
APPLICATION FOR EMPLOYMENT 
Raulli & Sons, Inc. 

213 Teall Avenue, Syracuse, New York 13210 
Phone: (315) 479-6693 

 
Raulli & Sons, Inc. evaluates applicants based solely on merit. We do not discriminate on 
the basis of race, gender, national origin, age, marital status, labor affiliation, disability, or 
any other protected status. 

NOTE: If you require more space than provided, please attach separate sheet(s). 
 

TODAY’S DATE: REFERRED BY: APPLYING FOR: 
∆ FULL-TIME ∆ PART-TIME 

∆ TEMPORARY 
 
 
PERSONAL: 

 
 
 
 

EDUCATION: 
NAME AND LOCATION YEAR GRADUATED 

OR ENDED 
CURRICULUM NUMBER OF 

YEARS 
COMPLETED 

DIPLOMA OR 
DEGREE RECEIVED 

HIGH SCHOOL     

COLLEGE     

OTHER     

 
 

POSITION(S) DESIRED: 

 

 
NAME         

STREET         

CITY   STATE    ZIP CODE   

HOME PHONE   BUSINESS PHONE    

PERSONAL E-MAIL ADDRESS ____________________________________________________________________________________ 

BEST TIME TO CALL    BEST TIME TO CALL    

HOURS/DAYS AVAILABLE 



EMPLOYMENT (Start with Most Recent including US Military) 
EMPLOYER ADDRESS AND PHONE NUMBER DATES OF 

EMPLOYMENT 
POSITION HELD REASON 

FOR 
LEAVING 

MAY WE 
CONTACT 
THEM ? 

      

      

      

      

      

 
REFERENCES: Provide at least 2 professional references which are not related to you. 

NAME Professional 
relationship to 
you  

YEARS 
KNOWN 

TELEPHONE NUMBER 

    

    

    

 
 
 

PLEASE ANSWER THE FOLLOWING QUESTIONS: (circle one)  

Are you at least 18 years old? Yes No 
Are you legally allowed to work in the US? Yes No 
Have you ever applied for employment with us before? Yes No 

If “yes”, when:  
Have you ever been employed with us before?  Yes No 

If “yes”, when:  
Are you employed now? Yes No 
May we contact your present employer? Yes No 
If hired, do you intend to work simultaneously for another entity? Yes No 
Are you currently on “layoff status” and subject to recall? Yes No 
Are you willing to work on non-prevailing rate jobs as 

well as prevailing rate jobs? Yes No 
An offer of employment is contingent upon successful completion of 

a drug and background check. Are you comfortable completing this?   Yes No 
                        Have you ever been convicted of a felony?                                                                    Yes No 
                        Have you ever been convicted of a misdemeanor?                                                       Yes No 
 

APPLICANT’S STATEMENT: 

 Signature: Date: 

I certify that statements made by me on this form are true and correct. I understand that if employed, 
any false statement on this application can be considered cause for dismissal. I authorize investigation 
of all statements contained in this application for employment as may be necessary in arriving at an 
employment decision. 
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☐

Voluntary Self-Identification of Disability 
Form CC-305 
Page 1 of 1 

OMB Control Number 1250-0005 
Expires 05/31/2023 

Name:    Date: 
Employee ID: 

(if applicable) 

Why are you being asked to complete this form? 

We are a federal contractor or subcontractor required by law to provide equal employment opportunity to qualified people
with disabilities.  We are also required to measure our progress toward having at least 7% of our workforce be individuals
with disabilities.  To do this, we must ask applicants and employees if they have a disability or have ever had a disability. 
Because a person may become disabled at any time, we ask all of our employees to update their information at least 
every five years.     

Identifying yourself as an individual with a disability is voluntary, and we hope that you will choose to do so.  Your answer 
will be maintained confidentially and not be seen by selecting officials or anyone else involved in making personnel 
decisions.  Completing the form will not negatively impact you in any way, regardless of whether you have self-identified in 
the past.  For more information about this form or the equal employment obligations of federal contractors under Section 
503 of the Rehabilitation Act, 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? 

You are considered to have a disability if you have a physical or mental impairment or medical condition that substantially 
limits a major life activity, or if you have a history or record of such an impairment or medical condition.  Disabilities 
include, but are not limited to: 

• Autism
• Autoimmune disorder, for example,

lupus, fibromyalgia, rheumatoid
arthritis, or HIV/AIDS

• Blind or low vision
• Cancer
• Cardiovascular or heart disease
• Celiac disease
• Cerebral palsy

• Deaf or hard of hearing
• Depression or anxiety
• Diabetes
• Epilepsy
• Gastrointestinal disorders, for

example, Crohn's Disease, or
irritable bowel syndrome

• Intellectual disability

• Missing limbs or partially missing
limbs

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

• Psychiatric condition, for example,
bipolar disorder, schizophrenia,
PTSD, or major depression

Please check one of the boxes below: 

Yes, I Have A Disability, Or Have A History/Record Of Having A Disability 
No, I Don’t Have A Disability, Or A History/Record Of Having A Disability 

☐ I Don’t Wish 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/agencies/ofccp
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