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APPLICANT REFERENCE CONSENT AND RELEASE

APPLICANT 

PLEASE COMPLETE THIS BOX ONLY↓

Applicant Consent & Release:

I give my consent to my current and former employers to provide the information requested below regarding my employment history.

This consent is valid for a period of twelve (12) months from the date below

A copy of this form shall be as valid as the original

Applicant Name:  ________________________________________
SS#:  _________________________

Signature of Applicant:  _________________________________________
Date:  __________________

CURRENT/FORMER EMPLOYER 
PLEASE PROVIDE THE FOLLOWING INFORMATION:
Instructions to Current/Former Employer:

The individual named above has applied for employment with North Arkansas Regional Medical Center (NARMC).  Please respond candidly to the request for information listed below and return your written responses via either facsimile to 870.414.4544, or through U.S. Mail to the address below.  This Consent and Release is intended to comply with Arkansas Statute 11-3-204, a law which provides current and former employers with a legal privilege to provide employment history about current or former employees to prospective employers.
Employment History:

Date and duration of employment:  _____________________________________________________________
Current or last job title (brief description and duties):  ______________________________________________
__________________________________________________________________________________________

Current or last rate of pay and wage history:  _____________________________________________________

__________________________________________________________________________________________
Was applicant’s separation from employment:
{  } Voluntary 
{  } Involuntary
What was the reason for applicant’s separation from employment?
(If more explanation is necessary, please attach additional sheet)

__________________________________________________________________________________________

__________________________________________________________________________________________

Is applicant eligible for rehire?


{  } Yes

{  } No
Please rate applicants’ last written performance evaluation prior to the date of release:

__________________________________________________________________________________________

Attendance history (excluding any qualifying leave under FMLA):

__________________________________________________________________________________________

Results of drug and/or alcohol tests administered within the last year:

__________________________________________________________________________________________

Details of any threats of violence, harassing acts or threatening behavior related in any way to the workplace or directed at another employee:
__________________________________________________________________________________________

Information provided by:

Company Name:  ___________________________________________________________________________

Printed Name and Title of the Employer Representative providing information:

__________________________________________________________________________________________

____________________________________________________

______________________________

Signature of Employer Representative




Date
PLEASE RETURN THIS FORM TO:

North Arkansas Regional Medical Center

Attn:  Donna Copeland

Human Resources Department

620 North Main, Harrison, AR  72601

Telephone:  870.414.4689 or Fax:  870.414.4544

Thank you for your cooperation and assistance.  We appreciate your time.
