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APPLICATION FOR EMPLOYMENT

_________________________________________________________________
Last Name				First Name 				Middle Name

____________________________________________________________________________________
Home Address				City		         State 		         Zip	

____________________________________________________________________________________
Telephone #		                Alternate #		      Social Security #		Sex

_____________         ___________________	___________________________________________
Date of Birth               Maiden Name			Email Address

Are you a citizen of the United States?                                                           		Y          N       
If not, do you have the right to remain permanently and work in the United States? 	Y          N  
Do you have authorization to work?					  			Y          N  
Are you involved as a defendant in any professional litigation?            			Y          N  
Have you ever been convicted of a crime?  If yes please explain	   			Y          N  
Have you ever been convicted for negligence?      			     			Y          N  
Do you have any criminal convictions?                                                      			Y          N        
__________________________________________________________________________________________________________________________________________________________________________

Valid New York Drivers License   YES  	NO  	
License No: _________________________State: ____________   Expiration Date: __________________

Title:	       RN     LPN     HHA     PCA 

Position Applied For:      Full Time:          Part Time:           Per Diem: 
Availability: Sun    Mon     Tue      Wed     Thu      Fri      Sat 
Preferred Shifts: _________________                        Hours:  _____________
Languages spoken____________________________________________________________________

Boroughs:                 BK      QU       BX     MAN    SI      NA

EDUCATION BACKGROUND

School			Name and Location of school		Years		Major Subject
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

EMPLOYMENT HISTORY
List your job history, last two employers.  Start with your present status and note any periods in which you were not employed.

Name of Employer: ____________________________________________________________________
Address of Employer: ___________________________________________________________________
Telephone Number of Employer: __________________________________________________________
Type of work performed: ________________________________________________________________
Reason for leaving: ____________________________________________________________________

Name of Employer: ____________________________________________________________________
Address of Employer: __________________________________________________________________
Telephone Number of Employer: _________________________________________________________
Type of work performed: ________________________________________________________________
Reason for leaving: ____________________________________________________________________

PHYSICAL RECORD:
Do you have any physical defects that preclude you from performing any work for which you are being considered? 		Yes 	    No 

_____________________________________________________________________________________
Were you ever injured? Yes    No         Give details

Have you any defects in hearing? Yes     No	    In vision Yes  No  	In speech Yes  No 

In case of emergency notify:                                                                      
_____________________________________________________________________________________
Name				Address					Telephone

2ND emergency contact:                                                                             Relationship: ________________
_____________________________________________________________________________________
Name				Address					Telephone

                                                                                                                  Relationship: ________________
I certify that I a free from any health impairment which is of potential risk to the patient or which might interfere with the performance of my duties including the habituation or addition to depressants, stimulants, narcotics, alcohol or other drugs or substances which may alter my behavior.
I authorize investigation of all statements contained in this application.  I understand that misrepresentation or omission of facts called for is cause for dismissal.  Further, I understand and agree that my employment is for no definite period and may, regardless of the date of payment of my wages and salary be terminated at any time without any previous notice.

Applicant’s Signature: _______________________________________ Date: __________________
           
	HR USE ONLY.  DO NOT WRITE BELOW THIS LINE



Comments by Interviewer_________________________________________________________________
______________________________________________________________________________________

Approved by HR management___________________________________________________________________________


PAYMENT AUTHORIZATION




 I would like to have direct deposit
I _______________________________________________ Authorize Complete Home Care Services, Inc. to direct deposit my payroll funds every other Friday, and email my pay stubs to
____________________________________________________________________________________
My bank of choice for direct deposit is __________________________________________________
Routing# _________________________________________________________________
Account # ________________________________________________________________
I will be responsible for notifying the agency of any changes in my banking information.
I will be responsible for the charges at the bank rate for any checks the Agency may have to place a 'STOP PAYMENT'
Please attach a voided check to this statement to confirm A/C and Routing #.
Please email check stub to my email address:____________________________________________

 I do not wish to have direct deposit
I _______________________________________________Authorize Complete Home Care Services, Inc. to mail my check to the address below:
________________________________________________________________________________________________________________________________________________________________
I will be responsible for the charges at the bank rate for any checks the Agency may have to place a 'STOP PAYMENT'
I will accept assignment as it becomes available.
Pay date every other Friday
I agree to be paid to cover tasks on patient assignment at the rate of ________.
I understand I will be paid at hourly rate of _________.
I will be paid overtime at the rate of _________.

