
 

 

 

 

 

 

 

 

 

 

 

 

Return all completed forms to the Chief of Lindenwold Fire Company #2. The Chief is 

available on Tuesday evenings at the firehouse after 8:00 PM. 

 

LINDENWOLD FIRE COMPANY #2 
801 SCOTT AVE 

LINDENWOLD, NEW JERSEY 08021 

Applicant Instructions for Firefighters 

To be considered for membership with the Lindenwold Fire Department you MUST fill 

out all of the following forms: 

1. BENEFICIARY DESIGNATION FOR ACCIDENT & SICKNESS POLICY                 

● List any or all beneficiaries 

2. LINDENWOLD FIRE DISTRICT #1 APPLICATION 

● This application is for the Lindenwold Board of Fire Commissioners (not 

Lindenwold Fire Company #2) 

3. AUTHORIZATION FOR RELEASE OF RECORDS AND INFORMATION 

AND HOLD HARMLESS AGREEMENT 

● This allows the Lindenwold Board of Fire Commissioners to conduct a 
thorough background investigation 

● This form MUST be signed in front of a NOTARY PUBLIC. (DO NOT 

sign prior to meeting with a NOTARY PUBLIC.) 

4. VFIS PERSONNEL FILE 

● This form is for your personnel file kept with the Lindenwold Board of 
Fire Commissioners (not the Lindenwold Fire Company 42) 

5. NEW JERSEY STATE FIREMEN'S ASSOCIATION 

● Membership Application page MUST be signed by a NOTARY PUBLIC o 

Physical Test Record MUST be completed prior to being accepted as a 

member of the Lindenwold Fire Company #2. 

6. APPLICATION FOR MEMBERSHIP 

● This form is for your membership file with the Lindenwold Fire Company #2 

Thank you for your interest in the fire service, 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

STATION # 

 

VFIS 

Beneficiary Designation for Accident & Sickness Policy 
Complete this block each time this form is used--Please Print 

Name of Organization     LINDENWOLD FIRE DEPARTMENT - FIRE DISTRICT  

Member's/Employee's Name____________________________________________________________________________ 

Member's Date of Birth__________________________ Date Member Joined Organization _________________________ 

I hereby designate the following beneficiary(ies) with respect to amounts payable as indemnity for loss of life under the referenced 

Accident & Sickness Policy and hereby revoke any designation of beneficiary thereunder heretofore made by me. I direct that any 

amounts payable under said Policy to my beneficiary(ies) named below be paid to those of Primary Beneficiary who survive me,       

otherwise to those surviving in Contingent Beneficiary, in proportion to the percentages listed. 

Primary 

Beneficiary: 

Contingent 

Beneficiary: 

Name __________________________________  Relationship _________________  Date of Birth  ________________  Share __________% 

Name  _________________________________   Relationship  _________________ Date of Birth  ________________  Share __________% 

 

 

Name __________________________________  Relationship __________________ Date of Birth ________________  Share __________% 

Name  __________________________________ Relationship __________________ Date of Birth ________________  Share __________%  
 

 

 

Complete, sign and date this block if you wish to name or change your beneficiary.  

If none of the above beneficiaries are living at the time of my death, I direct that payment be made in accordance with the 

terms of the policy. I reserve the right to revoke or change this designation. 

 

Signature  ___________________________________________________________   Date ___________________ 
This form should be retained in the files of your department or organization 



 

 

 
 

                                                                                          _______________________________________ 

                                                                                                  Signature of Applicant 

 

LINDENWOLD FIRE DISTRICT # 1 

APPLICATION 

NAME: ________________________________________ 

ADDRESS: ________________________ 

TELEPHONE #: _______________________ 

CELL PHONE # _______________________ 

D.L. # _______________________ 

DATE  _____/_____/_____ 

.LINDENWOLD, N.J. 08021   S.S #. __________________ 

PAGER: ______________________ 

WORK: _______________________ 

    D. O. B. _____/_____/_____    BLOOD TYPE: ____________  

REGULAR OCCUPATION: ___________________________________________________________ 

IN CASE OF EMERGENCY NOTIFY ___________________________________________________ 

ADDRESS: __________________________________ 

HAVE- YOU EVER BEEN A FIRE PERSON? __________ 
WHEN _____________________________________________________________________________ 

