
United Providers
125 N Parkside Dr. Suite 201 M Colorado Springs Co  80909 

Phone: (719) 291-0296 Fax: 1-844-272-3465 
Web address: Upro1.com 

Please attach a copy of the following 

 Items when turning in your applications 

Thank you 

Driver’s license

Car Insurance 

Car Registration 

DMV Check ;History of driver’s recordͿ

Home owners Insurance 

Professional Liability Insurance (If applicable) 



 
  

 
 
 

Employment Application 
 

  It is the policy of United Providers to provide equal employment opportunities to all applicants 

and employees without regard to any legally protected status such as race, color, religion, gender, 

national origin, age, disability or veteran status.  

   

  

Applicant Information 

   

Applicant Name: ___________________________________________  

Address:             ___________________________________________  

City/State/ZIP  : ___________________________________________  

Number of years at this address:_________  

Daytime phone:____________________Evening phone: ____________________   

Birthday:_________________________  

Social Security Number:             ___________________________  

Driver's License (State/Number): ___________________________  

Email address: _____________________________________________ 

 

 

CO- Applicant 

Co- Applicant Name: _________________________________________________ 

Address: ____________________________________________________________ 

City/State/State: ____________________________________________________ 

Number of years at this address: ________________ 

Daytime phone: _________________ Evening Phone: ___________________ 

Birthday:_______________________ 

Social Security Number:               _______________________ 

Driver’s License (State/Number): _______________________ 

Email address : _______________________________________________________ 

 

Emergency Contact 

   

Who should be contacted if you are involved in an emergency?  

Contact Name: ___________________________________________  

Relationship to you: ___________________________________________  

Address:             ___________________________________________  

City/State/ZIP: ___________________________________________  

Daytime phone:____________________Evening phone:  ____________________    

   

United Providers 
125 N Parkside Dr. Suite 201 M Colorado Springs Co 80909 

Phone: (719) 639-6050 Fax: 1-844-272-3465 

 



Job Position Applied For:____________________________________ 

Have you applied to our company previously?______ Yes ______ No 

If yes, when? ________________________ 

Are you at least 18 years old?______ Yes ______ No  

Are you willing to work any shift, including nights and weekends? _____ Yes _____ No 

If no, please state any limitations:  

________________________________________________ 

If applicable, are you available to work overtime? _____ Yes _____ No 

If you are offered employment, when would you be available to begin work? 

_____________________________________________________________  

Are you legally eligible for employment in the United States? _____ Yes _____ No 

Are you able to perform the essential functions of the job position with 

or without reasonable accommodation?______ Yes  ______ No  

What reasonable accommodation, if any, would you require? 

________________________________________________  

Applicant's Skills 

Check those skills that you have. List any other skills that may be useful for the job you are 

seeking. Enter the number of years of experience, and circle the number which corresponds to 

your ability for each particular skill. (One represents poor ability, while five represents 

exceptional ability.)  

Ability or Skill Years of Experience Rating 

[ ]Typing__________________ 1 2 3 4 5  

[ ]Microsoft Office Suite (Word, Excel, etc.)__________________ 1 2 3 4 5  

[ ]Answering telephones__________________ 1 2 3 4 5  

[ ]Filing__________________ 1 2 3 4 5  

[ ]Customer service__________________ 1 2 3 4 5  



                                    

   

  

 

Applicant Employment History 

 

List your current or most recent employment first. 

  

 

   

Employer Name:  ___________________________________________  

Supervisor Name: ___________________________________________  

Address/Phone ___________________________________________  

City/State/ZIP: ___________________________________________  

Job Duties:             ___________________________________________  

Reason for Leaving: ___________________________________________  

Dates of Employment (Month/Year): _____________________________  

   

Employer Name:  ___________________________________________  

Supervisor Name: ___________________________________________  

Address/Phone            ___________________________________________  

City/State/ZIP: ___________________________________________  

Job Duties:             ___________________________________________  

Reason for Leaving: ___________________________________________  

Dates of Employment (Month/Year): _____________________________  

   

Employer Name:  ___________________________________________  

Supervisor Name: ___________________________________________  

Address/Phone ___________________________________________  

City/State/ZIP: ___________________________________________  

Job Duties:             ___________________________________________  

Reason for Leaving: ___________________________________________  

Dates of Employment (Month/Year): _____________________________  

   

 

 

Applicant's Education and Training 

   

College/University Name and Address  

____________________________________________________________  

Did you receive a degree?______ Yes _____ No If yes, degree received: ___________  

   

High School/GED Name and Address  

____________________________________________________________  

Did you receive a degree?______ Yes  _____ No  

  



Certifications: Specify states of registration and license number. (please include copies of 

each as applicable: CPR, First Aid, Medical Certification, Crisis Intervention, CNA, etc.)

