DEAF, Inc.
DBCAN PROVIDER JOB APPLICATION

Please use 18 point bold Arial font or a black, felt tip marker and write clearly when completing this form. Thanks!
Name:________________________________________________
Address:______________________________________________
______________________________________________
Phone: _______________________________________TTY V
Email: ______________________________________________

Cell Phone:__________________________________________
FAX: _______________________________________________
Best time and way to reach you? 

_____________________________________________________
Over 18 years old?    ___ Yes    ___ No 
Are you legally eligible for work in the US? ___ Yes  ___ No 

(Proof of US citizenship or immigration status will be required.)

When are you available to begin provider work? _____________________________________________________
How many hours per week can you commit to provider work? _____________________________________________________
What days of the week and times are you available to do provider work?

__________________________________________________________________________________________________________

Do you hold a valid driver’s license? ___ Yes  ___ No 

Do you have a car? ________Passenger limit? ________

If you plan to drive consumers in your car, we require you submit proof of insurance (cover page of your insurance policy).  Please be sure to include it with your application.

Have you had contact with DeafBlind people in a social, volunteer or occupational capacity?

___ Yes  ___ No
If yes, please describe your experience:

List your educational background:

School

When Completed

Degree Earned
List Your Work History:

Place


Dates


Title/Duties
Please include your resume with your application. 

List the names, email addresses and phone numbers of three people we may contact as a professional reference for you (no family or friends):

____________________________________________________________________________________________________________________________________________________________________________________________________________________
Upon submission of completed application, resume, and car insurance coverage (if applicable), you will be contacted for an Interview.  
It is understood that any misrepresentation by me in this application will be sufficient cause for cancellation of this application and/or separation from the program’s service if I have been contracted. I give the Agency (DEAF, Inc.) the right to investigate all references and to secure additional information about me, if related to provider work. I hereby release from liability the Agency and its representatives for seeking such information and all other persons, corporations or organizations for furnishing such information. 

Signed: _______________________________Date: ________
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