HIGHEST LEVEL OF EDUCATION: ____________________________________________________ 

SPECIAL SKILLS: ___________________________________________________________________ 

BI-LINGUAL? _________ WHAT LANGUAGES: _____________________ 

PHONE# _____________________________ 

IF YES WHERE & ______________ 

SIGN? _______________ 

HAS YOUR DRIVER'S LICENSE BEEN SUSPENDED OR REVOKED? _______________________ 

IF SO WHEN, WHERE AND WHY? _____________________________________________________ 

HAVE YOU EVER BEEN CONVICTED OF A FELONY: ____________________________________ 

IF YES EXPLAIN: ____________________________________________________________________ 

PHYSICAL EXAMINATION COMPLETED:   DATE: _________________ 

SUBSTANCE ABUSE EXAM. COMPLETED: DATE: _________________ 
PASSED?  ________ 

PASSED?  ________ 

I CERTIFY THAT THE INFORMATION CONTAINED IN THIS APPLICATION IS TRUE AND ACCURATE, I 
HAVE READ THE RULES AND REGULATIONS OF THE LINDENWOLD FIRE DISTRICT #1 AND AGREE 
TO ABIDE BY THEM. IF THE ANSWERS ON THIS APPLICATION PROVE TO BE FALSE, I UNDERSTAND 
THAT I WILL NOT BE ACCEPTED/REMOVED AS A MEMBER OF THE LINDENWOLD FIRE DISTRICT #1. 



          

 
                                                                                                                                                                                                                

 

 

   

 

 

 

 

 

________________________________________    ___________________________________ 
street address                                                                        drivers license number 

 

____________________________________________ 

city/state/zip 

 

 

 

AUTHORIZATION FOR RELEASE OF 

RECORDS AND INFORMATION 

AND 

HOLD HARMLESS AGREEMENT 

TO: BOROUGH OF LINDENWOLD POLICE DEPARTMENT 

SOCIAL SECURITY # ______ ______ ______ 

I, _______________________________hereby request and authorize you to release to the Board of Fire 

Commissioners, Fire District # 1, Lindenwold, N.J. 08021 copies of any and all records and information that 

you have on file and on record wherein my name appears. 

I do hereby release, and agree to hold harmless, you, your officers, employees and other personnel, and any 
other law enforcement agency from which you receive information, and agree to hold you free and harmless 
from any and all liability for damages of whatever kind, which may at any time result to me, my heirs, family  
or associates arising out of your compliance with this authorization. 

I have voluntarily furnished the identifying information contained above to assist you in complying with this 

authorization. 

 

 

Dated: ____________________________   _____________________________ 

 

 

Subscribed and Sworn to Before me 

on this          Day of                   200, 

 

 

_________________________________ 

Notary 

FROM: _______________________________ 



 
 

                                                    PERSONNEL FILE                               (Attach Photo Here) 

 

 

Address: __________________________________________________________________ _______________________________ 

 

City/Town: ______________________________________________________     State: ____________  Zip: _________________ 

 

Telephone #: (Home) _____________________________________  (Business) _________________________________________ 

 

Employer: ________________________________________________________________________________________________ 

 

Address: _________________________________________________________________________________________________ 

 

City/Town: _______________________________________________________  State: ____________  Zip: _________________ 

 

Social Security No.: ______________________________________  Drivers License No.: ________________________________ 

 

             Married: ______________    Year: ______________   Spouse’s Name: _______________________________________________ 

 

             Dependants:  ______________________________   ______________    ______________________________   ______________ 

                                                      Name                                             DOB                                    Name                                         DOB 

 

                                    ______________________________   ______________    ______________________________   ______________ 

                                                      Name                                             DOB                                    Name                                         DOB 

 

             Date Joined Dept: ________________________   Date Terminated: _____________________  Reason: ____________________ 

 

             Include Beneficiary Forms In File. 

                                                                                      FAMILY PHYSICIAN _______________________ Phone # __________________ 

 

Equipment Issued 

                                    Item                                                Serial # or Size                                Date Issued                      Date Returned 

    

    

    

    

 

 

Offices Held 
                              Title                               From  -  To                                     Remarks                                                        By 
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Form 100-A 

1. 

2. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

12. 

13. 

N. J. STATE FIREMEN'S ASSOCIATION 

PHYSICAL EXAMINATION GUIDELINES 

AGE: Must be at least 18 years of age and not older than 45 years of age. 

EYES: Must be 20/30 corrected ( with glasses, contacts, or surgical procedures). 

HEARING: Loss of hearing acuity so as to be unable to perceive sounds within normal voice range 
with or without hearing aid. 

NOSE: Any significant nasal obstruction to free breathing not subject to correction 
by surgery. 

MOUTH: Conditions which impair ability to communicate. 

NECK: Problems resulting from (a) Goiter; (b) Limited range of motion; which prohibits turning, 

extension or free movement of the neck; (e) Tracheotomy - existing openings at the lower portion of 

the neck connecting the windpipe to the outside environment for the purpose of easy breathing. 

PULMONARY: Problems resulting from loss or removal of a lung; (a) any Pulmonary disorder which 

would limit the applicants ability to perform (b) Pulmonary Function test below normal. (c) Chronic Obstructive 
Pulmonary Disease/Asthma. 

CARDIO PULMONARY SYSTEM: Problems resulting from Heart disease or cardiomegaly. 

PERIPHERAL VASCULAR SYSTEM: Problems resulting from (a) Varicose veins; (b) Aneurysms; (c) 

Lymphedema; (d) Thrombophlebitis; (e) Arteriosclerosis Obliterans: (f) Buerger's Disease; (g) Raynaud's 

Disease; (h) Arterio-Venous Fistula; (i) High Blood Pressure, not able to be corrected or controlled by 

medication. Acceptable blood pressure reading should be as follows: Systolic not higher than 150 but not 

lower than 90. Diastolic Maximum should be 100 mmhg, Minimum 50 mmhg. 

ABDOMEN: Problems resulting from (a) Organomegaly; (b) Signs of tenderness in an area; (c) Presence of 
masses such as hernias of various types. 

GENITOURINARY SYSTFM: Problems arising from (a) Presence of abnormal masses; (b) Abnormal 
discharges from any of the orifices; (c) Active venereal diseases; (d) Parasitic diseases; (e) Varicocele and 
Varices, (f) Hydrocele. 

MUSCULO-SKELETAL SYSTEM: Problems arising from (a) Congenital malformation; (b) Limitation 

of Motion; (c) Weakness; (d) Impairment or absence of one or more of the digits on either or both hands; (e) 

Impairment of function of the hands; (f) Missing toes if it interferes with ambulation; (g) Deformities of the 

spine, pelvis or extremities. 

OTHERS: Problems arising from (a) Disqualification for psychiatric conditions must be determined by local 

agencies; (b)Allergic conditions which are chronic and incapacitating; (c) Severe anemia; (d) Active peptic 

Ulcer; (e) Diabetes; (f) History of epilepsy or seizures other than documented febrile convulsions in childhood; 

(g) Alcoholism or drug addiction; (h) Removal of vital organs; (1) Any other condition not listed above which 

would render the eligible incapable of performing their duties as a fireperson. . 

THESE MEDICAL GUIDELINES ARE TO BE FOLLOWED BY A PHYSICIAN LICENSED IN THE STATE OF 

NEW JERSEY WHEN EXAMINING AN APPLICANT FOR MEMBERSHIP. ANY ABNORMAL FINDINGS 

MUST BE EXPLAINED IN THE REMARKS SECTION OF THE APPLICATION. ALL SECTIONS OF THE 

PHYSICAL MUST BE PROPERLY FILLED OUT OR THE APPLICATION WILL BE RETURNED. 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

THIS NOTICE IS FOR YOUR INFORMATION. YOUR SIGNATURE IS REQUIRED.* 

Privacy Notice to our (Potential) Members. Please review it carefully. 

The New Jersey State Firemen's Association (NJSFA) and each officer and the office staff and all the local 
associations through out the state strongly believe in protecting the confidentiality and security of the 
information we receive about you. This notice refers separately to the New Jersey State Firemen's 
Association and each of the local associations by using the, terms "us", "we", or "our". This notice 
describes our privacy policy and describes how we treat the information we receive about you. 

Why We Receive and How We Use Information: We receive the initial information via a Membership 
Application and Physical Test Record, Form # 100. The purpose of this application is to permit 
membership in our organization. This information is used to make sure the applicant is in compliance with 
New Jersey State Statutes and our Compendium and by-laws. 

How We Receive Information: We get most information from you. The Secretary of the local Relief 
Association forwards the application form to our office. The information that you give us when applying 
for membership generally provides the information we need. If we need to verify information or need 
additional information, we may obtain information from third parties such as physicians, hospitals and 
other medical personnel. Information collected may relate to your health or other information stated on the 
application. 

How We Protect Information: We treat information in a confidential manner. Our Officers, Advisory 
Committee and Office Staff are required to protect the, confidentiality of information. We access 
information only when there is an appropriate reason to do so. We also have safeguards to protect 
information. All Officers, Advisory Committee and Office Staff are required to comply with our policies. 

Information Disclosure: We may disclose any information when we believe it necessary for the 
operation of our  association, or  where disclosure, is  required by law. The  application if in question  may 
be forwarded to our Association Medical Doctor for evaluation. We do not make any other disclosures of 
information to other organization or companies who may want to sell their products or services to you. 
We will not sell your name or application information to any organization, corporation or catalog 
company. 

Access to and Correction of Information: Generally, upon written request, we will make available your 
personal information for your review. Information received in connection with, or in anticipation of, any 
claim or legal proceeding will not be made available. If you notify us that the information is incorrect we 
will review it. If we agree, we will correct our records. This will be included under "disclosure of 
information". 

PLEASE RETAIN - DO NOT RETURN TO EAST ORANGE OFFICE 

New Jersey State Firemen's Association 



   

  ASSOC. NO. COMP. NO. LINE NO. 

FOR STATE OFFICE USE ONLY 

 

                                                               

                                                                                                       Date ______________________________________________________ 

 

__________________________________________ Relief Assn. _______________________________________________Municipality 

 

__________________________________________ Department  _________________________________________________Company 
 

Name _________________________________________________________________________________________________________ 

                               First                                                    Initial                                               Last 
 

Address _______________________________________________________________________________________________________ 

                                                                                                       Street 
 

____________________________________________________________________________________________   For _________Years     

                                    Town                                                          Zip Code 
 

Birth Date ______________________  Birth Place _______________________________  SS# _________________________________      

 

Regular Occupation ______________________________________________________________________________________________ 
 

Have you ever applied to be a member of the New Jersey State Firemen’s Assoc.?    □    Yes         □   No                  
 

If so, when _____________________________   Where _________________________________________________________________ 
 

The signature below certifies that I have received and read the attached PRIVACY NOTICE. 
 
 

Home Phone _______________________                  ___________________________________________________________________ 

                                                                                                                                    Signature of Applicant                          
 
 

STATE OF NEW JERSEY COUNTY OF ____________________________ 
 

____________________________________________ being duly sworn, doth depose and says that the above statements are 

                             Applicants Name                                                                                                                                                               

true to the best of their knowledge and belief. Sworn to before me this ______ day of _______________________________20________ 
 

 

                                                                                                                 ______________________________________________________ 

                                                                                                                                           SIGNATURE OF NOTORY PUBLIC 

______________________ 

        Expiration Date 

MUNICIPAL APPROVAL 
 

We Hereby certify that this applicant was admitted to active membership in the department and has been approved by the governing    

 

body of ____________________________________________ on the ______ day of ________________________ ______20________  

 

                                                                                                                        __________________________________________________ 
                                                                                                                                SIGNATURE OF SECRETARY – RELIEF ASSOCIATION 

 

__________________________________________________________                  _______________________________________________________ 

SIGNATURE  OF  MUNICIPAL  CLERK / BOARD  OF  FIRE  COMMISSIONERS                                                                  SIGNATURE OF FIRE CJIEF – FIRE DEPARTMENT 

 

 

IMPORTANT: APPLICATION MUST BE FILLED OUT AND CHANNELED ACCORDINGLY 

 
A. APPLICATION SHOULD BE FILLED OUT BY APPLICANT WITH           C. Application must be returned by applicant to Local Relief Secretary 

TYPEWRITER OR PRINTED.       (DO NOT WRITE)                                          whose address is listed on back of form. 

 

        B. Application must be filled out by applicant and notarized. They must                     D. Local Relief Secretary will sign and secure chief’s signature if 
             then present themselves before a doctor for physical examination.                                application is in order, and forward to municipality for confirmation. 

 

When applicant is admitted to membership by the Municipal Officer’s, the signed ORIGINAL application is to be filed at the office of the 

             New Jersey State Firemen’s Association, 50 Evergreen Place, East Orange, N.J. 07018 by the secretary of the local association. 

N.J. STATE FIREMEN’S 

ASSOCIATION 

MEMBERSHIP APPLICATION 

Form 100 

Rev. 2/04 



PHYSICAL TEST RECORD 
 

TO BE FILLED OUT BY A PHYSICIN LICENSED IN THE STATE OF N.J. AND RETURNED TO LOCAL RELIEF SECRETARY 

WHOSE ADDRESS IS LISTED BELOW. ALL SECTIONS OF THE PHYSICAL MUST BE PROPERLY FILLED OUT OR 

THE APPLICATION WILL BE RETURNED. 
 

PLEASE PRINT 

 

NAME ____________________________________________________________________________________________________________   ________ 

                                    FIRST                                                   INITIAL                                                     LAST                                                             SEX 

 

AGE _______  HEIGHT _______ Ft. ______ in.    WEIGHT __________lbs.     HEARING __________     BLOOD PRESSURE ____________________ 

                                                                                                                                                                                                                  (NUMBERS PLEASE) 

 

EYESIGHT   LEFT __________________________   RIGHT __________________________    BOTH (CORRECTED) __________________________ 

                                                                              (NUMBERS PLEASE)  

 

HAS THE APPLICANT ANY APPARENT DISABILITIES IN: 

 

FACIAL ____________________________________________________   PULMONARY __________________________________________________ 

 

CARDIO PULMONARY ______________________________________    VASCULAR ____________________________________________________ 

 

ABDOMEN _________________________________________________    GENITOURINARY ______________________________________________ 

 

MUSCULO-SKELETAL ______________________________________     OTHER ________________________________________________________ 

 

The applicant is free of any other, than listed above, medical or physical conditions that would cause harm to him/her or any  

other firefighter(s).        □    YES      □    NO                (If no please explain) 

 

 

HAS APPLICANT EVER SUFFERED FROM INJURY?      □   YES        □    NO        IF SO, WHEN? _________________________________________ 

 

      DESCRIBE _______________________________________________________________________________________________________________ 

 

       ________________________________________________________________________________________________________________________ 

 

 

REMARKS/OR REJECTION IS BASED ON: 

 
_____________________________________________________________________________________________________________________________ 

 

_____________________________________________________________________________________________________________________________ 

 

_____________________________________________________________________________________________________________________________ 

 

 

I CERTIFY THAT AS A PRACTICING PHYSICIAN IN THE STATE OF NEW JERSEY, THE APPLICANT IS FREE FROM 

    ANY ACUTE OR CHRONIC DISEASE AND HAS NO PHYSICAL DEFECTS THAT WOULD HINDER HIS/HER ABILITY 

    TO PERFORM THE DUTIES OF A FIREFIGHTER. 