Signature: _________________________________________ Date:_____________________________
WRITTEN REFERENCE

	
To:   _____________________________________

 _________________________________________

Attn: _____________________________________


	I authorize the release of any information requested on the form.

Applicant:  ________________________________

Soc. Sec. No:  _____________________________

Signature:  ________________________________


The above individual has applied for employment with Complete Home Care Services, Inc. He/she has authorized the release of information requested on the form. We would appreciate your replies to the questions asked. Enclose additional information if you wish. All information is confidential. A return envelope is provided for your convenience. Thank you for your assistance.

Position Applied For:  __________________________________ Personnel Coordinator:  ________________________________

		EMPLOYMENT VERIFICATION TO BE COMPLETED BY THE EMPLOYER	



Applicant’s Name: _______________________________Position In Your Employment: _______________

Employment Dates:  (From) ____________________________ (To) _______________________________

Reason for Leaving: _____________________________________________________________________

Would you rehire:  YES  NO   If no, please explain: _________________________________________

Additional Comments: ___________________________________________________________________

Signature: _____________________________ Title: ______________________ Date: ________________

	PERSONAL REFERENCE


Number of Years Acquainted with Applicant ________.  Relationship to Applicant ____________________
Additional comments with regard to Applicant’s character, judgment, reliability, interpersonal relationships and/or any other information which you would like to provide:
______________________________________________________________________________________
______________________________________________________________________________________
Signature: _____________________________________    Date: _________________________________

	HR USE ONLY.  DO NOT WRITE BELOW THIS LINE


Date Mailed: ________________________________Date Received: ______________________________

	APPLICANT'S STATEMENT
I certify that answers given herein are true and complete.
I authorize Investigation of all statements contained in this application for employment as may be necessary in arriving at an employment decision. This application for employment shall be considered active for a period of time not to exceed 45 days. Any applicant wishing to be considered for employment beyond this time period should inquire as to whether or not applications are being accepted at that time.
I hereby understand and acknowledge that, unless otherwise defined by applicable law, any employment relationship with this organization is of an "at will" nature, which means that the Employee may resign at any time and the Employer may discharge Employee at any time with or without cause. It is further understood that this "at will" employment relationship may not be changed by any written document or by conduct unless such change is specifically acknowledged in writing by the Executive Director of this organization.
In the event of employment, I understand that false or misleading information given in my application or interview(s) may result in discharge I understand, also, that I am required to abide by all rules and regulations of the employer

	
Signature:                                                                                                           Date:


WRITTEN REFERENCE

	
To:   _____________________________________

 _________________________________________

Attn: _____________________________________


	I authorize the release of any information requested on the form.

Applicant:  ________________________________

Soc. Sec. No:  _____________________________

Signature:  ________________________________


The above individual has applied for employment with Complete Home Care Services, Inc. He/she has authorized the release of information requested on the form. We would appreciate your replies to the questions asked. Enclose additional information if you wish. All information is confidential. A return envelope is provided for your convenience. Thank you for your assistance.

Position Applied For:  __________________________________ Personnel Coordinator:  ________________________________

		EMPLOYMENT VERIFICATION TO BE COMPLETED BY THE EMPLOYER	



Applicant’s Name: _______________________________Position In Your Employment: _______________

Employment Dates:  (From) ____________________________ (To) _______________________________

Reason for Leaving: _____________________________________________________________________

Would you rehire:  YES  NO   If no, please explain: _________________________________________

Additional Comments: ___________________________________________________________________

Signature: _____________________________ Title: ______________________ Date: ________________

	PERSONAL REFERENCE


Number of Years Acquainted with Applicant ________.  Relationship to Applicant ____________________
Additional comments with regard to Applicant’s character, judgment, reliability, interpersonal relationships and/or any other information which you would like to provide:
______________________________________________________________________________________
______________________________________________________________________________________
Signature: _____________________________________    Date: _________________________________

	HR USE ONLY.  DO NOT WRITE BELOW THIS LINE


Date Mailed: ________________________________Date Received: ______________________________

