
 

 
DELANEY RADIOLOGISTS 
1025 MEDICAL CENTER DR 
WILMINGTON, N.C.  28401 

 PLEASE PRINT ALL 
INFORMATION 

REQUESTED EXCEPT 
SIGNATURE 

APPLICATION FOR EMPLOYMENT 

 

 
 DATE _________________________________

Name _______________________________________________________________________________________________
 Last    First    Middle    Maiden 

Present address _______________________________________________________________________________________
   Number   Street  City State Zip 

How long ___________________  Social Security No. _______ –  _____  –  _________ 

Telephone (      )               Cell Phone (       )                                      Pager (       )                                     . 

If under 18, please list age ________      

 
Position applied for  (1) ________________________  
and salary desired   (2) _______________________  
(Be specific) 

Days/hours available to work 
No Pref _______  Thur _________ 
Mon    ________   Fri ___________ 
Tue     ________   Sat __________ 
Wed _________   Sun _________ 

Have you ever applied or worked here before   Yes    No    What Position ____________________ When __________ 

Employment desired____ FULL-TIME ONLY        PART-TIME ONLY    FULL- OR PART-TIME 

When available for work?  _____________ 

 
TYPE OF SCHOOL NAME OF SCHOOL LOCATION 

 
NUMBER OF YEARS 

COMPLETED 
MAJOR & 
DEGREE 

High School     
     
College     
     
Bus. or Trade School     
     
Professional School     
     

 

HAVE YOU EVER BEEN CONVICTED OF A CRIME?  No   Yes 

If yes, please explain. ___________________________________________________________________________________

____________________________________________________________________________________________________ 

Do you have any relatives working for Delaney Radiologists:   Yes     No   Relationship:  ________________________   



APPLICATION FOR EMPLOYMENT 

 

DO YOU HAVE A DRIVER’S LICENSE?  Yes  No 

What is your means of transportation to work? _______________________________________________________________

Driver’s license  
number ____________________________  State of issue  _______         Operator      Commercial (CDL)     Chauffeur 
Expiration date ______________________  
Please provide  proof of insurance coverage if applying for a position       Insurance Carrier _________________________   
that requires you to drive for Delaney . Policy Number ___________________________ 
 

 

 OFFICE SKILLS  
 

Computer  Yes    Excel  Yes         10-key    Yes  Word       Yes 

Proficient  No                             No                                No                                    No 

Please list any other office skills that you may have : 

____________________________________________________________________________________________________  

____________________________________________________________________________________________________
                                                                              
                                                          
 

Please list two personal references.  Do not include relatives or previous employers. 

Name ________________________________________ Name _____________________________________________

Position _______________________________________ Position ___________________________________________

Company _____________________________________ Company __________________________________________

Address _______________________________________ Address ___________________________________________

 ______________________________________  ___________________________________________

Telephone  (      )  Telephone  (      )

 

An application form sometimes makes it difficult for an individual to adequately summarize a complete background.  Use the 
space below to summarize any additional information necessary to describe your full qualifications for the specific position for 
which you are applying.  Please list all of your certifications and credentials. 

 

 

 

 

 

 

 

 

 

 

 



 

Name of employer  
Address 

Name of last 
supervisor 

Employment dates Pay or salary 

City, State, Zip Code 
Phone number  From 

To 

Start 

Final 

 Your Last Job Title 

Reason for leaving (be specific) 

List the jobs you held, duties performed, skills used or learned, advancements or promotions while you worked at this 
company. 

 

 

 

 

Work 
Experience 

Please list your work experience beginning with your most recent job held. 
If you were self-employed, give firm name.  Attach additional sheets if necessary. 

  

Name of employer  
Address 

Name of last 
supervisor 

Employment dates Pay or salary 

City, State, Zip Code 
Phone number  From 

To 

Start 

Final 

 Your last job title 

Reason for leaving (be specific) 

List the jobs you held, duties performed, skills used or learned, advancements or promotions while you worked at this 
company. 

 

 

 

May we contact your present employer?  Yes        No 
 

Name of employer  
Address 

Name of last 
supervisor 

Employment dates Pay or salary 

City, State, Zip Code 
Phone number  From 

To 

Start 

Final 

 Your Last Job Title 

Reason for leaving (be specific) 

List the jobs you held, duties performed, skills used or learned, advancements or promotions while you worked at this 
company. 

 

 

 

 



 
 

PLEASE READ CAREFULLY 

 

APPLICATION FORM WAIVER 

 

In exchange for the consideration of my job application by Delaney Radiologists I agree that: 

Neither the acceptance of this application nor the subsequent entry into any type of employment relationship, either in the 
position applied for or any other position, and regardless of the contents of employee handbooks, personnel manuals, 
benefit plans, policy statements, and the like as they may exist from time to time, or other Company practices, shall serve to 
create an actual or implied contract of employment, or to confer any right to remain an employee of Delaney Radiologists, or 
otherwise to change in any respect the employment-at-will relationship between it and the undersigned, and that 
relationship cannot be altered except by a written instrument signed by the President of Delaney Radiologists.  Both the 
undersigned and Delaney Radiologists may end the employment relationship at any time, without specified notice or reason.  
If employed, I understand that Delaney Radiologists may unilaterally change or revise their benefits, policies and 
procedures and such changes may include reduction in benefits. 

I authorize investigation of all statements contained in this application.  I understand that the misrepresentation or omission 
of facts called for is cause for dismissal at any time without any previous notice.  I hereby give Delaney Radiologists 
permission to contact schools, previous employers (unless otherwise indicated), references, and others, and hereby release 
Delaney Radiologists from any liability as a result of such contact. 

