COUNTY OF LOS ANGELES – DEPARTMENT OF PUBLIC HEALTH

RECRUITMENT AND EXAMINING UNIT

SUPPLEMENTAL APPLICATION INFORMATION FORM

HEALTH FACILITIES EVALUATOR, NURSING PH5707B
INSTRUCTIONS: The supplemental application information form is a required part of the application process for the above-listed examination. Please review the job bulletin carefully and complete the standard County application and supplemental application information form thoroughly.   (If you need additional space to describe your duties, you may attach an additional sheet of paper to further describe your qualifications.)

	EXPERIENCE
	
	

	1. Do you have a valid Critical Care Nurse Certification?  Yes □ or No □

	Date issued (MM/DD/YY):

	
	Date expire (MM/DD/YY):

	2. Do you have a valid Utilization Review Nurse Certification?  Yes □ or No □

	Date issued (MM/DD/YY):

	
	Date expire (MM/DD/YY):

	3. Do you have a valid Discharge Planning Nurse Certification?  Yes □ or No □ 


	Date issued (MM/DD/YY):

	
	Date expire (MM/DD/YY):

	4. Do you have a valid Mobile Intensive Care Certification?  Yes □ or No □ 


	Date issued (MM/DD/YY):

	
	Date expire (MM/DD/YY):

	5. Describe your experience working in a lead capacity.  


	Date From: (MM/DD/YY)



	
	Date To: (MM/DD/YY)



	Employer:


	Address:


	Position Title:



	


I certify that all statements made in this supplemental application information form are true and complete to the best of my knowledge.  I understand that any false statement(s) of material facts or omissions may subject me to disqualification or dismissal.

	Signature
	
	Date

	
	
	


