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 2 REFERENCES  

 

SECTION 2 
 LICENSE COPY/VERIFICATION 

 DIPLOMA/DEGREE TRANSCRIPT 

 SOCIAL SECURITY CARD 

 CPR CARD 

 DRIVER’S LICENSE 

 AUTO INSURANCE 

 

SECTION 3 
 ORIENTATION CHECKLIST 

 JOB ACCEPTANCE STATEMENT 

 PERFORMANCE EVALUATION 

 SKILLS COMPETENCY EVALUATIONS 

 COUNSELING/DISCIPLINARY ACTIONS 

 

SECTION 4 

 INSERVICES (Bloodborne Pathogens, Medical Device Reporting, Infection Control, TB-Respiratory 

Disorders) 

 CEUS 

 CLASS CERTIFICATES 

 

SECTION 5 
 CONFIDENTIALITY OF PROTECTED HEALTH INFORMATION 

 CRIMINAL HISTORY CHECK/FORMS 

 CRIMINAL CONVICTION HISTORY AND REGISTRY CHECKS 

 FIELD PRACTICES STATEMENT 

 CONFIDENTIALITY STATEMENT 

 POLICIES  AND PROCEDURES STATEMENT 

 PROTECTIVE EQUIPMENT STATEMENT 

 NEW HIRE FORM 

 EXIT INTERVIEW 

 

SECTION 6 
 PAYROLL FORMS 

 MISCELLANEOUS 

 

SECTION 7 
 SEPARATE HEALTH RECORD 

 MANTOUX OR XRAY 

 IMMUNIZATIONS 

 HEPATITIS DECLINATION/ACCEPTANCE 

 OTHER CONFIDENTIAL INFORMATION 
 

SEPARATE FILE 
 ALL I – 9s  /  ALPHABETIZED IN ONE FOLDER 

 All fields that have a check mark are in the  folder



STAMD HEALTH CARE INC. 

EMPLOYEE Personnel File 
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SECTION 1 

 

 

 EMPLOYMENT APPLICATION 

 

 

     RESUME 

 

 

     INTERVIEW REVIEW 

 

 

     2 REFERENCES 



  

 

 

STAMD HEALTH CARE INC. 
 

APPLICATION FOR EMPLOYMENT   Page 1. 

All prospective employees will receive consideration without discrimination because of race, color, creed, 

age, natural origin or handicap.  All information provided herein will be kept confidential. 

 

PERSONAL 

 

               

Last Name   First    Middle  Date 

 

               

Street Address         Home Phone 

 

               

City, State, Zip Code         Business Phone 

 

               

S.S. #           Date of Birth 

 

Emergency contact (person not living with you)         

 

 

Have you ever applied for employment with this Agency?   Yes   No 

 

 

How many hours a week are you available for work?    

 

 

Are you legally eligible for employment in the United States?  Yes    No 

 

 

How did you learn of our organization?   Newspaper Ad     Agency employee    Other 

 

 

Are you willing to work:  ________Evenings?  __________Weekends? 

 

 

Position applying for:  _______LVN   _______RN  ______Therapist 

(Specify) 

 

 

 

 

  

 

 



  

 

 

STAMD HEALTH CARE INC. 

EDUCATION: 

 

 School Name  Location of School Course of Study Years of Degree/  

              Study 

 Diploma 

      College: 

                 

                 

 

Vo-Tech or Trade: 

                

                

 

High School: 

                

                 

Other: 

                

                 

 

Employment: 

--List the last five years  employment history, starting with the most recent employer. 

 
1. Company Name:      Telephone:        

Address:        Dates of Employment:     

         From     To   

 _______________________________________ 
City   State  Zip Code  Starting Pay:       

Job Title and Describe your work:    Reason for leaving:     

                 
2. Company Name:      Telephone:        

Address:        Dates of Employment:     

         From     To    

City   State  Zip Code  Starting Pay:       
Job Title and Describe your work:    Reason for leaving:     

                 

3. Company Name:      Telephone:        
Address:        Dates of Employment:     

         From     To   

 _______________________________________ 

City   State  Zip Code  Starting Pay:       
Job Title and Describe your work:    Reason for leaving:     



  

 

 

STAMD HEALTH CARE INC.  

 

APPLICATION FOR EMPLOYMENT 

 
Was your last name different from your present name during the above listed jobs? Yes  No  

 

If Yes, what was your name?         

 

Are you currently employed?  Yes    No    

 

Do you have reliable transportation? Yes   No    

 

 

PROFESSIONAL REFERENCES 

Persons who can furnish information about job performance 

 

1. Name:       Telephone:       

Address:               

 

2.  Name:       Telephone:       

Address:               

 

3. Name:       Telephone:       

Address:               

 

 

GENERAL 

 

Have you ever been convicted of a crime in the past 5 years, barring employment in a Home Care and 

community support Agency? Yes   No    

Conviction will not necessarily disqualify an applicant from employment. 

If yes, describe in full:             

               

               

               

 

Are you capable of performing the job set forth in the job description? Yes No  

 

If you answered No, which job requirement can you not meet?       

               

               

               

               

 
  



  

 

 

APPLICATION FOR EMPLOYMENT 

 

CREDENTIALS/SPECIALIZED SKILLS & QUALIFICATIONS/EQUIPMENT OPERATED 

List all states in which licensed giving registration and expiration date. Summarize special job-related skills and 

qualification acquired from employment or other experience. 

 

              

              

              

              

               

 

 

I certify that the facts contained in this application are true and complete to the best of my knowledge and 

understand, that, if employed, falsified statements on this application SHALL BE GROUNDS FOR 

DISMISSAL 

 

I Authorize complete investigation of all statements contained herein and herby give my full permission for 
the Agency to contact and fully discuss my background and history with all persons and entities listed above 
to give the Agency any and all information concerning my previous employment and any information they 
may have, and  release all former employees and others listed above from all liability for any damage that my 
result from furnishing the  same to the Agency. 

 

I understand and agree that, if hired, my employment is for no definite period arid may, regardless of the date 
of payment of my wages and salary, be terminated at any time for any lawful reason, without prior notice and 
with or without cause. 

 

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 shall inquire as to whether or not 
applications are being accepted at that time. 

 

DATE:   SIGNATURE        

          
  



  

 

 

 

    
INTERVIEW REVIEW 

 

 
Applicant Name:.___________________________________________Date__________ 

 

 

Days and Hours available Mon.  Tue.   Wed.  Thurs. Fri. Sat. Sun.  

  

Review:  
 

Personality:                friendly              average   quiet 

 

Verbal skills:              excellent           average    poor 

 

Communicates:           clear                 somewhat clear  not very clear 

 

Flexibility:                 very flexible      somewhat   not flexible 

 

Skill level:                  higher skilled   moderately skilled  lower skilled 

 

Appearance:                professional      semi-professional  not professional 

 

Good Candidate for employment:                  yes      no  

 

 

Overall Interview:_______________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

_________________________________________       

Interviewer        Date 

 
  



  

 

 

 

APPLICANT REFERENCE CHECK(1) 
 

 

 
To Whom It May Concern: 

 
 

The applicant named below has submitted an application for employment with our firm.   Please verify employment and rate 

the performance of this candidate.   This information will not be given to the employee. 

 

 
To be filled out by applicant: 

 

 
Applicant Name:______________________________________  Date of Application:_________________ 

 

Previous Employer:____________________________________    Contact Person:______________________ 

 

Address:_____________________________________________    Phone: (         ) _____________________ 
 

 

I hereby authorize the following information to be released.   I release you and all persons and organizations from all 

claims and liabilities of any nature from any information given. 

 
 

Applicant’s Signature:__________________________________________ Date: ____________________ 

 

 

To be completed by previous employer: 
 

Date of employment: From: _____________ To: ___________Position Held: ____________________________ 

 

 

Responsibilities: ______________________________________________________________________________ 

 

           ________________________________________________________________________________  
 

 

Reason for Leaving: ____________________________________________________________________________ 

 

_____________________________________________________________________________________________  

 

 

Rate of Pay:   (weekly/biweekly/salary): ______________________________________+______________________ 

 

 

Additional comments (training/skills) ______________________________________________________________   

 

 

 

Reference check performed by___________________   __  



  

 

 

 

APPLICANT REFERENCE CHECK (2) 
 

 

 
To Whom It May Concern: 

 
 

The applicant named below has submitted an application for employment with our firm.   Please verify employment and rate 

the performance of this candidate.   This information will not be given to the employee. 

 

 
To be filled out by applicant: 

 

 
Applicant Name:______________________________________  Date of Application:_________________ 

 

Previous Employer:____________________________________    Contact Person:______________________ 

 

Address:_____________________________________________    Phone: (         ) _____________________ 
 

 

I hereby authorize the following information to be released.   I release you and all persons and organizations from all 

claims and liabilities of any nature from any information given. 

 
 

Applicant’s Signature:__________________________________________          Date: ____________________ 

 

 

To be completed by previous employer: 
 

Date of employment: From: _____________ To: ___________Position Held: ____________________________ 

 

 

Responsibilities: ______________________________________________________________________________ 

 

           ________________________________________________________________________________  
 

 

Reason for Leaving: ____________________________________________________________________________ 

 

_____________________________________________________________________________________________  

 

 

Rate of Pay:   (weekly/biweekly/salary): ______________________________________+______________________ 

 

 

Additional comments (training/skills) ______________________________________________________________   

 

 

 

Reference check performed by___________________   __ 

     

 

 



  

 

 

 

 

SECTION 2 

 

 

 

 LICENSE COPY/VERIFICATION 

 

 

 DIPLOMA,DEGREE OR TRANSCRIPT 

 

 

 SOCIAL SECURITY CARD 

 

 

 CPR CARD 

 

 

 DRIVER’S LICENSE 

 

 

 AUTO INSURANCE 
 



  

 

 

    

    SECTION 3 

 

 

 

 ORIENTATION CHECKLIST 

 

 

 JOB ACCEPTANCE STATEMENT 

 

   SIGNED JOB DESCRIPTION 

 

 PERFORMANCE EVALUATION AT 90 DAYS   

 

 PERFORMANCE EVALUATION YEARLY 

 

 SKILLS COMPETENCY FOR ALL FIELD 

STAFF AT HIRE 

 

  SKILLS COMPETENCY FOR ALL FIELDS 

STAFF ANNUALLY 

 

 COUNSELING/DISCIPLINARY ACTIONS 
 

 

 

 

 

 

STAMD HEALTH CARE INC. 

 



  

 

 

ORIENTATION:  The following orientation topics will be used for all full-time, part-time and per-diem workers: 
 

ORIENTATION PROGRAM 

 
 

Agency Mission, Vision and Plan    

Types of Care Provided by the Agency  

Policies and Procedures                   

Personnel Policies and Job Descriptions  

Client Rights and Grievance Policy  

Ethics and Confidentiality of Patient Information  

Home Safety (including Bathroom, Electrical, Environment, Fire and Hazards)  

Emergency Preparedness Plan/Actions to Take in the Event of a Disaster  

Infection Control in the Home/Standard Precautions    

Identifying and Reporting Abuse, Neglect and Exploitation    

Medical Device/Hazards reporting  

Documentation - Record Keeping including OASIS  

Supervision and Evaluation     

Actions to Take in Unsafe Situations                                

Patient Care Responsibilities  

Community Resources  

Safety Issues in the Home (Including Security and Guns in the Home)  

Understanding and coping with Alzheimer’s Disease and Dementia  

Quality Assurance  

Fraud and Abuse, False Claims, False Statements, Whistle Blowing  

ID Badge Issuance  

Reviewed, understands and signed job description  

 

 

PRINT NAME: 

 

TITLE 

  

          

 

SIGNATURE 

 

DATE 
  

Initial upon completion 



  

 

 

 

 

JOB ACCEPTANCE STATEMENT 

 
 
 

 

I have read, understand and agree to the terms specified in this job description for the 

position I presently hold. A copy of this job description has been given to me. 
 

 

 I further understand that this job description may be reviewed at any time and that I will 
be provided with a revised copy. 

 

 

 
 
 

 

Employee Signature        _____________________      Date________________________ 

 
  



  

 

 

STAMD HEALTH CARE INC. 
 
 
 
 
 
 

SKILL COMPETENCY  
 

OBSERVATION 

EVALUATIONS 

 
 
 

 
Performed for anyone who is in direct contact with patients 
This skills evaluation is performed on hire and the thereafter once per 
year. 
 
 
 
 
  



  

 

 

 
 

SKILLS CORE COMPETENCY CHECKLIST FOR REGISTERED NURSES 

 

 
SCALE E-EXCELLENT G-GOOD F-FAIR P-POOR 

 

 

 

SKILLS PERFORMED COMPETENCY COMMENTS 
Assessment  

 E 
 
 G 

 
 F 

 
 P  

Pulmonary Assessment      

Cardiac Assessment      
Teaching Disease Process      

Diet Teaching      

Medication Teaching      

Wound Care      
Venipuncture/Lab Draws      
 
Foley Catheter – Urethral      

Foley Catheter – Supra pubic      

Using Universal Precautions      

Proper Hand Washing      

Proper Bag Technique      
IV Therapy (if applicable      

 
 
 

Name Signature Date 

   

Evaluator Signature Date 

 

Comments: 

 

 

 

 

 

 

 
 



  

 

 

STAMD HEALTH CARE INC. 