 

 
DATE EXAMINED ___________________  EXAMINED AT ___________________________________________________________________________ 

                                                                                                                                                          ADDRESS OF OFFICE 

 

______________________________                         ____________________________________                   _______________________________________    

PHYSICIAN’S PHONE NUMBER                                     PRINT PHYSICIAN’S NAME                                          SIGNATURE OF PHYSICIAN 

 

 

 

 

 

 

 

 

 

 

 

 

 

THE NEW JERSEY STATE FIREMEN’S ASSOCIATION RESERVES THE RIGHT TO HAVE THIS APPLICATION REVIEWED 

      BY A MEDICAL DOCTOR OF ITS CHOICE, INCLUDING A NEW PHYSICAL EXAMINATION IF NECESSARY. 

 

 

APPICATION MUST                                                                                      LOCAL RELIEF 

BE RETURNED TO: _______________________________________           SECRETARY _______________________________________________ 

                                                                  NAME                                                                                             ADDRESS                              ZIP CODE 

 



 

LINDENWOLD FIRE COMPANY NO.2                                                                            BD. OF FIRE COMMISSIONERS 

 

801 SCOTT  AVE.                                                                                                               FIRE DISTRICT NO.1 

 

LINDENWOLD, NEW JERSEY 08021                                                                               801 SCOTT AVE. 

                   

                                                                                                                                             LINDENWOLD, NEW JERSEY 08021 

 

 

 

 

APPLICATION FOR MEMBERSHIP 

 

 

 

 

NAME  ____________________________________________________________       PHONE  ___________________________ 

 

ADDRESS  ________________________________________________________________________________________________ 

 

DATE OF BIRTH ________________________________     DATE OF APPLICATION  _________________________________ 

 

WORKING HOURS  ________________________________________   WORK PHONE  _________________________________ 

 

DRIVERS LICENSE NO.  _____________________________________     S.S. NO.  _____________________________________ 

 

IN CASE OF EMERGENCY CONTACT:  __________________________________   PHONE:  ____________________________ 

 

 

     I, ____________________________________________, DO HEREBY MAKE APPLICATION FOR MEMBERSHIP AND  

 

PROMISE TO ABIDE BY THE RULES AND BYLAWS OF THE LINDENWOLD FIRE COMPANY NO.2. I SHALL ALSO  

 

ATTEND AND PASS THE FIRST FIREFIGHTER I SCHOOL WHICH IS MADE AVAILABLE TO ME. I ALSO UNDERSTAND  

 

THAT DURING MY FIRST SIX (6) MONTHS AS A MEMBER OF THE LINDENWOLD FIRE COMPANY NO., I WILL BE ON  

 

PROBATIONARY STATUS, AND CAN BE DROPPED AS A MEMBER OF SAID FIRE COMPANY., FOR ANY  

 

INFRACTIONS OF THE RULES AND REGULATIONS AS DICTATED BY THE CHIEF AND HIS LINE OFFICERS. 

 

     I SHALL BE RESPONSIBLE FOR ANY AND ALL EQUIPMENT ISSUED OR ASSIGNED TO ME BY THE LINDENWOLD  

 

FIRE COMPANY NO.2 AND WILL BE LIABLE FOR SAME. 

 

 

 

 

                                                                                                                      __________________________________ 

                                                                                                                            SIGNATURE OF APPLICANT   

 

 

 

 

 

PROPOSED BY:  ______________________________ 

 

DATE ACCEPTED:  ___________________________ 

 


