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Application for Medical Student Clerkship Application  
 

Personal Data 

First Name 
 

Last Name M.I. Date of Application 

Street Address:  
  

Home #: 

City, State, Zip Code 
 

Cell #: 

Email Address: Other #: 

Have you ever used a different name for school or employment? Yes    No    

If so, what name? _________________________________________________ 

Social Security No. 

Medical School: 

 
                                      

Clerkship Requested Date: 

Have you or a relative ever been employed by Streamwood Behavioral Health Center or any of its affiliates?    Yes        No       

Do you currently have any relatives, Fiancés, Fiancées, ex spouse or similar currently employed with us?        Yes        No       

If yes, location ____________________________________________   From ___________ to ____________ 
 
 
 

Eligibility: 
 
You are a current student in good standing.                   

We need at least four weeks to process this application. 
 

Have you ever been convicted of or plead nolo contendre/no contest to any criminal offense other than a minor traffic violation (i.e. speeding, parking, 
seatbelt violation.) 

Yes      No       If yes, please explain: 

 

 

 

 

* A conviction is not an automatic bar to employment and/or Medical Student Clerkship.  The nature of the conviction and its relationship to the position 
applied for, the degree of rehabilitation that has occurred and the time elapsed since the crime or release from confinement will all be considered. 
Applicants are not obligated to disclose sealed or expunged records of conviction or arrest. 

 

Education 
 Name of School Location Course of Study (Major) Did you 

graduate? 
Years 

Attended 
Degree or 
Diploma 

High 
School 

   Yes      
No 

  

College    Yes         
No 

  

Graduate    Yes         
No 

  

Business/ 
Trade/ 

Technical 

   Yes         
No 

  

*All statements made by applicants for Medical Student Clerkship may be checked for accuracy. 
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Skills/Training 
Special skills you possess or specific 
training received that are applicable to the 
clerkship being applied for: 

 
 
 
 

 
Professional Registration/Licensure or Certification 

Type State ID No. Expiration Date 
 
 

   

 
 

   

 
 

   

Other states where formerly or currently registered? 
Is your professional license or registration currently suspended or revoked in any state?  Yes    No     
If yes, explain: 
 
Have you ever had a professional license or registration revoked in any state?  Yes    No   
If yes, explain: 
 
    

Certification 
By signing this application, and as an applicant for Medical Student Clerkship, I understand and certify the following: 
• 

• 

• 

• 

• 

• 

• 

The information given by me in this application is complete 
and true in all respects.  Any omission, misrepresentation or 
falsification will preclude my application from further 
consideration.  If accepted, the subsequent disclosure of any 
omission, misrepresentation or falsification of information 
will result in the termination of my Medical Student 
Clerkship. 

 
Nothing contained in this application or in the granting of an 
interview is intended to create an employment contract 
between Streamwood Behavioral Health Systems and myself 
for either employment or for the providing of any benefit.  No 
promises regarding employment have been made to me and I 
understand that no such promises or guarantees are binding 
upon Streamwood Behavioral Health Center unless made in 
writing. 

 
If I am offered employment by Streamwood Behavioral 
Health Systems, my employment will be for no definite 
term and that either I or Streamwood Behavioral Health 
Systems will have the right to terminate the employment 
relationship at any time, without cause and with or 
without notice.  I also understand that this status can only 
be altered by a written contract that is specific as to all 
material terms and is signed by me and the CEO of 
Streamwood Behavioral Health Systems. 

Streamwood Behavioral Health Systems will make all 
necessary and appropriate investigations to verify the 
information contained herein. I authorize and consent to my 
current and former employers, educational institutions and/or 
persons or organizations named in this application to release 
information to Streamwood Behavioral Health Systems that 
may be required to make a Medical Student Clerkship 
decision. 

 
If I am offered a Medical Student Clerkship, an investigative 
consumer report will be completed for background check 
purposes as appropriate to the position and upon my written 
authorization.  I will have the right to make a written request 
for a complete and accurate disclosure. 

 
If I am offered Medical Student Clerkship, my Medical 
Student Clerkship is conditioned on the satisfactory 
completion of a pre-employment drug screening for substance 
abuse. 

 
Any employee handbook or other personnel policies 
maintained by Streamwood Behavioral Health Center do not 
constitute an employment contract, but are merely gratuitous 
statements of Streamwood Behavioral Health Systems’ 
current policies. 