	APPLICANT'S STATEMENT
I certify that answers given herein are true and complete.
I authorize Investigation of all statements contained in this application for employment as may be necessary in arriving at an employment decision. This application for employment shall be considered active for a period of time not to exceed 45 days. Any applicant wishing to be considered for employment beyond this time period should inquire as to whether or not applications are being accepted at that time.
I hereby understand and acknowledge that, unless otherwise defined by applicable law, any employment relationship with this organization is of an "at will" nature, which means that the Employee may resign at any time and the Employer may discharge Employee at any time with or without cause. It is further understood that this "at will" employment relationship may not be changed by any written document or by conduct unless such change is specifically acknowledged in writing by the Executive Director of this organization.
In the event of employment, I understand that false or misleading information given in my application or interview(s) may result in discharge I understand, also, that I am required to abide by all rules and regulations of the employer

	
Signature:                                                                                                           Date:



Physical Examination Form

	Name:
	
	Date of Birth:          
	



General Physical Findings:

Height: _______ Blood Pressure: __________   Pulse: ________ Respiration: ________ Weight: ____lbs

Heart: ____________________ Lungs: ____________________ Muscular-Skeletal: ______________________

GU: _____________________________________ GI: _____________________________________________

Tests Required by Law of ALL Males & Females				Specify Disease Immunization or Test
									(May be requested by state or client)
			Test Date       Result in mm       Result Date				Dates(s)
PPD (Mantoux)		________      _______ mm       _________		Diphtheria	_________________________
PPD (Mantoux)   2nd	________      _______mm        _________

X-Ray if positive PPD	________      _______               _________		Tetanus		_________________________

Rubella	Titre		_________    _______               _________		Mumps		_________________________

Rubeola Titre (If born after	_________    _______               _________		Rubella Vaccine   ________________________
          11/1/57 Rubeola verified)
									Measles Vaccine 1: ___________ 2: _________
									HB Vaccine 1: _______ 2: _______ 3: _______
									Drug Screen:____________
	Specify any follow-up treatment needed for positive test results or delay due to pregnancy:


Medications (List all medications prescribed on a continuing basis):


Physical Limitations (to the best of your knowledge):
a. Does this person require eyeglasses?      No        Yes                    hearing aide?        No        Yes
b. Has this person been treated for any disease entity or injury which hampered his/her ability to function
    normally for extended periods?       No        Yes      If yes, explain:



c.   Is this person presently being treated for any disorders of a chronic or recurring nature?  (Please include any history of back injury, 
      congenital defect, brain or nervous disorders, etc.):       No        Yes      If yes, explain:





I certify that the above person is free from symptoms indicating the presence of an infectious disease, drug and alcohol abuse and does not have any condition which would interfere with the performance of his/her duties.  He/She will be able to transfer patients; provide personal care; light housekeeping; shopping; laundry and skilled nursing functions (if a licensed nurse).

Date: _______________________	Physician’s Name: ___________________________  	_________________________
							Please Print			                 Signature
Address: ____________________________________________________________________ Phone: (       ) ________________
REQUIRED EMPLOYEE HEALTH ASSESSMENT

   Initial	   Annual	   Other

Name: _______________________________________ Date of Birth: _____________ Sex:     M    F

Address: ______________________________________________________________________________________

Emergency Contact: ________________________________________ Relationship: __________________________

Emergency Address/Phone number: ________________________________________________________________

Indicate if you are suffering from or have a history of the following conditions:
	CONDITION
	YES
	NO
	CONDITION
	YES
	NO

	DIABETES
	
	
	BACK PAIN
	
	

	KIDNEY DISEASE
	
	
	PAIN ON URINATION
	
	

	HEART DISEASE
	
	
	CHANGE IN BOWEL HABITS
	
	

	HIGH BLOOD PRESSURE
	
	
	INCREASED THIRST
	
	

	ARTHRITIS
	
	
	PERSISTENT SORES/LUMPS
	
	

	MENTAL ILLNESS
	
	
	INFECTIOUS DISEASE
	
	

	EPILEPSY/CONVULSIONS
	
	
	CANCER
	
	

	SWELLING IN THE EXTREMITIES
	
	
	ANY OTHER PHYSICAL DISABILITY
	
	

	ALLERGIES:
	
	
	
	
	


TURBERCULOSIS QUESTIONNAIRE
Indicate if you have been experiencing the following conditions:
	CONDITION
	YES
	NO
	CONDITION
	YES
	NO

	PERSISTENT COUGH FOR < 3 WEEKS
	
	
	UNEXPLAINED WEIGHT LOSS
	
	

