


( PREVIOUS EMPLOYERS )

PLEASE NOTE: Your application will not be considered unless every question in this section is answered. Since we will make every effort to contact
previous employers, the correct telephone numbers of past employers are critical. Ask for a phone book or call information if necessary.
FOR EMPLOYERS OUTSIDE THE U.S., A CURRENT FAX NUMBER IS MANDATORY,

MOST RECENT EMPLOYER dYes No  Are you currently working for this employer?
AYes ANo  If yes, may we contact? PHONE ( y
FAX  ( )
COMPANY NAME oIy STATE
FROM 0
DATES EMPLOYED JOBTITLE SUPERVISOR NAME
DUTIES
PER
SALARY (HOUR, WEEK, MONTH;  REASON FOR LEAVING
SECOND MOST RECENT EMPLOYER
PHONE { )
FAX  { )
COMPANY NAME CY ETATE
FROM TO
DATES EMPLOYED JOBTITLE SUPERVISOR NAME
DUTIES
PER
SALCARY {HOUR, WEEK, MONTH)  AEASON FOR LEAVING
THIRD MOST RECENT EMPLOYER
PHONE ( )
y FAX ¢ )
' TOMPANY NAME oy STAIE
1 FROM TO
DATES EMPLOYED JOB TITLE SUPERVISOR NAME
DUTIES =
PER
SALARY {HOUR, WEEK, MONTH)  REASON FOR LEAVING
[ HEFERENCES] I[nclude only individuals familiar with your work ability. Do not include relatives or names of supervisors lisied above.
NAME ADDRESS/PHONE YEARS KNOWN/RELATIONSHIP
1. :
2,

[ EDUCATION ] NOTE: l?o not. fill out any part of this section you believe to be non-job related.
Please circle highest grade completed. 7 3 9 10 11 12 i3 14 15 16 16+

If your school records are under a different name than listed on page 1, please enter that name
) NAME CITY/STATE GRADUATED DEGREE?

HIGH SCHOOL

COLLEGE

OTHER

( CERTIFICATION AND RELEASE ] I certify that I have read and understand the applicant note on page one of this form and that the
answers given by me to the foregoing questions and the statements made by me are complete and true to the best of my knowledge and belief. 1
understand that any false information, omissions or misrepresentations of facts called for in this application, whether on this document or not, may
result in rejection of my application or discharge at any time during my employment. I authorize the company and/or its agents, including consumer
reporting bureaus, to verify any of this information. I anthorize all former employers, persons, schools, companies and law enforcement autherities
from any liability for any damage whatsoever for issuing this information. I alse understand that the use of illegal drugs is prohibited during
employment. If company policy requires, I am willing (o submit to drug lesting to detect the use of illegal drugs prior to and during employment.

SIGNATURE DATE
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'B&ICONTRACTORS, INC. TESTING CONSENT FORM

L . understand that according to the Company's Drug-Free
Workplace Program which [ have read and understand, as a condition of employment with the
Company, | am required to submit a sample of my urine, blood, and/or other legally approved
specimen, for chemical analysis. | understand that this analysis will be conducted by a qualified
testing laboratory, licensed by either the Florida Agency for Health Care Administration or
certified by the United States Department of Health and Human Services.

The PURPOSE of this analysis is to determine the absence or presence of illegal drugs and/or
alcohol.

| CONSENT freely and voluntarily to the Company’s request for specimens. | hereby release
and hold harmless the Company and its employees and agents from any liability whatsoever
arising from this request to furnish any specimens and the testing of my specimens. | further
consent to the release of the result(s) of this analysis to the Company and understand that in
the event | refuse to be tested, refuse to execute this Testing Consent Form, or test positive, |
will be disqualified for further employment by the Company. | also understand that, in the event
| am m;ured in the course and scope of my employment, and refuse to be tested or test positive,
! may, in addition to the above, forfeit all my medical and indemnity benefits under the Florida
Workers' Compensation Act.

{ UNDERSTAND that ali information derived from this test will be kept confidential and released
only to the Medical Review Officer and/or those Company personnel with a need to know,
except as authorized pursuant to State law and regulation, or my written consent. | also
understand a documented chain of specimen custody exists to ensure the identity and integrity
of my specimens throughout this collection and testing process.

Applicant (Print Name)

Signature of Applicant

Date



