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	Promotion/Transfer Application


This form and a current resume reflecting the qualifications for this position must be submitted when applying for positions posted within the Carondelet Health Network. I understand all sections must be completed to be considered for this position. 

Name: _____________________________________
SS#(last four digits only): __ __ __ __
Current






Current

JobTitle:____________________________________Department:___________________________
Home







Work

Phone Number: ______________________________
PhoneNumber:_________________________
My initials confirm I have read and understand the following transfer requirements listed below:

_____I have completed six (6) months in my current position.
_____I have had no corrective actions in the past six (6) months.
_____I do not have work commitment agreement(s) that would prevent me from transferring and/or 


  decreasing hours.
_____I meet the qualifications as stated on the job description.
_____I am aware I am subject to dismissal if any of the information given is false or misleading.
_____I am aware Occupational Health may require an appointment in order to determine ability to 

   perform the physical demand of the position I am applying for.

	Position For Which You Are Applying


(  St. Mary’s      (  St. Joseph’s      (  Holy Cross      (  Tucson Heart      (  Corporate
Competition






Hours Per






Number: __________________________________
Pay Period:___________Shift:_____________
                                      ( Please attach resume)
I am able to perform the essential functions of the job without accommodations.   ( Yes   (  No

I am able to perform the essential functions of the job with the following accommodations:__________________________________________________________________
Do you have any relative(s) working in the department for which you are applying?   (  Yes  (  No
I affirm I have the Licensure/Certification(s) for the position I am applying for and I have listed them on the attached resume.

Signature: ____________________________________Date:_______________________________













CHN Promo/Tranfer02/10mp

Please print the following information

(Required for submission with application)

	Name:
	
	Date:
	

	Position Applied For:  (Title as Posted):
	

	Competition Number (From Posting):
	

	SS#(last four digits):
	    


How did you learn about this position?

	 FORMCHECKBOX 
 Absolutely Health Care
	 FORMCHECKBOX 
 Job Fair
	     

	 FORMCHECKBOX 
 CareerBuilder
	 FORMCHECKBOX 
 Journal
	     

	 FORMCHECKBOX 
 Catholic Social Services
	 FORMCHECKBOX 
 Monster
	     

	 FORMCHECKBOX 
 CHN Internet Site
	 FORMCHECKBOX 
 Newspaper
	     

	 FORMCHECKBOX 
 College
	     
	
	 FORMCHECKBOX 
 Other
	     

	 FORMCHECKBOX 
 Community Resource
	     
	
	 FORMCHECKBOX 
 Other Internet Site

	 FORMCHECKBOX 
 Employee Referral
	     
	
	 FORMCHECKBOX 
 Patient

	 FORMCHECKBOX 
 Employment Agency
	 FORMCHECKBOX 
 Posting Board

	 FORMCHECKBOX 
 Former Employee 
	     
	
	 FORMCHECKBOX 
 Radio Ad

	 FORMCHECKBOX 
 Friend/Relative
	     
	
	 FORMCHECKBOX 
 Transfer – if current employee


Self  Identification

In order to comply with federal and state equal employment opportunity requirements, we have a program to provide applicant data for evaluating our recruitment and selection procedures.  Nothing provided below would be used in any way whatsoever to affect your application rating or employment, nor will it be supplied to the hiring authority.  This document will be kept separate from your employment application and from other employment records if you are hired.

Completion of the following information is voluntary:

Your Sex:  (Check one)
 FORMCHECKBOX 
 Female
 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 I do not wish to identify

Age 40 +:  (Check one)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 I do not wish to identify

How do you describe yourself (check one):

 FORMCHECKBOX 
 WHITE (not of Hispanic origin): Persons having origins in any of the original peoples of Europe, North Africa, or the Middle East.

 FORMCHECKBOX 
 BLACK or AFRICAN AMERICAN (not of Hispanic origin): Persons having origins in any of the Black racial groups of Africa.

 FORMCHECKBOX 
 HISPANIC (white race only): Persons of Mexican, Puerto Rican, Cuban, Central or South American, or other Spanish culture origin, and of the white race.

 FORMCHECKBOX 
 HISPANIC (all other races): Persons of Mexican, Puerto Rican, Cuban, Central or South American or other Spanish culture origin.

 FORMCHECKBOX 
 ASIAN: Persons having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian sub-continent including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand and Vietnam.

 FORMCHECKBOX 
 NATIVE HAWAIIAN or OTHER PACIFIC ISLANDER: Persons having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.

 FORMCHECKBOX 
 AMERICAN INDIAN or ALASKA NATIVE: Persons having origins in any of the original peoples of North America, and who maintains tribal affiliation or community attachment.

 FORMCHECKBOX 
 TWO OR MORE RACES: Not Hispanic or Latino

 FORMCHECKBOX 
 I do not wish to identify