	BLOOD IN THE SPUTUM
	
	
	LOSS OF APPETITE
	
	

	SHORTNESS OF BREATH
	
	
	HOARSENESS
	
	

	NIGHT SWEATS
	
	
	FATIGUE
	
	

	CHEST PAIN
	
	
	FEVER
	
	


Have you had a positive PPD reading?     Yes    No 
Are you under the care of a physician?     Yes    No Reason ___________________________________________
Do you take depressants, stimulants, narcotic drugs that alter your behavior?     Yes    No 
Do you take prescription medications?     Yes     No If yes, which medications? ___________________________
If required in your position, would you be willing to have screening test for drugs/alcohol done on your blood /urine as a condition for employment?      Yes    No 
Have you had any operations or hospitalization for illnesses past 5 years? Reason: ____________________________
Name of Physician: ________________________________________________ Telephone: ____________________
I have read the above and declare that I have had no injury, illness or ailment other than as specifically identified.  I certify that I am not habituated or addicted to any depressants, stimulants, narcotics, drugs, alcohol or other substances that may alter my behavior.

Employee Signature: __________________________________________________	 Date: _________________
RN Signature: ________________________________________________________        Date: _________________
SECTION III					HEPATITIS B VACCINE ACEPTANCE / DECLINATION
						
Employee Name _______________________________


								# _____________________________
ACCEPTANCE

I ________________________________________ , have been informed of the complication / side effects of receiving Hepatitis B vaccine and I choose to have the vaccine administered to me.

				_________________________________	___________________
					Signature/Title					     Date

Allergies ______________________________ Date of Exposure _____________ Location _____________________________

Type of exposure _________________________________________________________________________________________

_______________________________________________________________________________________________________

Incident Report Completed      Yes     No    Worker’s Compensation Report Completed       Yes     No 

	Hepatitis B Vaccine
	TYPE
	DATE
	DOSE
	SITE
	SIGNATURE OF NURSE

	Initial Dose
	
	
	
	
	

	Second Dose
	
	
	
	
	

	Third Dose
	
	
	
	
	

	Booster Dose
	
	
	
	
	


	
Lab Work Performed

	DATE
	TYPE
	RESULTS
	ACTION TAKEN

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



DECLINATION

I ________________________________________ , understand that due to my occupational exposure to blood or other potentially infectious materials I may be at risk of acquiring Hepatitis B Virus (HBV) Infection.  I have been given the opportunity to be vaccinated with Hepatitis B Vaccine, at no charge to myself.  However, I decline Hepatitis B vaccination at this time.  I understand that by declining this vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood or other potentially infectious materials and I want to be vaccinated with Hepatitis B Vaccine I can receive the vaccination series at no charge to me.

		_________________________________________		________________________
					Signature                                                                                 Date

		_________________________________________		________________________
				Supervisor’s Signature/Title				          Date



EMPLOYEE VERIFICATION OF ORIENTATION

I hereby affirm that I was provided with the employee orientation which included a detailed 
discussion of the following:

· Employment forms
· Job duties and responsibilities  
· Conditions of employment 
· Time slip completion and care assignment procedure 
· Compensation, pay policies and practices 
· When to call the agency handout
· Inservice Requirements
· OSHA Requirements
· Infection control/Universal Precautions 
· HIPPA/ HIV Confidentiality
· Transmission of Disease
· Fire and Safety 
· Home Safety Management
· Patient bill of rights and responsibilities
· Review of Advance Directives information for patients
· Emergency Plan
· Patient Abuse/ Neglect/Incident/Fingerprinting Requirement
· Policy on grievance procedure
· Policy regarding medical emergencies
· Display of State and Federal Posters in the office
· Conditions to participate in health benefits


__________________	            _____________________                 ____________
Print Name		            	Signature				Date

Employer Signature    _________________________________

INFECTION AND SAFTEY



I HAVE REVIEWED AND BEEN INSERVICED ABOUT THE FOLLOWING TOPICS:


 1.  HIV/AIDS CONFIDENTIALITY

 2.  UNIVERSAL PRECAUTIONS /INFECTIOUS WASTE DISPOSAL

 3.  GUIDELINES FOR SIGNIFICANT RISK EXPOSURE

 4.  EMERGENCY DISASTER POLICY

 5.  HEPATITIS B POLICY

 6.  FIRE SAFTEY

 7.  OSHA

 8.  INFECTION/EXPOSURE CONTROL

 9. HAND WASHING

10. PROTECTIVE CLOTHING  

Other________________________________________________
         ________________________________________________
         ________________________________________________

I have asked for clarification where necessary and will seek additional clarification from a 
supervisor as needed.



