Surgical Hospital
( 216 Anamaria Drive

Imaging/Pain Center

SURGICAL HOSPITAL 215 Anamaria Drive
Mailing Address Business Office

1868 Lombardy Drive  Rapid City, SD 57703 1868 Lombardy Drive
Fax: 605-721-4949  website: www.bhsh.com

APPLICATION FOR EMPLOYMENT
An Equal Opportunity Employer

Applicants are considered without regard to race, color, religion, sex, national origin, age, disability or any other prohibited basis
of discrimination, as provided under applicable state and federal law.

PLEASE PRINT Date of Application: / / Position(s) Applied For:

Referral Source: Advertisement Friend Employee Walk-In Private Agency Other

Name of Source (if applicable):

Name:
Last First Middle
Address:
City State Zip Code
Home Telephone: ( ) Cell Phone: ( ) Social Security Number: / /
Have you ever been employed here before? Yes No If yes, give date:
Are you employed now? Yes No May we contact your present employer? Yes No
May we contact you at work? _ Yes __ No If yes, work number and best time to call: (__ ) Time AM/PM
On what date would you be available for work? Expected Salary:
(When requesting to meet or exceed your current rate of pay, please attach a copy of your pay advice to validate your request.)
Are you available to work: Full-Time Part-Time PRN (as needed) Temporary
Are you available towork: _ Days  Mornings __ Afternoons _ Evenings __ Nights _ Weekends __ Holidays
Will you work overtime if required? Yes No Will you travel if required? Yes No
Is anyone related to you employed by Black Hills Surgical Hospital? Yes No If yes, please give their name and

relationship to you:

Have you ever been convicted of a felony? Yes No If yes, please explain:

Have you been convicted of a criminal offense related to health care or have you been debarred, excluded, or otherwise
determined ineligible for participation in governmental health care programs? Yes No If yes, please explain:

If hired, you will be required to submit documents sufficient to establish employment authorization and identity in compliance
with the Immigration Reform and Control Act of 1986. While you need not provide this proof of citizenship or immigration
status at the time you are interviewed, please be prepared to assure us that you can do so immediately upon being hired.
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http://www.bhsh.com/�

EDUCATION: School: Name/Address Course of Study Circle Last Did You Diploma/
Year Completed Graduate?  Degree
High School
or GED 1234
College
1234
College
1234
Technical,
Business or 1234
Professional

LIST ALL PROFESSIONAL LICENSES/CERTIFICATIONS EVER HELD (start with the most current):
Type State Expiration Date Registration No.

For additional writing space, please use the backside of this page NN NN NN

Has your professional license ever been suspended, conditioned or revoked in any state?  No __ Yes If yes, please explain:

List professional, trade, business or civic activities and offices held. (You may exclude those which indicate race, color,

religion, sex, age, national origin, disability.)

EMPLOYMENT

Start with your present or last job. Include military service assignments and volunteer activities. Exclude organization names

which indicate, for example, race, color, religion, sex, age, disability, or national origin.

Employer Name Telephone Dates Employed Summarize the nature of the
( ) work you performed

Address From To

Job Title Hourly Rate/Salary

Immediate Supervisor/Title Starting Final

Reason for Leaving

May we contact for reference? Yes No Later

Employer Name Telephone Dates Employed Summarize the nature of the
( ) work you performed

Address From To

Job Title Hourly Rate/Salary

Immediate Supervisor/Title Starting Final

Reason for Leaving

May we contact for reference? Yes No Later




Employer Name Telephone Dates Employed Summarize the nature of the
( ) work you performed

Address From To

Job Title Hourly Rate/Salary

Immediate Supervisor/Title Starting Final

Reason for Leaving

May we contact for reference? Yes No Later

Employer Name Telephone Dates Employed Summarize the nature of the
( ) work you performed

Address From To

Job Title Hourly Rate/Salary

Immediate Supervisor/Title Starting Final

Reason for Leaving

May we contact for reference? Yes No Later

Employer Name Telephone Dates Employed Summarize the nature of the
( ) work you performed

Address From To

Job Title Hourly Rate/Salary

Immediate Supervisor/Title Starting Final

Reason for Leaving

May we contact for reference? Yes No Later

For additional writing space, please use the backside of this page - - -

PROFESSIONAL REFERENCES: List names and telephone numbers of three professional references who are not related to
you and are not previous supervisors. If not applicable, list three school or personal references who are not related to you.

Name & Address Telephone Number Years Known
( )
( )
( )

State any additional information you feel may be helpful to us in considering your application:




APPLICANT’S STATEMENT

I understand and agree that any misrepresentation by me in this application will be sufficient cause for
rejection of this application and/or termination of employment if | am hereafter employed by Black Hills
Surgical Hospital, LLP (BHSH). In consideration of my employment, | agree to conform to the policies
and procedures of BHSH. Furthermore, if I am hired, | understand that | am free to resign at any time,
and that BHSH reserves the right to terminate my employment at any time, with or without cause, and
without prior notice. | understand that no representative of BHSH has authority to make any
representations or assurances to the contrary.

I understand that if you make an offer of employment to me it will be a conditional offer of employment
and | may be required to submit to a pre-employment work screen and to provide information in response
to your medical inquiries, the results of which might disqualify me from employment. If requested, I
agree to furnish such information and to submit to such a pre-employment work screen.

In accordance with the Drug-Free Workplace Act of 1988, BHSH has established a Drug-Free Workplace
company-wide policy. It is our policy to maintain a work environment that is safe for all employees and
conducive to attaining high work standards. Therefore, if an offer of employment is made, hiring is
contingent upon me, the applicant, passing a urine drug test. | understand that | will be requested to
submit to a test to detect the current illegal use of drugs and, if the test results identify that | am a current
illegal user of drugs, | will not be eligible for employment by BHSH. | further understand that | have the
right to refuse to submit to such tests of my own free will, but that such refusal may be used as grounds to
withdraw any conditional offer of employment.

| understand that BHSH may obtain a Consumer Report / Investigative Consumer Report for the purpose
of evaluating me for employment, promotion, reassignment, or retention. | understand that I am entitled
to obtain, by written request, disclosure of the nature and scope of the report.

BHSH is an equal opportunity employer and BHSH does not discriminate in employment. No question
on this application is used for the purpose of limiting or excluding BHSH’s consideration of me for
employment on a basis prohibited by federal, state or local law, nor is it used by BHSH for the purpose of
attempting to obtain information prohibited by federal, state or local law.

I understand that BHSH will consider this application to contain current information for a period of only
sixty (60) days. At the expiration of sixty (60) days, if I have not heard from BHSH and if | still desire to
be considered for employment, | understand that it will be necessary for me to complete a new
application.

BY SIGNING BELOW | ACKNOWLEDGE THAT | HAVE READ AND UNDERSTAND THE
ABOVE STATEMENT.

Signature Date

atdazow

SURGICAL HOSPITAL
An Equal Opportunity Employer

We comply with all Family and Medical Leave Act rules and regulations.

Revised 9-8-09



EMPLOYEE RIGHTS AND RESPONSIBILITIES
UNDEE. THE FAMILY AND MEDICAT ILEAVE ACT

Basic Leave Entiflement

FMLA requeres covered employers o provide up to 12 wesks of unpasd, job-

prmnedlmwem alizibis eraployess for the following reasons
For mcapactty dus to presmancy, prenatl medical care or child hirth:

= Ta meﬁ:nbea:p.ﬁwee 5 child after bith, or placemesnt for adopden
or foster came

»  Tocame for the employes’s spouse. son ar . of parent, whi has
1 SETE haa;ﬂ:ﬁgrl:im; ot gt orp

= Fora senous health condition thar makes the empleyes vmabla to
perfonn the employes’s job.

Military Family Leave Entitlement:

Eligible erplovess with a spouse, son. danghter, or paremt oo active duny ar
call to actve duly stafus in the National Guard or Beserves in support of a
cootinzanoy operaion may use their [ 1-week leava enddemert to addras:
ceriain qualfying exigencies. Cualifying exizencies may include sitending
ceriain milisary events, amsing for aliemative childoare. addressng cerin
iummalnnd]esuln:rmmr_t arznding caman covmsalmg sessions, and
anending post-deploymmant memmtneﬁm-

FMVLA also inciudes a specizl leave entitlement that pemmits eligible
employess I:-:-mknpm"ﬁma‘t of lsavs to care for 2 covered
mu:emeu:bar 2 sinzle 1 2-meoth peniod. A covered servicemeribar
15 8 currant memher of the Armed Forces, inchuding 3 member of the
Marioma] Guard ot Bes erves, who has a senious imjury or dlness inoumed in
the lma of dinfy on actve daty that may render the semvicsmeniber medically
1mfif s perfiorm his or her duties for which the sepicemember i3 undergoins
medical meatment, TeOipeTator, of terpy; oris ik oupatient stans; or i on
the temparary disabilify retred list

Benefits and Protections

Crarins FWLA leave. the employer nmst maimtain the employes's health
coverage voder amy “group health plar™ oo the sams termas as i the enployes
b commued to work, Upon return from FMLA leave, most smployess
rmist be restored o their ergina’ or equivalsnt postiions with equivalsnt pay.
henefits, and other employment temms.

sz of FHLA lsave canmot result I the loss of any smployment benefit thar
accraed pror to e start of an emploves’s laave

Eligibility Eequirsments

Employess are alizible if they have worked for 2 covered employer for at
least one year, for 1,250 hoors ower the previous 11 months, and if at least 50
epiplovess are epploved by the enplover within 75 miles.

Drefinition of Seriou: Health Condifion

A senigus health condidon is an idness, inpury, mupaimment, of physical ar
memnl comdEiom that invalves sither an ovemight say ina medical care
farility, or copSoung Teatment by a beulinareprmﬁerﬁxu condition that
either prevents the emploves from performing the functions of the
employss’s job, or prevents the gualifisd family member Som participaies
m school ar other dathy actvites.

Sulject to certam condittons, the contdnuins Teament raquiremsnt may be
met by a period of incapacity of more than 3 consscutive calendar days
coebimad with at Jsast two visits to a health care provider or ona visit and 2
regmmer of confuuing weatrnent, of incapacity due %o pregrancy, ar
mmeapecity due to a chromic conditon. Oriher conditons may mest the
defimitior: of contimeng freatment.

For addigonal information:
1-886-405-WAGE (1-246-457-9243) TTY: 1-877-B58-3417
WWW.WAGEHOUE.DOL.GOV

Usze of Leave

Ap armplores doss not need 1o use this leave entitiement n onz Block. Laava
cam be taken intemmitiantly of on 2 reduced leave schedils when madically
LECE3EATY. eas st maks reasonstle effors to schedule leave for
plammad madical meatmant o a3 not to unduly disnpt the smployer's
operfons. Leave due to qualifing extzenciss may also e taken on im
imarmittent basis.

Substitution of Faid Leave for Unpaid Leave

Employses may dhoose o exaployers may require v of aocrued pasd leave
while mking FMLA lsave. Tn order o 1se paid leave for FMLA Jsave,
enployees must comply with the employver's normal paid leave policies.

Employee Responsibilities

Emplovess must provtds 30 days advance nodos of the nsed to ke FMLA
ey when the nead is foreseashle. When 30 davs notice is nod possible, tha
eploves NIIsT provs do notice 23 500D A practicable and i 1M
conmhy with am emplover's normal call-in procedues.

Erployvass nwst provids sufScient infornation for the enployer to
defermne if the leme may qualify for FMIA protecoon and the anticipated
e and duration of the leave. SufScient vom ey incfnde that the
emrpiloyes is umable tn perfiom job functons, the fmily member iz matle 1o
perform dadly activites, the ceed for bospitalization or contiming treatment
T a heatth care providar, or ciromstmees suppordng the need fior mitimary
leave ovees also must inform te er if the raquested
ﬁu furarwaam forwiich FMLA lenve 'H-'ﬂ?e’:ﬁ.mbh ukaa:quuf:mm
Employess also nay be raquired to provide 2 certification md penodic
recerofication mupportng the nead for leave.

Emplover Re:ponsibilities

Covverad employers nmst inform enployess raquastng leave whather they
e elighle tmder FAMILA If they are. the notice mmst specify any addtiomal
information required as well as the epaplovsss’ rights mmd respomsibiitias, I
they are mot eligibls, the employer must provide a reazon for the inelizfbility.

Converad employers movst indonm erployess if leave will be destznaed as

FMIA-protectsd and the amsount of leme coumisd against the employes’s
lzanve entitlement  If the emplover determines that the leave is not FRLA-
profecied the emplover must notfy the employas

Unlawfuol Acts by Employers

EMLA makes it mmlawfil for 2oy erplover to

=  [nberfere with, restrain or demy the exercise of any right provided voder
FMLA;

«  Discharge or discromenate azainst amy person for oppesing aoy practice
e mmlawfil by FMLA or for ipvolvemsnt m amy procseding imder
of relatmg oo FMLA

Enforcement

Ap emplorpes may £le 2 complaing with the U5, Depaniment of Labar or
iy bring 2 private lawsult against an exployer.

FMLA does oot affsct any Federal or State law prohbiting discrimination. or
superseds amy State or local law or collective bargaining agresment which
provides greater famihy or medical leave rghts.

FAILA section 109 {28 U_S.C_§ 261%) requires FAILA covered
employers to post the text of this notice. Regulations 1%
CF.E §815.300{a) may require additional disclosures.

LLS, Wage and Hoar Divdsion

1.5, Department of Labor | Exploymest Standards Adne=sictracion | Wags and Hees Dhivision WHD Prtbcstizn 1450 Havired darcary 1009



VOLUNTARY SELF-IDENTIFICATION FORM

The following statistical information is used only for compliance with federal laws assuring equal employment opportunity without regard to
race, color, sex, national origin, religion, age, disability, veteran status or any other classification protected by federal, state, or local law.
Completion of this data is voluntary and will not affect your opportunity for employment or terms or conditions of employment, if hired.

Name:
Address:
Position Applied For: Gender: _ Male _ Female
Referral Source:
Unsolicited Advertisement Employee Referral
Employment Agency College Recruitment Other-Specify

Race/Ethnic Identification: (Please check one of the descriptions below corresponding to the ethnic group with which you identify.)

Hispanic or Latino: A persons of Cuban, Mexican, Puerto Rican, Central or South American, or other Spanish culture or origin,
regardless of race.
If you check the above, which race do you consider yourself Hispanic or Latino?

If you did not check “Hispanic or Latino” above, please check one of the following race/ethnic identifications.

White (Not Hispanic or Latino): A person having origins in any of the original peoples of Europe, North Africa or the Middle
East.

Black or African American (Not Hispanic or Latino): A person having origins in any of the black racial groups of Africa.

Native Hawaiian or Other Pacific Islander (Not Hispanic or Latino): A person having origins in any of the original peoples of
Hawaii, Guam, Samoa, or other Pacific Islands.

Asian (Not Hispanic or Latino): A person having origins in any of the original peoples of the Far East, Southeast Asia, or the
Indian Subcontinent, including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands,
Thailand, and Vietnam.

American Indian or Alaska Native (Not Hispanic or Latino): A person having origins in any of the original peoples of North and
South America (including Central America), and who maintain tribal affiliation or community attachment.

Two or More Races (Not Hispanic or Latino): All persons who identify with more than one of the above five races.
Regulations issued by the U.S. Department of Labor with respect to disabled individuals, disabled veterans, and Vietnam Era veterans require
that federal contractors provide an opportunity for self-identification to candidates seeking employment. Such self-identification is submitted
on a voluntary basis, on a confidential basis, for use only in accordance with regulations, and without subjecting the individual to adverse
treatment.

Disabled/Veteran Status: (Please check one if it describes your veteran status.)

Disabled Individual: Federal regulations define a disabled person as one who (1) has a physical or mental impairment which
substantially limits one or more of such person’s major life activities, (2) has a history of such impairment, or (3) is regarded as
having such an impairment.

Vietnam Era Veteran: Federal regulations define a veteran of the Vietnam Era as one who (1) served on active duty for a period of
more than 180 days, any part of which occurred between August 5, 1964, and May 7, 1975, and was discharged or released with
other than a dishonorable discharge, or (2) was discharged or released from active duty for a service connected disability if any part
of such active duty was performed between August 5, 1964, and May 7, 1975.

Special Disabled Veteran: Federal regulations define a special disabled veteran as one who (1) is entitled to compensation under
laws administered by the Veterans’ Administration for a disability rated 30% or more, or (2) was discharged or released from active
duty because of a service-connected disability.

Applicant’s Signature: Date:

BLACK HILLS SURGICAL HOSPITAL, LLP
An Equal Opportunity Employer
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