Bouchard Transportation Co. Inc. — Bouchard Ocean Services, Inc.

Operating Agents for the Individual Vessel Corporations

58 South Service Rd. Suite 150
Melville, NY 11747
Phone: 631-390-4900 Fax: 631-390-4966

EMPLOYMENT APPLICATION

New York State Law Forbids Discrimination Because Of Age (Date of Birth is required for Non-Discriminatory Purposes)

POSITION SOUGHT: DATE:
NAME: NEXT OF KIN:
ADDRESS: RELATIONSHIP:
ADDRESS:
TELEPHONE #:
CELL PHONE #: TELEPHONE/CELL #:
DATE OF BIRTH: MARITAL STATUS: CITIZENSHIP: EDUCATION:
HEIGHT: WEIGHT: SOCIAL SECURITY #: ALIEN REG. #:

IDENTIFYING MARKS (TATTOOS, SCARS, BEARD/MOUSTACHE):

FORMER EMPLOYMENT: (PROVIDE PHONE NUMBERS FOR FORMER EMPLOYERS)

VESSEL TYPE OWNER POSITION FROM TO REASON FOR LEAVING

LICENSE OR MERCHANT MARINERS DOCUMENT (SUPPLY PHOTOCOPY OF FRONT AND BACK)

LICENSE #: ISSUE #: ISSUED AT: EXPIRATION:

EXACT READING:

OVER WHAT ROUTES HAVE YOU BEEN EMPLOYED DURING THE PAST YEAR?

EACH APPLICANT MUST PERSONALLY FILL IN THE ANSWER TO QUESTIONS 1 THROUGH 9.

1. HAVE YOU EVER BEEN HOSPITALIZED OVERNIGHT? (IF YES GIVE DETAILS BELOW)
HosPITAL DATE LOCATION REASON HOSPITALIZED
2. HAVE YOU BEEN TO A DOCTOR, PSYCHIATRIST, PSYCHOLOGIST, PHYSICAL THERAPIST OR CHIROPRACTOR WITHIN THE
LAST 10 YEARS? (IF YES GIVE DETAILS BELOW)
3. HAVE YOU EVER HAD AN “ON THE JOB” INJURY IN WHICH YOU LOST TIME FROM WORK? (IF YES GIVE DETAILS)

EMPLOYER DATE ADDRESS TYPE OF INJURY LENGTH OF DISABILITY




4, HAVE YOU EVER HAD AN “OFF THE JOB” INJURY THAT CAUSED YOU TO LOSE TIME FROM WORK? (IF YES GIVE DETAILS)

DATE TYPE OF INJURY LENGTH OF DISABILITY
5. HAVE YOU BEEN TAKING ANY MEDICATION IN THE PAST YEAR? (IF YES GIVE DETAILS)
WHAT: WHO PRESCRIBED: FOR WHAT:
6. HAVE YOU EVER BEEN CONVICTED OF A CRIME? (IF YES GIVE DETAILS)
WHAT FOR: WHEN: DISPOSITION:
7. HAVE YOU EVER HIRED A LAWYER FOR AN INJURY CASE? (IF YES GIVE DETAILS)
WHEN: FOR WHAT

WHAT HAPPENED TO THE CASE:

8. HAVE YOU EVER HAD OR BEEN TREATED FOR ANY OF THE FOLLOWING  (ANSWER YES OR NO- IF YES EXPLAIN IN SPACE #9)
A. ALcoHOL ABUSE S. NERvous DISORDER

B. DRUG ABUSE T. TUBERCULOSIS

C. RHEUMATISM U. KIDNEY TROUBLE

D. HEADACHES OF HEAD INJURY V. LIVER DISEASE

E. ARTHRITIS W. HERNIA

F.  EPILEPSY X. ULCER

G. BLURRED VISION Y. DIABETES

H. BACK PAIN OR INJURY Z. ASTHMA

l. EYE DISEASE OR INJURY AA. HIGH BLOOD PRESSURE

J.  LEGPAINS OR INJURY BB. OVERWEIGHT

K. SHOULDER PAIN OR INJURY CC. scoLlosls

L. HEARTTROUBLE DD. CHEST PAIN OR INJURY

M. MENTAL ILLNESS EE. AIDS

N. KNEE INJURY OR PAIN FF. ANKLE INJURY OR PAIN

O. WRIST INJURY OR PAIN GG. STOMACH OR INTESTINAL TROUBLE
P.  INABILITY TO SWALLOW HH. EAR OR HEARING PROBLEMS

Q. NUMBNESS INARM OR LEGS Il. FRACTURED BONES

R. CANCER JJ. OTHER

9. IFANY SPACE IN QUESTION # 8 ARE MARKED ““YES,” PLEASE EXPLAIN BELOW:

| REALIZE THAT | AM APPLYING FOR EMPLOYMENT BY THE INDIVIDUAL VESSEL CORPORATION AND THAT COMPANY IS RELYING

UPON THE FOREGOING IN CONNECTION WITH MY APPLICATION FOR EMPLOYMENT AND I CERTIFY THAT MY ANSWERS ARE TRUE.

SIGNATURE DATE

WITNESS DATE

FOR OFFICE USE ONLY
MARINE INDEX BUREAU:

PREVIOUS EMPLOYERS:




