in
any respect, that | will be subjedt lo dismissat without notice. o ' )
1 authorize any of the doctors, haspitals, or clinics mentionad abave o furnish to the company a corrpiele franscript of my medical recards

Signature:




