
Driver Application for Employment

Margaret’s Transport LLC
PO Box 104 

Coral, Pa 15731
724-712-7967

Applicant Name:                                                                                     Date: 

Phone:                                                                 Email: 

Date of Birth:                                                   Social Security No. 

Current Address:

If the above residence less than ten years, list below residences for the past three years:

Position applying for:                                                        Temporary           Part time           Full time

Who referred you?                                                                  Rate of pay expected: 
 

 EDUCATION
                                                            
Circle highest grade completed:    1  2  3  4  5  6  7  8  9  10  11  12        College:   1  2  3  4

 
Last school attended:

GENERAL

Have you ever been bonded?      Yes         No

Have you ever been convicted of a felony?        Yes        No

If yes, please explain fully on separate sheet of paper. Conviction of a crime is not a bar to employment-
 all circumstances will be considered.



DRIVER EXPERIENCE & QUALIFICATIONS

Driver Licenses held in the past 10 years must be shown
(Attach separate sheet of paper if more space is needed)

License Number:

State Type Expiration

A. Have you ever been denied a license, permit, or privilege to operate a motor vehicle? YES      NO

B. Has your license, permit or privilege ever been suspended or revoked?
If yes, please explain:

C. Have you ever been disqualified for violations of the Federal Motor Carrier Safety Regulations?

D. Have you ever failed a DOT required Drug and/or Alcohol test?
have you completed SAP evaluation, treatment plan and prescribed protocol? (Please provide proof)

Driving Experience
Class of Equipment Type of Equipment

(Van, Tank, Flat, Reefer, Etc)
Dates

From To
Approximate
Total Miles

Straight Truck
Tractor & Semi-trailer
Twin Trailers
Other

List states operated in during the last five years

List special courses or training that will help you as a driver

Accident Review for past 3 years (Attach separate sheet of paper if more space is needed)
Dates

Last Accident

Next Previous

Next Previous

Nature of Accidents
(head-on, Rear-end, Upset, etc)

Fatalities Injuries

Traffic Convictions and Forfeitures for the past 3 years, other than parking violations

LOCATION                                           DATE                       CHARGES                    PENALTY
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YES      NO

YES      NO













REQUEST INFORMATION FROM
PREVIOUS EMPLOYER 

Driver's signature 

DRIVER'S NAME:
ADDRESS:

CITY:

MAIL TO FORMER EMPLOYER: 

Date Witness's Signature Date

DRIVER'S CDL #:

REQUESTED BY PROSPECTIVE EMPLOYER:

,PA 15731

Employment History
THE ABOVE REFERENCED INDIVIDUAL STATES THAT HE/SHE WAS EMPLOYED BY YOU AS A COMMERCIAL
MOTOR VEHICLE DRIVER_______ TRUCK DRIVER ______ BUS DRIVER______ OTHER______ FROM_________________
TO_____________. WILL YOU PLEASE REPLY TO THE INQUIRY BELOW RESPECTING THIS APPLICANT. YOUR REPLY
WILL BE HELD IN STRICT CONFIDENCE AND WILL IN NO WAY INVOLVE YOU IN ANY RESPONSIBILITY. FOR YOUR 
CONVENIENCE IN REPLYING BY RETURN MAIL, WE HAVE ENCLOSED A STAMPED SELF-ADDRESSED ENVELOPE.
NAME OF CARRIER OFFICIAL: SIGNATURE OF CARRIER OFFICIAL:

DATE:

1. 
2. 
3. 

Is the employment record with your company correct as stated?
What kind(s) of work did the applicant do?
Did the applicant drive motor vehicles for you?________ Passenger car _____ Straight truck _____ Bus

Tractor-Semi-trailer _____ Other(specify)
4. 
5. 
6. 
7. 
8.
9.

Alcohol & Drug History Yes No

1. 
2. 
3. 

Has the above named driver had an alcohol test with a result of 0.04 alochol concentration or greater?
Has the above named driver verified positive for a controlled substances test result? 
Has the above named driver refused a required test for alcohol or drugs during the past 12 months? 

[ 
[ 
[ 

][ 
][ 
][ 

]
]
]

If the answer to any of the above is yes, please identify the Substance Abuse Professional that administered 
treatment as required by the U.S. Department of Transportation.

 or [ ] check here if it is unkown if the driver received treatment.
Name Telephone

Authorization to Release

I, , do hereby authorize 
to contact my previous employer(s) in accordance with current US DOT rules and regulations as setforth in 49 CFR 382.413
in order to obtain the following information for the preceding two years:
I fully understand the above, and do hereby give my consent to obtain the information required by 49 CFR 382.413.

Please Return by:
 
 
 

Email: brieann@margtrans.com

Margaret’s Transportation, LLC

PO Box 104

Coral
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Was the applicant a safe and efficient driver?
Give the dates of vehicle accidents in which he/she was involved.
Reason for leaving employment: Discharged ______ Laid off ______ Resigned _____
Was the applicant's general conduct satisfactory?
Eligible for rehire? Yes______  No______
Did the applicant drink any alcoholic beverages while on duty?

724-712-7967





 
General Consent for Limited Queries of the Federal Motor
Carrier Safety Administration (FMCSA) Drug and Alcohol
Clearinghouse 
 
I, ___________________________, hereby provide consent to Margaret’s Transport LLC to conduct
a limited query of the FMCSA Commercial Driver’s License Drug and Alcohol Clearinghouse
(Clearinghouse) to determine whether drug or alcohol violation information about me exists
in the Clearinghouse. I understand that if the limited query conducted by  Margaret’s
Transport LLC indicates that drug or alcohol violation information about me exists in the
Clearinghouse, FMCSA will not disclose that information to Margaret’s Transport LLC without
first obtaining additional specific consent from me. I further understand that if I refuse to
provide consent for Margaret’s Transport LLC to conduct a limited query of the
Clearinghouse, Margaret’s Transport LLC must prohibit me from performing safety-sensitive
functions, including driving a commercial motor vehicle, as required by FMCSA’s drug and
alcohol program regulations. 

_______________________________________ _____________________ 
Date Employee Signature  
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Full Name:                                                                                             DOB:                                                  Email: 

Social Security #:                                                                          Drivers License #:                                                           State:

Signature:                                                                                                               Date:



RESIDENCY CERTIFICATION FORM
Local Earned Income Tax Withholding

CERTIFICATION

EMPLOYEE INFORMATION - RESIDENCE LOCATION

EMPLOYER INFORMATION - EMPLOYMENT LOCATION

TO EMPLOYERS/TAXPAYERS:
This form is to be used by employers and/or taxpayers to report essential information for the collection and distribution of Local Earned Income Taxes.

For information on obtaining the appropriate MUNICIPALITY (City, Borough, Township), PSD CODES and EIT (Earned Income Tax) RATES,
please refer to the Pennsylvania Department of Community & Economic Development website:

This form must be utilized by employers when a new employee is hired or when a current employee notifies employer of a name and/or address change.

STREET ADDRESS (

SIGNATURE OF EMPLOYEE

SECOND LINE OF ADDRESS

SECOND LINE OF ADDRESS

MUNICIPALITY (City, Borough or Township)

MUNICIPALITY (City, Borough or Township)

PO Box, RD or RR)

NAME (Last Name, First Name, Middle Initial)

EMPLOYER BUSINESS NAME (Use Federal ID Name)

STREET ADDRESS WHERE ABOVE EMPLOYEE REPORTS TO WORK (

CITY STATE

CITY STATE

PO Box, RD or RR)

PHONE NUMBER EMAIL ADDRESS

COUNTY RESIDENT PSD CODE

ZIP CODE 

ZIP CODE 

COUNTY WORK LOCATION PSD CODE

PHONE NUMBER

EMPLOYER FEIN

Under penalties of perjury, I (we) declare that I (we) have examined this information, including all accompanying 
schedules and statements and to the best of my (our) belief, they are true, correct and complete.

DATE (MM/DD/YYYY)

DAYTIME PHONE NUMBER

TOTAL RESIDENT EIT RATE

SOCIAL SECURITY NUMBER

WORK LOCATION NON-RESIDENT EIT RATE

No

No

www.newPA.com

CLGS-32-6 (8-11)
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