________________________			________________
Signature						Date


________________________   		________________
Supervisors Signature					Date


AGREEMENT BETWEEN COMPLETE HOME CARE SERVICES, INC. and 

______________________________________

1.   I have given the agency copies of my credentials verifying my work status as an 
      RN [    ]    LPN [    ]    HHA [    ]   PCA [     ]  

2.  I understand that I will be reimbursed at an hourly rate pre determined on acceptance
     of an assignment.

3.  I will fill out the Complete Home Care Services agency time sheets each time I work.

4.  I understand that I must submit nurses notes and time sheets within 7 days of an                                
     assignment in order to be paid appropriately.

5.  I understand that I will be terminated from Complete Home Care for unprofessional 
     behavior such as:
· Failure to report to duty without significant notification 
· Repeated tardiness
· Failure to complete assignment 
· Unprofessional conduct in regard to patients and hospital personnel.
· Leaving before the end of a shift without explanation 
· Repeated unwarranted cancellation

6.  I understand that it is my duty to make myself aware of Complete Home Care Services
     policies and procedures that might affect my practice as a nurse/care provider.  
     If I do not know the   
     proper procedures, I will call the nurse manager for clarifications.

7.  I also authorize Complete Home Care Services to release information from personnel    
     file that may needed to provide nursing services to contractors and vendor agencies.

8.  I understand that I will report to any assignment appropriately dressed in comfortable  
     casual clothing.  I agree to wear standard white nurse’s uniform or blue, the color              
     of choice for Complete Home Care Services. At times I may also be required to  
     wear a lab coat to protect my clothing.  Shoes may be standard nursing shoes                     
     generally white or flat/laced/closed shoes.


______________________________________        	_____________________________
PRINT NAME						SIGNATURE


___________________________________		_____________________________
AGENCY SIGNATURE				DATE

PATIENT CONFIDENTIALITY

As an employee of Complete Home Care Services Inc. you may have access to patients medical record.  This information has been disclosed to you from confidential records which are protected by state law.  State law prohibits you from making any further disclosure of this information without the specific written consent of the patient.  This information will not leave the workplace.

Discussion of this confidential information will remain in the confines of the work area:

COMPLETE HOME CARE SERVICES INC.

It is strictly forbidden to discuss this confidential information outside of Complete Home Care Services, Inc.

_______________________________________________________________________

CONFLICT OF INTEREST STATEMENT

I have read the Conflict of Interest Policy and do hereby attest that I will not disclose any existing Conflict 
of interest or any potential Conflict of Interest as it relates to COMPLETE HOME CARE SERVICES INC.

I will not remove or take any materials belonging to COMPLETE HOME CARE SERVICES, INC. i.e.:
 printed materials, policies, procedures, equipment.

_______________________________________________________________________

ACKNOWLEDGMENT

I hereby acknowledge that I have received and read the “Summary of the HIV Confidentiality Law”, 
and that I intend to abide by its provisions.


I have been inserviced on the above materials and was given the opportunity to clarify
any unclear issues.

___________________________________________________________________________________
Print Name			Signature				Title			Date

___________________________________________________________________________________
CHC 				Signature				Title			Date



Addendum to C.H.C. Agreement
 
Complete Home Care Services, Inc. 
Responsibilities Agreement
Home Health Agency 	Personnel
	[    ] LPN
						
