	Supplemental Job  Questionnaire
Mental Health Clinician I
Examination Number:  29029E



Applicant’s Name:                        
Last,


First
              MI
     


Social Security No.:                      
This form must be completed in addition to the official County job application.  Note that all information provided is subject to verification.
If you leave a section blank, the evaluator will assume that you have no experience in that area.  Resumes or referrals to a resume or the official County application in lieu of a response on this Job Questionnaire form will be considered a non-response.
In order to be considered, this form and all application materials must be returned to the Department of Mental Health as stated in the official job bulletin.  Failure to do so will result in rejection of your application.
	SUPPLEMENTAL INFORMATION

	

	Do you have post Master’s degree experience providing psychotherapy to Transitional Age Youth (ages 16-25) with combined histories of mental illness and criminal/juvenile involvement?  If yes, please list experience below.
	
	Yes 



	No



	

	

	EXPERIENCE:
	
	
	
	

	Employers Name:
Address:

Dates employed:
Number of hours worked per week:


	

     



	Employers Name:

Address:

Dates employed:
Number of hours worked per week.

	





	Employers Name:

Address:

Dates employed:

Number of hours worked per week:


	





	Employers Name:

Address:

Dates employed:

Number of hours worked per week:


	





	Employers Name:

Address:

Dates employed:

Number of hours worked per week:


	





	Employers Name:

Address:

Dates employed:

Number of hours worked per week:


	






CERTIFICATION: I certify that the information I have provided on this Job Specific Questionnaire and any attachments is true and correct to the best of my knowledge.  I understand that any falsification or omission of material facts is in violation of the Los Angeles County Civil Service Rules and may subject me to action up to, and including being barred from this and future examinations.

SIGNATURE: ______________________________________ DATE:_______________


