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PRIVATE CAREGIVER APPLICATION 2
Use Black INK

Private Caregiver Application 2 Page 1

Policyholder Name: ______________________

Policy Number: __________________________

APPLICANT INFORMATION

Last Name First Name M.I. Date

Street Address Apartment/Unit #

City State Zip

Phone E-Mail Address

Social Security Number License or Certification Number

Are You a Citizen of the United States?  � Yes   � No If no, are you authorized to work in the U.S.?  � Yes   � No

Have You ever been discharged from a Position for abuse, neglect, or theft?  � Yes   � No

If Yes, When ____________________________________________________________________________________

Have you ever been convicted of a crime other than a minor traffic violation?  � Yes   � No

If Yes, Explain ____________________________________________________________________________________

EDUCATION

High School Address

From To Did you Graduate? � Yes  � No Degree:

College Address

From To Did you Graduate? � Yes  � No Degree:

Caregiver Training Address

From To Were You Certified? � Yes   � No Certification # State

REFERENCES
Please list two care giving references (do not include family or friends)
Full Name Relationship

Company or Client Phone

Address

Full Name Relationship

Company or Client Phone

Address
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National: 1-800-352-5130 Fax: 801-579-3715
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PREVIOUS EXPERIENCE

Company or Client Phone

Address Supervisor

Job Title Starting Salary $ Ending Salary $ From To

Responsibilities Reason for Leaving

Company or Client Phone

Address Supervisor

Job Title Starting Salary $ Ending Salary $ From To

Responsibilities Reason for Leaving

CURRENT POLICY HOLDER SERVICES

Extent of 

Care 

You are 

Providing

ADL Level of Assistance Day of the Week Hours of the day

Bathing

Bowel Management

Bladder Management

Continence Care

Dressing

Feeding

Toileting

Transferring

Medication 
Management

Other

Average Number of Hours worked a day Average Number of days worked a week

DISCLAIMER AND SIGNATURE

I Certify that my answers are true and complete to the best of my knowledge.

Signature ________________________________________________________ Date ____________________________________


	name: 
	pol numb: 
	last name: 
	first name: 
	mi: 
	date: 
	apt#: 
	city: 
	state: 
	zip: 
	Text117: 
	e-mail: 
	ss#: 
	license: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	hs: 
	address: 
	hs from: 
	hs to: 
	Text135: 
	Text136: 
	Text137: 
	college: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	ref 1 name: 
	ref 1 rel: 
	ref 1 com: 
	ref 1 phone: 
	ref 1 add: 
	ref 2 name: 
	ref 2 rel: 
	ref 2 comp: 
	ref 2 phone: 
	ref 2 add: 
	prev comp: 
	prev co phone: 
	prev co add: 
	prev sup: 
	prev title: 
	st sal: 
	end sal: 
	from: 
	to: 
	why?: 
	co2: 
	phone2: 
	add2: 
	sup2: 
	title: 
	st sal2: 
	end sal 2: 
	from2: 
	to2: 
	duties: 
	duties2: 
	why2: 
	bath: 
	day: 
	hrs: 
	bowel: 
	Text189: 
	Text190: 
	bladder: 
	Text192: 
	Text193: 
	continence: 
	Text195: 
	Text196: 
	dressing: 
	Text198: 
	Text199: 
	feeding: 
	Text201: 
	Text202: 
	Text204: 
	toilet: 
	Text205: 
	trans: 
	Text207: 
	Text208: 
	meds: 
	Text210: 
	Text211: 
	other: 
	Text213: 
	Text214: 
	hrs day: 
	days week: 
	Text217: 


