Salmon Bay

Community Lending

Employment Information Addendum

Primary Applicant

Previous Employer

Self Employed? Yes: |:| No: |:|
Company name:

Street Address:

City: State:

Zip:
Business phone:

Job Title:

Month/ year started this job:
Month/ year left this job:

Years in this line or work/profession:
Gross Monthly Income: $

Previous Employer

Self Employed? Yes: |:| No: |:|
Company name:

Street Address:

City: State:

Zip:
Business phone:

Job Title:

Month/ year started this job:
Month/ year left this job:

Years in this line or work/profession:
Gross Monthly Income: $

Co-Applicant

Previous Employer

Self Employed? Yes: |:| No: |:|
Company name:
Street Address:
City: State:
Zip:

Business phone:
Job Title:
Month/ year started this job:

Month/ year left this job:

Years in this line or work/profession:
Gross Monthly Income: $

Previous Employer

Self Employed? Yes: |:| No: |:|
Company name:
Street Address:
City: State:
Zip:

Business phone:
Job Title:
Month/ year started this job:

Month/ year left this job:

Years in this line or work/profession:
Gross Monthly Income: $




	Company name: 
	Company name_2: 
	Street Address: 
	Street Address_2: 
	City: 
	State: 
	City_2: 
	State_2: 
	Zip: 
	Zip_2: 
	Business phone: 
	Business phone_2: 
	Job Title: 
	Job Title_2: 
	Month year started this job: 
	Month year started this job_2: 
	Month year left this job: 
	Month year left this job_2: 
	Years in this line or workprofession: 
	Years in this line or workprofession_2: 
	Gross Monthly Income: 
	Gross Monthly Income_2: 
	Company name_3: 
	Company name_4: 
	Street Address_3: 
	Street Address_4: 
	City_3: 
	State_3: 
	City_4: 
	State_4: 
	Zip_3: 
	Zip_4: 
	Business phone_3: 
	Business phone_4: 
	Job Title_3: 
	Job Title_4: 
	Month year started this job_3: 
	Month year started this job_4: 
	Month year left this job_3: 
	Month year left this job_4: 
	Years in this line or workprofession_3: 
	Years in this line or workprofession_4: 
	Gross Monthly Income_3: 
	Gross Monthly Income_4: 
	Check Box1: Off
	Check Box2: Off
	Check Box5: Off
	Check Box6: Off
	Check Box3: Off
	Check Box4: Off
	Check Box7: Off
	Check Box8: Off


