	Department of Mental Health

Supplemental Application Form
Medical Case Worker I
Examination Number:  29001O


                                                                                                             
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 Supplemental Application Form will be considered a non-response.

In order to be considered, this form and all application materials must be submitted to the Department of Mental Health at the time of on-line filing as stated in the official job bulletin.  Failure to do so will result in rejection of your application.
	SUPPLEMENTAL  INFORMATION

	Do you have a bachelor degree or higher from an accredited college with specialization in any of the following majors?
Yes _     ___     No _     ___ 
If Yes, please check:   Psychology _     ___       Social Work _     ____       Sociology__     ___       Nursing _     ___

                                    Public Health _     ___              Health Administration __     ___          Human Services       _____ 



	Do you have post Bachelor’s degree experience interviewing clients, individuals, and families to collect data to determine what services are needed?
	
	Yes 

 FORMCHECKBOX 

	No

 FORMCHECKBOX 

	

	Provide specific dates (months, dates, and years):
	                                                                                                                           
	Hours

Per Week:       

	Employer’s Name:

	     

	Describe your experience in detail:  
	       

	Do you have post Bachelor’s degree experience in collaborating with a multidisciplinary team of mental health professionals?
	
	Yes 

 FORMCHECKBOX 

	No

 FORMCHECKBOX 

	

	Provide specific dates (months, dates, and years):


	                                                                                                                      
	Hours                                                                                                                      Per Week:       

	Employer’s Name:


	     

	Describe your experience in detail:
	     

	Do you have post Bachelor’s degree experience in collaborating with healthcare providers and/or community agencies?
	
	Yes 

 FORMCHECKBOX 

	No

 FORMCHECKBOX 

	

	Provide specific dates (months, dates, and years):


	                                                                                                                
	Hours                                                                                                                     Per Week:       

	Employer’s Name:


	     


	Describe your experience in detail:
	     

	Do you have post Bachelor’s degree experience researching, compiling information and preparing reports?

	
	Yes 

 FORMCHECKBOX 

	No

 FORMCHECKBOX 

	

	Provide specific dates (months, dates, and years):


	                                                                                                                   
	Hours                                                                                                                      Per Week:       

	Employer’s Name:


	     

	Describe your experience in detail (nature of research, type of information compiling, and type of  reports):
	     


CERTIFICATION: I certify that the information I have provided on this Supplemental Application Form 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:                     

        ________________________                                                                         ____________                                                                                                                                                                                    
