
 

 
 

M i n n e a p o l i s  V A  H e a l t h  C a r e  S y s t e m  
H u m a n  R e s o u r c e s  M a n a g e m e n t  S e r v i c e s  

E m p l o y e e  I n f o r m a t i o n  W o r k s h e e t  
 

PLEASE PRINT—USE BLOCK LETTERS C O M P L E T E  A L L  E N T R I E S  
 

N A M E  
Last       
First       
Middle       
Suffix (Jr. III, etc.)       
Social Security 
Number: 

      

DATE OF BIRTH YEAR MONTH DAY 
                   

O T H E R  N A M E S  
NONE  
Maiden Name       
Aliases       

      
Sex Race Color Eyes Color Hair Height Weight 

                             ft      in      lbs 
PLACE OF BIRTH CITY STATE or COUNTRY 
             

C U R R E N T  R E S I D E N C E  
Street       
City       
State       
ZIP       
Phone Number       
Citizenship (Country)       
Title of My Position 
With the VA 

      
 

EMAIL       
SCARS, MARKS & TATTOOS 

None  
List each 
(type & location on 
body) 

                  

                  
F O R  H R  U S E  O N L Y  

Date of Prints Service Line NOA EOD 
         
Initials of Taker  OPM Case Number  
Computer Front Rear Logged e-QIP? Yes No 
Sent? No Yes Date  

 Minneapolis VA Health Care System 
VAF 10-2417 (618)01/2012 
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