	
	Responsibility
	Home Health Agency
	Personnel

	1.
	Coordination of nursing services
	               X                                       
	X

	2.
	Supervision and evaluation of nursing services
	    
               X
	


	3.
	Clinical monitoring
	               X
	X

	4.
	Admission of patients to nursing services
	               X
	

	5.
	RN patient assessment, follow-up by RN designee
	
               X
	


	6.
	Develop, review, and/or revise the POT by RN
	
               X
	


	7.
	Conduct ongoing patient education
	               X
	X

	8.
	Participate in patient/staff conferences on request
	
               X
	
X

	9.
	Schedule visits or hours of nursing service
	               X
	X

	10.
	Providing nursing care/Paraprofessional services
	               
               X
	
X

	11.
	Perform discharge planning activities as it pertains to the patient’s home health care services
	

                X
	

X

	12.
	Maintain ongoing verbal and/or written communication regarding patient care
	
                X
	
X

	13.
	Maintain appropriate communication with the patient’s physician, RN, and Agency
	
                X
	
X

	14.
	Determine charge and reimbursement for patient/care
	
                X
	


	15.
	Provide emergency call for off-hour service
	                X
	

	16.
	Submit appropriate documentation to designated parties within 7 days
	
                X
	
X

	17.
	Maintain organizational policies, including personnel qualifications as pertains to patient care
	  

                X
	

X

	18.
	Identify conditions of contract renewal or termination
	
                X
	
X

	19.
	Handle billing and collections activities 
	                X
	

	20.
	Verbal report to nurse manager within 24 hours
	
                X
	
X




_______________________________			_____________________________
Print Name						Print Name
_______________________________			_____________________________
Signature						Signature
_______________________________			_____________________________
Date							Date


INSERVICE RECORD

Name: _____________________________________   Title: LPN    Placement Date: _________

	INSERVICES
	DATE
	Employee
Initials
	Instructor
Initials
	DATE
	Employee
Initials
	Instructor 
Initials

	Infection Control/Universal Precautions (1.5hrs)
	
	
	
	
	
	

	Hand Hygiene (1.0 hr)
	
	
	
	
	
	

	Personal Protective Supplies (1.0 hr)
	
	
	
	
	
	

	Fire and Safety (2.0 hr)

	
	
	
	
	
	

	Bill of Rights &
Advance Directives(1.5 hr)
	
	
	
	
	
	

	Patient Confidentiality/HIV Conflict of interest (2.0hrs)
	
	
	
	
	
	

	Accident Prevention (2.0) Proactive Risk Reduction  
	
	
	
	
	
	

	Working with the Physically Disabled((1.5hrs)
	
	
	
	
	
	

	Cardiovascular Disease  A (1.5Hrs)
Cardiovascular Disease  B
(1.5Hrs)
	
	
	
	
	
	

	Fall Prevention Program(1Hr)
	
	
	
	
	
	

	Observing Recording and Reporting (1.5Hrs)
	
	
	
	
	
	

	Working with Diabetic Patients (2.5Hrs)
	
	
	
	
	
	

	Neglect, Abuse or Exploitation (1.5Hrs)
	
	
	
	
	
	

	Stress Management for H/C Workers (1.5Hrs)
	
	
	
	
	
	

	Documentation and Reporting (1.5hrs)
	
	
	
	
	
	

	Safety Awareness and Emergency Preparedness (1.5Hrs)
	
	
	
	
	
	

	Death and Dying  (1.5 hrs)
	
	
	
	
	
	

	Maintaining  Patient’s Equipment            (1.0hr.)
	
	
	
	
	
	

	Hazardous Waste (1.0hr.)
	
	
	
	
	
	

	Poison Control
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	


I have had the opportunity to review and ask questions on in service topics. 

__________________________________
Signature of Employee
INSERVICE RECORD

Name: _____________________________________ Title:  LPN   Placement Date: _________


	INSERVICES
	DATE
	Employee
Initials
	Instructor
Initials
	DATE
	Employee
Initials
	Instructor 
Initials

	Medication Management
	
	
	
	
	
	

	Medication Errors  (0.5hr)
	
	
	
	
	
	

	Look Alike Sound Alike Drugs  (1.5hr)
	
	
	
	
	
	

	Medication Safety Tips  (0.5hr)
	
	
	
	
	
	

	Medication Reaction and Interaction (1.5Hrs)
	
	
	
	
	
	

	Pain Management Assessment  (0.5hr)
	
	
	
	
	
	

	Compare Current Meds with those ordered
	
	
	
	
	
	

	Communicate Meds to the next provider
	
	
	
	
	
	

	National Patient Safety Goals:  “Hand off” communication (0.5hrs)
	
	
	
	
	
	

	Communicate Concerns About Safety
	
	
	
	
	
	

	Patients Safety

	
	
	
	
	
	

	Identify Safety Risks
(oxygen therapy)
	
	
	
	
	
	

	OMIG
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	




I have had the opportunity to review and ask questions on in service topics. 

