
 
 

Equal Opportunity / Affirmative Action Employer 
Minorities / Females / Vet / Disability 

Rev Date:  9/10/24 

    (Complete Front & Back) 

Name: (Last)        (First)     (Middle) 

Address:  (Street)     (City)      (State)      (Zip Code) 

Phone Number: (List Area Code):     (       )       Email Address: 

Position Applied For:     Wage Desired: Date Available: 

  Weekend Shift: (Thurs., Fri., Sat., Sun.) 
    ___ 1st:  5:30am to 3:30pm  
   ___ 2nd:  3:30pm to 2:00am 

Indicate Shift(s) You Would Work:    ____1st:  7:00am to 3:30pm 
  ____2nd:  3:30pm to Midnight 

  
NOTE:  OVERTIME MAY BE REQUIRED OF ANY SHIFT.      

Education: 

Years 
Attended 

School Name And Location Graduate 
Yes or No 

Major Subjects Degree 

High 

College 

Graduate 

Other 
(Business / 
Trade ) 

What Business/Manufacturing/Test/Engineering or Other Machines or Equipment Can You Operate? 

Extracurricular Activities: 

Professional Societies of Which You Have Been A 
Member And Offices Held: 

Have you ever been convicted of a felony?

Have you ever been employed by the Federal Government? Yes    No 

United States Military Service: 

Entry Date Discharge Date Branch Last Rank Major Duties 

Do Not Write Below This Line – For Office Use Only 

Start Date: _________ Rate of Pay:____________ Shift: ___________ Dept.: ____________ 

Employment Application 
400 Main St. 
Arcade, NY 14009 
(585) 492-1700

Yes or No



Business Experience (List Most Recent Position First): 

Dates Of 
Employment 

Name & Address Of 
Employer 

Position(s) Held Start & 
Final Pay 

Primary Reason for Leaving 

From: S: 

To: F: 

Duties: 

Dates Of 
Employment 

Name & Address Of 
Employer 

Position(s) Held Start & 
Final Pay 

Primary Reason for Leaving 

From: S: 

To: F: 

Duties: 

Dates Of 
Employment 

Name & Address Of 
Employer 

Position(s) Held Start & 
Final Pay 

Primary Reason for Leaving 

From: S: 

To: F: 

Duties: 

Dates Of 
Employment 

Name & Address Of 
Employer 

Position(s) Held Start & 
Final Pay 

Primary Reason for Leaving 

From: S: 

To: F: 

Duties: 

What Led You To Apply For A Position With This Company? 

Have You Ever Worked For This Company?   _____Yes  ____No 

Professional / Business References Who May Be Contacted: 

Name Address Phone No. Occupation 

(       ) 

(       ) 

(       ) 

I understand that any omission or misrepresentation by me in this application may be cause for my 
rejection or dismissal.  Any employment resulting from this application will be employment at will. 
ALL APPLICANTS FOR EMPLOYMENT WILL BE CONSIDERED WITHOUT REGARD TO RACE, RELIGION, 
COLOR, NATIONAL ORIGIN, SEX, AGE, DISABILITY, VETERAN STATUS OR ANY OTHER PROTECTED 
CLASS. 

I AUTHORIZE VERIFICATION OF: 
   ___All information given 
   ___All information except present employer 

Signature of Applicant:       Date: 







 

 

 
 

Voluntary Self-Identification of Disability 
Form CC-305  OMB Control Number 1250-0005 
Page 1 of 1  Expires 04/30/2026 

 

Name:      Date:     
Employee ID:     

(if applicable) 

Why are you being asked to complete this form? 

We are a federal contractor or subcontractor. The law requires us to provide equal employment opportunity to qualified 
people with disabilities. We have a goal of having at least 7% of our workers as people with disabilities. The law says we 
must measure our progress towards this goal. To do this, we must ask applicants and employees if they have a disability 
or have ever had one. People can become disabled, so we need to ask this question at least every five years. 
 
Completing this form is voluntary, and we hope that you will choose to do so. Your answer is confidential. No one who 
makes hiring decisions will see it. Your decision to complete the form and your answer will not harm you in any way. If you 
want to learn more about the law or this form, visit the U.S. Department of Labor’s Office of Federal Contract Compliance 
Programs (OFCCP) website at www.dol.gov/ofccp. 
 

How do you know if you have a disability? 

A disability is a condition that substantially limits one or more of your “major life activities.” If you have or have ever had 
such a condition, you are a person with a disability. Disabilities include, but are not limited to: 

• Alcohol or other substance use 
disorder (not currently using 
drugs illegally) 

• Autoimmune disorder, for 
example, lupus, fibromyalgia, 
rheumatoid arthritis, HIV/AIDS 

• Blind or low vision 
• Cancer (past or present) 
• Cardiovascular or heart 

disease 
• Celiac disease 
• Cerebral palsy 
• Deaf or serious difficulty 

hearing 
• Diabetes 

• Disfigurement, for example, 
disfigurement caused by burns, 
wounds, accidents, or congenital 
disorders 

• Epilepsy or other seizure disorder 
• Gastrointestinal disorders, for example, 

Crohn's Disease, irritable bowel 
syndrome 

• Intellectual or developmental disability 
• Mental health conditions, for example, 

depression, bipolar disorder, anxiety 
disorder, schizophrenia, PTSD 

• Missing limbs or partially missing limbs 
• Mobility impairment, benefiting from the 

use of a wheelchair, scooter, walker, 
leg brace(s) and/or other supports 

• Nervous system condition, for example, 
migraine headaches, Parkinson’s 
disease, multiple sclerosis (MS) 

• Neurodivergence, for example, 
attention-deficit/hyperactivity disorder 
(ADHD), autism spectrum disorder, 
dyslexia, dyspraxia, other learning 
disabilities 

• Partial or complete paralysis (any 
cause) 

• Pulmonary or respiratory conditions, for 
example, tuberculosis, asthma, 
emphysema 

• Short stature (dwarfism) 

• Traumatic brain injury

Please check one of the boxes below: 

☐         Yes, I have a disability, or have had one in the past 

☐ No, I do not have a disability and have not had one in the past 

☐ I do not want to answer 

 
PUBLIC BURDEN STATEMENT: According to the Paperwork Reduction Act of 1995 no persons are required to respond 
to a collection of information unless such collection displays a valid OMB control number. This survey should take about 5 
minutes to complete. 
     

For Employer Use Only 

Employers may modify this section of the form as needed for recordkeeping purposes. 
For example: 

Job Title: _______________         Date of Hire: _______________ 

https://www.dol.gov/ofccp
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