 
 
           ________________________________________________________________              ____________________ 
           Applicant Signature                                                                                                            Date 
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PERSONAL REFERENCES 

REFERENCES ARE REQUIRED TO PROCESS YOUR APPLICATION 
No relatives please 

 
Contac Name: 

 
Telephone Number: 

(            )                        -                                        ext. 

Relationship to you: 

 

 
Contact Name: 

 
Telephone Number: 

(            )                        -                                        ext. 

Relationship to you: 

 

 
Contac Name: 

 
Telephone Number: 

(            )                        -                                        ext. 

Relationship to you: 

 
IMPORTANT NOTICE 

All employees must authorize and pass a drug screen and a criminal background check. 

 
Please help us keep track of referrals, advertising, etc. by indicating below how you heard of 

Streamwood Behavioral Health Systems: 
 

! Referred by ___________________________________________________________ 
  
 ! Relative works here 
!Other________________________________

______________________________________ 

 
! Newspaper 
 
! Internet 

  
! Job Fair Thanks for your assistance!  
 

This application will remain active for a period of 90 days. 
! Walk-in 
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NOTICE/AUTHORIZATION AND RELEASE FOR THE PROCUREMENT OF A  

CONSUMER AND/OR INVESTIGATIVE CONSUMER REPORT   
(PLEASE PRINT OR TYPE) 

 
I, the undersigned consumer, do hereby authorize Streamwood Behavioral Health Systems by and through an 
independent contractor, KROLL BACKGROUND AMERICA, INC. (“KBA”), to procure a consumer report and/or 
investigative consumer report on me. 
 
These above-mentioned reports may include, but are not limited to, information as to my character and general reputation, 
discerned through employment and education verifications; personal references; personal interviews; my personal credit 
history based on reports from any credit bureau; my driving history, including any traffic citations; a social security 
number verification; present and former addresses; criminal and civil history/records; any other public record.  
 
I understand that I am entitled to a complete and accurate disclosure of the nature and scope of any investigative consumer 
report of which I am the subject upon my written request to KBA, if such is made within a reasonable time after the date 
hereof.  I also understand that I may receive a written summary of my rights under 15 U.S.C. § 1681et. seq. 
 
I further authorize any person, business entity or governmental agency who may have information relevant to the above to 
disclose the same to Streamwood Behavioral Health Systems by and through KBA, including, but not limited to any 
and all courts, public agencies, law enforcement agencies and credit bureaus, regardless of whether such person, business 
entity or governmental agency compiled the information itself or received it from other sources. 
 
I hereby release Streamwood Behavioral Health Systems, KBA and any and all persons, business entities and 
governmental agencies, whether public or private, from any and all liability, claims and/or demands, by me, my heirs or 
others making such claim or demand on my behalf, for providing a consumer report and/or investigative consumer report 
hereby authorized 
 
I understand that this Notice/Authorization Release form shall remain in effect for the duration of my employment with 
said Company.  Additionally, I give permission to investigate any incidents of workplace misconduct or criminal activity 
for which I am alleged to have been involved during my employment.  Further, I certify that the information contained on 
this Authorization/Release form is true and correct and that my application will be terminated based on any false, omitted 
or fraudulent information.  
Signature: ___________________________________________________________________________________________________ 
 
Printed Name:_____________________________________________________________________Date: ______________________ 

 First    Middle   Last 
 
Other Names Used (alias, maiden, nickname)__________________________________________________YEARS USED_________ 

 
Current Address:______________________________________________________________________________________________ 
  Street /P. O. Box City  State  Zip Code County   Dates  
 
Former Address: ______________________________________________________________________________________________ 
  Street /P. O. Box City  State  Zip Code County   Dates 
 
Former Address: ______________________________________________________________________________________________ 
  Street /P. O. Box City  State  Zip Code County   Dates 
 
Social Security Number: ______________________________ Daytime Telephone Number: _________________________________ 
 
Driver’s License Number: ____________________State of Issuance: _________Date of Birth*: ______________ Gender*________ 
 

• Have you ever been sanctioned or had your licenses suspended or revoked?    Yes____ No____ 
• Are you currently under any investigation or pending charge?      Yes____ No____ 
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