__________________________________
Signature of Employee


jj
INTERVIEW DOCUMENTATION


Name: _________________________________________ Title: _________________________


	APPEARANCE
	
	Indifferent to attire and grooming, sloppy, unkempt

	
	
	Careless in attire

	
	
	Functional attire, neatly groomed

	
	
	Well groomed

	
	
	Immaculate attire and grooming

	
	
	

	BEARING
	
	No bearing, lacks confidence, slovenly posture

	
	
	Often appears uncertain, poor posture

	
	
	Holds self well, self confident

	
	
	Sure of self, does reflect confidence

	
	
	Highly confident, inspire others, asserts presence

	
	
	

	EXPRESSION
	
	Uncommunicative, confused thoughts, poor vocabulary

	
	
	Poor speaker, hazy thoughts, ideas

	
	
	Speaks well, expresses ideas adequately

	
	
	Speaks, thinks clearly with confidence

	
	
	Exceptional, speaks clearly, concisely with confidence, ideas well thought out

	
	
	

	JOB KNOWLEDGE
	
	None as pertains to this position

	
	
	Will need considerable training

	
	
	Basic but will learn the job

	
	
	Well versed in position, little training needed

	
	
	Extremely well versed, able to work without training

	
	
	

	MOTIVATION
	
	None, apathetic, indifferent, disinterested

	
	
	Doubtful interest in position

	
	
	Sincere desire to work

	
	
	Strong interest in position, asks question

	
	
	Highly motivated, eager to work, asks many questions

	
	
	

	PERSONALITY
	
	Unpleasant

	
	
	Slightly objectionable

	
	
	Likeable

	
	
	Pleasing

	
	
	Extremely pleasing, charming individual



Overall impression:  [] Unsatisfactory [] Marginal [] Satisfactory [] Very Good [] Excellent 

_________________________			______________
 Interviewer Signature					Date	


PERSONNEL AUDIT

Name: ______________________________Title:_______  NPI #________________________
							Home Care Worker_______________
Application Date: ________
Hire Date:  __________
	
	Verified
	Telephone 
	Hard Copy
	Dated
	CHC Initials

	OMIG Report
	
	
	
	
	

	2 Forms of ID
	
	
	
	
	

	Employment Reference 1
	
	
	
	
	

	Employment Reference 2
	
	
	
	
	

	ID Badge
	
	
	
	
	

	License/Certification
	
	
	
	
	

	
	DATED
	RENEWAL
	RENEWAL
	RENEWAL
	RENEWAL

	Malpractice Insurance
	
	
	
	
	

	W4
	
	
	
	
	

	I-9
	
	
	
	
	

	CPR
	
	
	
	
	

	Verification of Orientation
	
	
	
	
	

	Employee Contract
	
	
	
	
	

	Skill Competency Checklist
	
	
	
	
	

	On the Job Supervision
	
	
	
	
	

	Annual Evaluation
	
	
	
	
	

	Initial Medical Assessment
	
	
	
	
	

	Annual Health Assessment
	
	
	
	
	

	1.  Hepatitis B Vaccine
	
	
	
	
	

	2.  Chest X Ray Date &Results
	
	
	
	
	

	3.  Tuberculin Testing (PPD)
	
	
	
	
	

	4.  Rubeola Titre 
	
	
	
	
	

	5.  Rubella Titre
	
	
	
	
	

	Inservices - Mandatory
	
	
	
	
	

	Inservices 
	
	
	
	
	

	AUDIT DATE AND INITIAL
	
	
	
	
	



[image: ]
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    Department of Homeland Security    U.S. Citizenship and Immigration Services    OMB No. 1615 - 0047; Expires 08/31/12    Form I - 9, Employment    Eligibility Verification      Read instructions carefully before completing this form. The instructions must be available during completion of this form.    ANTI - DISCRIMINATION NOTICE: It is illegal to discriminate against work - authorized individuals. Employers CANNOT    specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a  future expiration date may also constitute illegal discrimination.    Section 1. Employee Information and Verification   ( To be complete d and signed by employee at the time employment begins.)    Print Name:    Last    First    Middle Initial    Maiden Name        Address   (Street Name and Number)    Apt. #    Date of Birth   (month/day/year)        City    State    Zip Code    Social Security #        I am aware that federal law provides for    imprisonment and/or fines for false statements or    use of false documents in connection with the  completion of this form.        Employee's Signature        I attest, under penalty of perjury, that I am (check one of the following):    A citizen of the United States    A noncitizen national of the United States (see instructions)    A lawful permanent resident (Alien #)    An alien authorized to work (Alien # or Admission #)    until (expiration date, if applicable  -   month/day/year )    Date   (month/day/year)      Preparer and/or Translator Certification   (To be completed and signed if Section 1 is prepared by  a person other than the employee.) I attest, under    penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information  is true and correct.    Preparer's/Translator's Signature    Print Name        Address   (Street Name and Number, City, State, Zip Code)    Date   (month/day/year)        Section 2. Employer Review and Verification   (To be completed and signed by employer. Examine one document from List A OR    examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, an d    expiration date, if any, of the document(s).)    List A    OR    List B    AND     List C    Document title:      Issuing authority:    Document #:      Expiration Date   (if any):    Document #:      Expiration Date   (if any):    CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above - named employee, that    the above - listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on    (month/day/year)    and that to the best of my knowledge the employee is authorized to work in the United States. (State    employment   agencies may omit the date the employee began employment.)    Signature of Employer or Authorized Representative    Print Name    Title      Business or Organization Name and Address   (Street Name and Number, City, State, Zip Code)    Date   (month/day/year)    Complete  Home Care Services, Inc. 205 - 14 Linden Blvd. Suite 204, Saint Albans, NY 11412    Section 3. Updating and Reverification   (To be completed and signed by employer.)    A. New Name   (if applicable)    B. Date of Rehire   (month/day/year) (if applicable)        C. If employee's previous grant of work authorization has expired, provide the information below for the document that establ ishes current employment authorization.    Document Title:    Document #:    Expiration Date   (if any) :    l attest, under penalty of perjur y, that to the best of my knowledge, this employee is authorized to work in the United States, and if the employee presented    document(s), the document(s) l have examined appear to be genuine and to relate to the individual.    Signature of Employer or Authorized Representative    Date   (month/day/year)        Form I - 9 (Rev. 08/07/09) Y Page 4   
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Department of Homeland Security 

U.S. Citizenship and Immigration Services 


OMB No. 1615-0047; Expires 08/31/12 

Form I-9, Employment 

Eligibility Verification 





Read instructions carefully before completing this form. The instructions must be available during completion of this form. 

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT 

specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a future expiration date may also constitute illegal discrimination. 

Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.) 

Print Name: 	Last 	First 	Middle Initial 	Maiden Name 





Address (Street Name and Number) 	Apt. # 	Date of Birth (month/day/year) 





City 	State 	Zip Code 	Social Security # 







I am aware that federal law provides for 

imprisonment and/or fines for false statements or 

use of false documents in connection with the completion of this form. 





Employee's Signature 






I attest, under penalty of perjury, that I am (check one of the following): 

A citizen of the United States 

A noncitizen national of the United States (see instructions) 

A lawful permanent resident (Alien #) 

An alien authorized to work (Alien # or Admission #) 

until (expiration date, if applicable - month/day/year) 

Date (month/day/year) 





Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under 

penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct. 

Preparer's/Translator's Signature 	Print Name 





Address (Street Name and Number, City, State, Zip Code) 	Date (month/day/year) 





Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR 

examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and 

expiration date, if any, of the document(s).) 

List A 	OR 	List B 	AND 	List C 

Document title: 



Issuing authority: 

Document #: 



Expiration Date (if any): 

Document #: 



Expiration Date (if any): 

CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that 

the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on 

(month/day/year) 	and that to the best of my knowledge the employee is authorized to work in the United States. (State 

employment agencies may omit the date the employee began employment.) 

Signature of Employer or Authorized Representative 	Print Name 	Title 



Business or Organization Name and Address (Street Name and Number, City, State, Zip Code) 	Date (month/day/year) 

Complete Home Care Services, Inc. 205-14 Linden Blvd. Suite 204, Saint Albans, NY 11412 

Section 3. Updating and Reverification (To be completed and signed by employer.) 

A. New Name (if applicable) 	B. Date of Rehire (month/day/year) (if applicable) 





C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization. 

Document Title: 	Document #: 	Expiration Date (if any): 

l attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the employee presented 

document(s), the document(s) l have examined appear to be genuine and to relate to the individual. 

Signature of Employer or Authorized Representative 	Date (month/day/year) 
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