FRANKLIN COMMUNITY HEALTH NETWORK

INTERNAL JOB APPLICATION

EMPLOYEE REQUEST FOR INTERNAL POSITION TRANSFER OR ADDITIONAL HOURS

This form should be forwarded to the Human Resources Department

Eligibility Criteria:  1)  Must have been in your present position for at least twelve (12) months and has successfully completed his/her introductory period. 2) Has not received a written Work Improvement Plan within the last six (6) months. 3)  Has had only one successful transfer at his/her request, within the past twelve (12) months. 4) Has met minimum qualifications outlined on job description and or job posting.

Today’s Date:_________________________________

Your name (please print)________________________________________________________________________

Current position (title and department):____________________________________________________________

_____________________________________________________________________________________________

Work Tel. No.:_____________________________ Home Tel. No.:_____________________________________

Position you are applying for:___________________________________________________________________

[  ] This will be in addition to my current position.       [  ] This is to replace my current position.

NOTE:  Existing manager needs to be informed once the internal application is formally handed in to Human Resources.  Before a final decision is made, your department head will be contacted for a reference.

Please briefly explain why you are applying for this position:

[   ] Current resume or relevant work experience/skills list attached.

NOTE:  This request will become part of your personnel file.

All facts given in this employment application are true and complete. I understand that if employed, any false or omitted information shall be considered sufficient cause for a misconduct discharge.

I authorize the employers listed to give you any and all information concerning my previous employment and any pertinent information they may have – personal or otherwise, and release all parties from all liability for any damage that may result from furnishing the same to you.

The needs of the FCHN may require changes in my work schedule. I accept this as a condition of employment. I understand that my employment is for no definite period of time, and if terminated, the FCHN is liable only for wages and salary earned as of the date of termination.

In consideration of my employment, I agree to conform to the rules and regulations of the FCHN, and my employment and compensation can be terminated, with or without cause, and with or without notice, at any time, at the option of either the FCHN or myself. I understand that no manager or representative of the FCHN, other than the Chief Executive Officer, has any authority to enter into any agreement for employment for a specified period of time, or to make any agreement contrary to the foregoing.

I HAVE READ AND FULLY UNDERSTAND THE FOREGOING STATEMENT. (A copy of this statement is available upon request).

Date:______________________________Signature:_______________________________________________________________________
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