Other Training (graduate, technical, vocational):  

____________________________________________________________ 

Awards, Honors, Special Achievements:  

____________________________________________________________ 

Military Service:  

______ Yes _____ No  

Branch: ___________________________________________ 

Specialized Training: ___________________________________________ 

What would you not allow in your home? 
Smoker____   Alcohol______       behaviors_______ Ambulatory   ______  None Ambulatory____ 

Pets______  Sex offender________     wheelchair_______   Deaf or Blind______    Medical 

fragile______    Other_________ 

Information about the host home Independent 

contract setting 
Please list all members of your household: 

Name Age          

Relationship

Name           Age

Relationship

Name  Age

Relationship

Name   Age

Relationship

Name   Age

Relationship 



Briefly describe your home. Make note of special features that would be of assistance to you in 

providing services in the Host Home Program.(list such things as wheelchair accessibility, 

special amenities such as spare rooms, fenced yard, recreational areas, etc.)  

Please list total number of rooms. Include how many rooms, bedrooms and bathrooms. 

Please indicate the number and location of any fire extinguishers, smoke and carbon monoxide 

detectors in your home. 

Do you have an operable phone in your home? 

Do you own pets or livestock? If yes, please provider information. 

Do you have reliable transportation? (Y/N) 

What is your experience with the DD 

population?____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

_____________________________________________ 

Please attach copies of the driver’s licensed and proof of insurance to be used

for transportation for all persons who will be transporting the people you 

serve. NOTE: prior to providing transportation, a motor vehicle record check 

must be completed prior to anyone in the HHP setting transporting the people 

you serve. 

Homeowners/Renters Insurance 
Please attach copies of your homeowners/renters insurance overageCompany Name 

Policy Number 

_____________________________________________________________________________ 



References 

List any three people who would be willing to provide a reference for you. 

Name:    ___________________________________ 

Address: ___________________________________ 

City/State/ZIP___________________________________ 

Telephone: _______________________ 

Relationship: _______________________ 

Name: ___________________________________ 

Address: ___________________________________ 

City/State/ZIP:___________________________________ 

Telephone: ________ _______________  

Relationship: _______________________ 

Name: ___________________________________ 

Address: ___________________________________ 

City/State/ZIP:___________________________________ 

Telephone: _______________________ 

Relationship: _______________________ 

Please provide any other information that you believe should be considered: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________  



CERTIFICATION 

I certify that the information provided on this application is truthful and accurate. I understand 

that providing false or misleading information will be the basis for rejection of my application, or 

if employment commences, immediate termination.  

I authorize United Providers to contact former employers and educational organizations 

regarding my employment and education. I authorize my former employers and educational 

organizations to fully and freely communicate information regarding my previous employment, 

attendance, and grades. I authorize those persons designated as references to fully and freely 

communicate information regarding my previous employment and education.  

If an employment relationship is created, I understand that unless I am offered a specific written 

contract of employment signed on behalf of the organization by its CEO, the employment 

relationship will be "at-will." In other words, the relationship will be entirely voluntary in nature, 

and either I or my employer will be able to terminate the employment relationship at any time 

and without cause. With appropriate notice, I will have the full and complete discretion to end 

the employment relationship when I choose and for reasons of my choice. Similarly, my 

employer will have the right. Moreover, no agent, representative, or employee of United 

Providers, except in a specific written contract of employment signed on behalf of the 

organization by its CEO, has the power to alter or vary the voluntary nature of the employment 

relationship.  

I HAVE CAREFULLY READ THE ABOVE CERTIFICATION AND I UNDERSTAND AND 

AGREE TO ITS TERMS.  

____________________________________ _______________ 

APPLICANT SIGNATURE DATE 



Consent to Background and Reference Check 

Applicant Name: _______________________________________________________________  

Previous (Maiden) Name _________________________________________________________ 

Present Address: ________________________________________________________________  

Previous Address _______________________________________________________________  

Social Security Number: _____________________________  

Driver’s License: ___________________________________
Birth Date: ________________________________________ 

I, _________________ hereby authorize United Providers (the "Company") of 125 N Parkside 

Dr., Colorado Springs, Colorado 80909, and/or its agents to make investigation of my 

background, references, character, past employment, consumer reports, education, and criminal 

history record information which may be in any state or local files, including those maintained 

by both public and private organizations, and all public records, for the purpose of confirming 

the information contained on my application and/or obtaining other information which may be 

material to my qualifications for employment. A telephone facsimile (fax) or xerographic copy 

of this consent shall be considered as valid as the original consent.  

I hereby consent to the Company's verification of all the information I have provided on my 

application form. I also agree to execute as a condition of employment or a condition of 

continued employment any additional written authorization necessary for the Company to obtain 

access to and copies of records pertaining to this information. I also hereby authorize the 

Company's access to any medical histories or records pertaining to me (and any other individuals 

who due to my employment may be covered by any Company medical or other insurance 

program). With regard to the foregoing disclosures, I hereby agree to release any person, 

company, or other entity from any and all causes of action that otherwise might arise from 

supplying the Company with information it may request pursuant to this release. I understand 

that any false answers or statements, or misrepresentations by omission, made by me on this 

application or any related document, will be sufficient for rejection of my application or for my 

immediate discharge should such falsifications or misrepresentations be discovered after I am 

employed.  

Applicant: ____________________________________ 

Dated: ________________________________________  








