California State University, East Bay

Department of Nursing & Health Sciences


VERIFICATION OF EMPLOYMENT AS HEALTH CARE WORKER

(Optional Form)  Deadline for Receipt: February 14, 2010
Instructions to the applicant:  This form is OPTIONAL and is not required to be considered for admission to the Nursing degree program.  Complete and submit this form ONLY IF YOU QUALIFY for the additional admission point.  Enter your name below and give this form to a supervisor who is able to comment on your employment history.  PLEASE PRINT.
Applicant Name 




                                   Birth Date _______________
 - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

INSTRUCTIONS TO THE PERSON COMPLETING THIS EMPLOYMENT VERIFICATION:  Please identify yourself in the space provided and answer the questions that follow.  If specific requested information is not available, please indicate "N/A" in response to the question.  Please note: A copy of this document is provided to the student for review upon his/her request pursuant to the Family and Educational Rights Privacy Act (FERPA).
Name






 
Phone






Title





 Organization







Address














What is the applicant's job classification/working title?








How long has the applicant worked as a paid employee in your organization? 

Years  

Months

How many scheduled hours per week?

  If number of hours varies, please explain:



How often is the applicant involved in direct patient care? 

Daily
  
 2+ days per week



 1 day/week
Other:










Briefly describe applicant's job duties:









                                     Signature 






               Date

Please submit this form to:

Department of Nursing & Health Sciences

25800 Carlos Bee Blvd.

Hayward, CA  94542-3086

FAX -- (510) 885-2156