I also understand that Delaney Radiologists has a drug and alcohol policy that provides for preemployment testing as well 
as testing after employment; (2) consent to and compliance with such policy is a condition of my employment; and (3) 
continued employment is based on the successful passing of testing under such policy.  I further understand that continued 
employment may be based on the successful passing of job-related physical examinations. 

 

I further understand that the first 90 days of employment with Delaney Radiologists is a trial period of employment, and that 
at any time during the trial period of employment or thereafter, my employment with Delaney Radiologists is terminable at 
will for any reason by either party.  Delaney reserves the right to extend the trial period of employment at its discretion. 

 

Signature of applicant__________________________________________ Date: ___________________  

 

 

Delaney Radiologists is an equal employment opportunity employer.  We adhere to a policy of making employment 
decisions without regard to race, color, religion, sex, sexual orientation, national origin, citizenship, age or disability.  We 
assure you that your opportunity for employment with Delaney Radiologists depends solely on your qualifications. 

 

 

TO BE COMPLETED AFTER EMPLOYEE HAS BEEN HIRED 

 

Date of Employment ___________________  Job Title ______________________Department ______________________ 

 

Location ________________________  Rate of Pay  _____________________     Full-time       Part-time        Salary 

 

Drug Testing Confirmed ________________________ Name of Person Verifying Information ______________________ 

 

Name of Person Authorizing Employment________________________________________________________________ 

 

 

 



EMERGENCY CONTACT INFORMATION 

 

 

In case of an emergency, please list three (3) contact persons: 

 

 

1. NAME         RELATIONSHIP      

 

COMPLETE ADDRESS            
                          Number  Street   City   State       Zip 

 

HOME TELEPHONE          WORK TELEPHONE        CELL PHONE     

 

 

 

 

 

2. NAME         RELATIONSHIP      

 

COMPLETE ADDRESS            
                         Number  Street   City   State         Zip 

 

HOME TELEPHONE          WORK TELEPHONE        CELL PHONE     

 

 

 

 

3. NAME         RELATIONSHIP      

 

COMPLETE ADDRESS            
                         Number  Street   City   State          Zip 

 

HOME TELEPHONE          WORK TELEPHONE        CELL PHONE     

 
  

 

 

 

 

 

 

 

 



VOLUNTARY SELF-IDENTIFICATION 
(CONFIDENTIAL-FOR STATISTICAL USE ONLY) 

Delaney Radiologists Group is an equal opportunity employer and does not discriminate on the basis of race, color, 
religion, sex, age, national origin, disability, veteran status, sexual orientation or any other classification protected by 
federal, state or local law. The information below will be used only in the compilation of data for affirmative action 
reporting. 

Completion of this data is voluntary and will not affect your opportunity for employment or terms or conditions of 
employment, if hired. Identification can be declared at any time prior to or, if applicable, after hire. Please return this page 
with your application. 

PLEASE COMPLETE IN FULL: 
 
Date: _______________         Position applied for: _______________________ 
 
Name: __________________________________  Social Security #___________________________ 
 
Sex: (Circle appropriate response)      Male      Female  
 
Date of birth:_________________                  Applicant's zip code: ________________________ 
 
RACE/ETHNICITY: 
(Please check one of the descriptions below corresponding to the ethnic group with which you most identify.) 

___ Hispanic or Latino – A person of Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish 
culture or origin regardless of race. 

___ White (Not Hispanic or Latino) – A person having origins in any of the original peoples of Europe, the Middle 
East, or North Africa. 

___ Black or African American (Not Hispanic or Latino) – A person having origins in any of the black racial groups 
of Africa. 

___ Native Hawaiian or Other Pacific Islander (Not Hispanic or Latino) – A person having origins in any of the 
peoples of Hawaii, Guam, Samoa, or other Pacific Islands. 

___ Asian (Not Hispanic or Latino) – A person having origins in any of the original peoples of the Far East, Southeast 
Asia, or the Indian Subcontinent, including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the 
Philippine Islands, Thailand, and Vietnam. 

___ American Indian or Alaska Native (Not Hispanic or Latino) – A person having origins in any of the original 
peoples of North and South America (including Central America), and who maintain tribal affiliation or community 
attachment. 

___ Two or More Races (Not Hispanic or Latino) – All persons who identify with more than one of the above five 
races. 

___ Race missing or unknown - Applies to Applicants only, where a resume or application that is screened is received 
without any racial or ethnic identification and no further contact is made with the applicant.  

VETERAN STATUS:  
(Please check one if it describes your veteran status.*) 
______SPECIAL DISABLED VETERAN: Means (A) a veteran who is entitled to compensation (or who, but for the 
receipt of military retired pay, would be entitled to compensation) under laws administered by the Department of Veteran 
Affairs for a disability rated at 10 or 20 percent in the case of a veteran who has been determined to have a serious 
employment disability or (B) a person who was discharged or released from active duty because of a service-connected 
disability.  

______VIETNAM ERA VETERAN: A Vietnam Era veteran is a person who (1) served on active duty for a period of 
more than 180 days, any part of which occurred between August 5, 1964, and May 7, 1975, and was discharged or 
released with other than a dishonorable discharge; (2) was discharged or released from active duty for a service connected 
disability if any part of such active duty was performed between August 5, 1964, and May 7, 1975; or (3) served on active 
duty for more than 180 days and served in the Republic of Vietnam between February 28, 1961, and May 7, 1975. 

 
* Veteran status may only be requested after a job offer is made. 


