
 
 

Connections of Central New York Inc. 
Application for Internship 
                           Please Print 

 
 
 

Position applied for:_______________________________  Date of Application: ___/___/___ 
 

How did you learn about this Internship? 
 

   Advertisement in ____________    Internet  ____________   Employee ____________ 

   Friend/Relative   ____________      Walk In ____________   Other ________________ 
 
Name  ____________________________________________________________________ 
        First    Middle    Last 
 
Address___________________________________________________________________ 
       Street                    City              State                    Zip Code 
 

Telephone # (       ) ___________________________   Alternate # (     ) ________________ 

 

E-mail __________________________________________ 

 

Best time to contact you: _______:_______ am/pm 
 

If you are under age 18, can you furnish a work permit?            Yes                    No 
 

Have you ever been employed with a developmental disability service agency?         

    Yes      No       If yes, when ?                ________/________/_________ 

 

Are you legally eligible for an Internship in the United States?     Yes                    No 
    
Date you are available to begin Internship?             _______/_______/________ 
 
 
Have you ever been convicted of a misdemeanor or felony?    Yes ______ No _____ 
 
 
Are there any pending criminal charges against you?     Yes ______No _____ 
 
 
Have you ever been discharged, terminated or asked to resign from prior employment or resigned from 
prior employment to avoid possible disciplinary action?      Yes ______ No _____ 
 
 
 

 



 

 
 
 
EDUCATION:  Proof of education/degree will be required upon acceptance. 
  

               Name and Location 
   Years 
Completed

Did You 
Graduate?  

  Course    
Of Study 

Elementary 

School 

                      

High School 

 

    

Undergraduate 

College 

    

Graduate 

Professional 

    

Other 

(Specify) 

    

 
     

SPECIAL TRAINING: 
 
Medication Certification:  When was course taken? _____________ 
First Aid Certification:  When was course taken? _____________ 
CPR Training:   When was course taken? _____________ 
 
Training, skills, licenses, languages, or certificates that relate to the position for which you are applying.   
_________________________________________________________________________________ 

_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________ 
 
 
 
 



 

 

                   

    EMPLOYMENT: Please provide complete full time and part time employment record.               
                                 Start with your present or most recent employer.                        
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Company Name:  Telephone: 
(                ) 

Address: yed (state month and year)     Full time 

   
 
 

Dates Emplo
                                                                     Part time 
From:                               To:                     # hrs/wk:____

Name of Supervisor: 

                    End: 

Weekly Pay 
 

tart:            S
Job Title and Responsibilities: Reason for Leaving: 

May We Contact This Employer?    Yes            No, because; 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 

 
 

Company Name:  Telephone: 
(                ) 

Address: yed (state month and year)     Full time 

 
 
 

Dates Emplo
                                                                     Part time 
From:                               To:                     # hrs/wk:____

Name of Supervisor: 

                    End: 

Weekly Pay 
 

tart:            S
Job Title and Responsibilities: Reason for Leaving: 

May We Contact This Employer?    Yes            No, because; 

 

Company Name:  Telephone: 
(                ) 

Address: yed (state month and year)     Full time 

 
 
 

Dates Emplo
                                                                     Part time 
From:                               To:                     # hrs/wk:____

Name of Supervisor: 

                    End: 

Weekly Pay 
 

tart:            S
Job Title and Responsibilities: Reason for Leaving: 

May We Contact This Employer?    Yes            No, because; 

 



 

ROFESSIONAL REFERENCES:  
ur training, experience and qualifications. 

Nam

 
P
 

 List 3 persons, acquainted with yo
 
              e  E-mail Address        Company/Title                  Telephone #

1. ____________________________________ __________________________________________  

pplicant Statement: 
on is true and correct.  If chosen, I understand that any false or misleading 

give Connections of Central New York Inc. the right to contact and obtain information from all 

understand and acknowledge that, unless defined by applicable law, any Internship relationship with 

iminal History 

__________ _________________ 

_________________________________ 

onnections of Central New York Inc. seeks to recruit people who are concerned and dedicated to the 

 
Thank you for applying. 

2. ______________________________________________________________________________ 

3. ______________________________________________________________________________ 

 
A
 
 certify the above informatiI

information given in my application or interview(s) may result in termination of internship.  
 
I 
references, employers, educational institutions and to otherwise verify the accuracy of the information 
contained in this application.   I hereby release from liability any previous employer for any damage 
resulting from issuing this information. 
 
I 
Connections of Central New York Inc. is of an “at will” nature, which means that the Intern may resign 
at any time and the agency may discharge the intern at any time with or without cause.   
 

s per NYS OMRDD regulations, I understand that I will be required to submit to a CrA
Records Check (fingerprint process) performed by the FBI as well as NYS Division of Criminal Justice 
Services. I will also be required to submit to the Employee, Contractor, Exclusions Screening 
performed by the New York State Department of Health (AIG Office). In addition These checks will 
determine my eligibility for the Internship based upon an ongoing review of my criminal history. 
 

he receipt of this application does not constitute an agreement or contract for an Internship, but only T
that the applicant will be given consideration for open Internships.   
 
 

________________________
Signature of Applicant    Date 
 
 
_
Print Name 
 

 
C
mission of empowering and supporting people with developmental disabilities.   
 

 

 
 
 
 
 
 
 
 



 
 

 

 

 

 
 

 
 
 

 
 

CONNECTIONS of CENTRAL NEW YORK Inc. 
 

MISSION STATEMENT 
 

 
 

VÉÇÇxvà|ÉÇá Éy VAaAl |á t ÇÉà@yÉÜ@ÑÜÉy|à vÉÅÅâÇ|àç utáxw 

tzxÇvç ã{Éáx Å|áá|ÉÇ |á àÉ ÑÜÉä|wx ÖâtÄ|àç ÑxÜáÉÇtÄ|éxw áâÑÑÉÜà àÉ 

ÑxÉÑÄx ã|à{ wxäxÄÉÑÅxÇàtÄ w|átu|Ä|à|xáA  exÄtà|ÉÇá{|Ñ uâ|Äw|Çz |á tÇ 

xááxÇà|tÄ xÄxÅxÇà |Ç à{x wxäxÄÉÑÅxÇà Éy áâÑÑÉÜàA  fâÑÑÉÜà ÉyyxÜxw |á 

wxàxÜÅ|Çxw |Ç ÑtÜàÇxÜá{|Ñ ã|à{ à{x |Çw|ä|wâtÄ? à{x ytÅ|Äç? tÇw 

Éà{xÜ á|zÇ|y|vtÇà ÑxÉÑÄx |Ç {|á ÉÜ {xÜ Ä|yx tÇw |á ÑÜÉä|wxw  

à{ÜÉâz{ |ÇÇÉätà|äx tÇw vÜxtà|äx ÑÜÉzÜtÅ wxá|zÇA 
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