


Malpractice Claims Activity 
 

 

 

 

 

 

 

 

 

  Professional Licenses/Certificates 

 

 

 

 

 

 

 

 

Professional/ Work References 
List two past supervisors and one person who is not related to you who have knowledge of your qualifications for the position for      which you are  

 applying.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Covenant Not to Compete 

Are you currently subject to a covenant not to compete, confidentiality agreement, or any other 

type of agreement with a current or former employer that might affect your employment at IMWell 

Health?   Yes ______ No ______If yes, please describe and provide IMWell Health with a copy of 

the agreement. 

 

 
TO APPLICANT: 

     We appreciate your interest in our organization and assure you that we are sincerely interested in your 

qualifications.  A clear understanding of your background and work history will aid us in placing you in the position 

that best meets your qualifications and may assist us in possible future upgrading. 

 

     IMWell Health considers all applicants without regard to race, color, religion, sex, national origin, ancestry, age, 

sexual orientation, marital status, disability (unrelated to job requirements), status as a Vietnam Era veteran or disabled 

veteran, or any other protected status in accordance with federal, state, or local laws. 

 Description Date(s) Location Final Final Disposition 

 

 

 

 

 

 

 

 

 

 

 

 Have you ever had a malpractice policy canceled ?    Yes_____,  No______.   If yes, please explain. 

Do you have any pending or open malpractice claims?               Yes______No______.    If yes, please explain 

 Other applicable information here and on back:   

Type(s)   Please list all applicable to your position: Number: Expiration Date: 

Have you ever had a license or certificate encumbered, suspended or revoked?  Yes_____,  No______.   If yes, please explain 

Name 

 

 

 

Have you ever been convicted of a crime?  If “YES” please explain (conviction will not necessarily disqualify an applicant from employment) 

  

 YES  NO 

Title/Relationship 

 

 

 

Address 
(Street, City, State, Zip Code) 

 

 

 

Phone Number 
(Include Area Code) 

 

 

 

Occupation 

 

 

 





IMWell Health 
616 S 17th St 

Fort Smith, AR 72901 
Phone: 479-434-3333 

Fax: 479-434-3535 

 
 
 
 
 
 
 

Important Notice and Release 
 

By signing this application, I understand and agree to the following: 
 
 Neither this document nor any other company procedures and communications are 
intended to be interpreted as a promise or guarantee of future or continued employment 
or as stating provisions and terms of employment.  IMWell Health and IMWell Health 
employees recognize their mutual right to end their employment relationship at any time 
and acknowledge that such relationship is one of employment at will.  Except with respect 
to employment at will, IMWell Health reserves the right to change or make exception to its 
Human Resources policies, documents, procedures, and benefits, including those for 
retirees, at any time without notice.  No representative of IMWell Health has any authority 
to make any agreement to the contrary. 
 As an applicant for employment, I understand that IMWell Health may wish to 
investigate my background, and I authorize IMWell Health or those acting on its behalf to 
communicate with individuals and organizations, including but not limited to former 
employers, educational institutions, business references and government agencies to 
inquire and investigate into any and all statements contained in this application, my 
employment history, academic and professional credentials motor vehicle driving record, 
criminal and civil records, and to obtain other data that may help IMWell Health analyze 
my qualifications for employment.  I also authorize release of such information to IMWell 
Health and those acting on its behalf.  I agree to release the foregoing individuals and 
organizations, as well as IMWell Health, its officers, directors, agents, attorneys and 
employees, from all liability, causes of action, claims or demands, which may result from 
my authorizing them to investigate my background and from their furnishing and/or using 
information in conjunction with such investigation. 
 I certify that the statements contained in this application are true and correct to the 
best of my knowledge and that any misstatement may result in termination from IMWell 
Health at any time. 
 To enable IMWell Health to fulfill its responsibilities under the Immigration and 
Control Act of 1986, employment is subject to providing proof of identity and authorization 
to work in the United States satisfactory to IMWell Health. 
 
Applicant’s Signature_______________________________ 
Date___________________ 

 
 
 

***PLEASE FAX THIS APPLICATION TO THE NUMBER BELOW*** 
 

 
  
 
 

    ĪMWell Health ® 
    Wellness at Work for You 