 
SKILLS CORE COMPETENCY CHECKLIST FOR LICENSED PRACTICAL/VOCATIONAL NURSES 

 
 

SCALE E-EXCELLENT G-GOOD F-FAIR P-POOR 
 
 

SKILLS PERFORMED COMPETENCY COMMENTS 
Assessment  

 E 
 
 G 

 
 F 

 
 P  

Medication Teaching      

Diet Teaching      

Teaching Disease Process      

Wound Care      
Foley Catheter – Urethral      

Using Universal Precautions      

Proper Hand Washing      
Proper Bag Technique      

Venipuncture/Lab Draws 
(if applicable) 

     

      

 

Name Signature Date 

   

Evaluator Signature Date 

 

Comments: 

 

 

 

 

 

 

 



  

 

 

 

Home Health Aide Competency Checklist 
 
 

For each task observe the 

HHA’s technique with a 

patient 

Evaluate 

the Task 

Satisfactory Unsatisfactory For tasks rated 

unsatisfactory retrain & 

reevaluate. Note date of 

satisfactory rating 

Reading & recording temp. 

pulse & respiration 
    

Personal hygiene and 

grooming, including: bed bath; 
sponge, tub or shower bath, 

shampoo--sink, tub, or bed; nail 

, skin care; oral hygiene; 

toileting and elimination 

    

Safe transfer techniques and 

ambulation 
    

Normal range of motion and 

positioning 
    

Communication skills     

Observation, reporting & 
documentation of patient 
status & the care/service 
provided 

    

Basic infection control process     
Elements of body function and 
changes in body function that 

must be reported to a supervisor 

    

Maintenance of a safe clean 

healthy environment 
    

Recognizing emergencies and 

knowledge of emergency 

procedures 

    

Physical, emotional and 

developmental needs of and 

ways to work with patients incl. 

respect for the patient and 

his/her privacy and property 

    

Adequate nutrition and fluid 

intake 
    

Any other task that the Agency 

may choose to have the Home 
Health Aide perform 

    

Home Exercise Program     
 

I certify that I am a licensed Registered Nurse and have determined that ________________________  has 

successfully passed this checklist. 

SIGNATURE 

 

TITLE DATE 

FACILITY NAME 

 

ADDRESS 

Comments: 

 

 



  

 

 

 
 

 
EMPLOYEE COUNSELING REPORT 

 
Employee: ____________________________________________________________________ 

Date: ______ / ______ / ______ 

Job Classification: ______________________________________________________________ 

Reason For Conference/Report   Type of Communication: 

Commendation     Telephone 

Work Performance     Office Conference 

Infraction of Policy     Field Conference 

Other (Specify): ________________________________________________________________ 

 

Events leading to conference session: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________ 

 

Handling of event/session: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________ 

 

Recommendation to Employee: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________ 

 

Employee Comments: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________ 

 

 

 

Signature of Employee ___________________________________________________________ 

Date: ______ / ______ / _______ 

 

Signature of Counselor ___________________________________________________________ 

Date: ______ / ______ / _______ 

 

 



  

 

 

 
STAMD HEALTH CARE INC. 

 

 

SECTION 4 

 

 

 

 INSERVICES 

 

 Infection Control required annually for all personnel 

 Required annually for anyone in a skilled position 

  Bloodborne Pathogens 

  Medical Device Reporting 

  Infection Control 

 TB-(Respiratory Disorders) 

 Home Health Aides require the completion of 12 annual in-services education plans 

 

 CEUS 

 

 

 CLASS CERTIFICATES 

 

 

 

 

 

 

 

 

 

 

 

 



  

 

 

 

 

    SECTION 5 

 
 

 CONFIDENTIALITY OF PROTECTED 

HEALTH INFORMATION 

 

 CRIMINAL HISTORY CHECK/FORMS 

(sealed envelope marked 

confidential)All non licensed personnel must have a 

background check performed yearly 
 

 CRIMINAL CONVICTION HISTORY AND 

REGISTRY CHECKS 

 

 FIELD PRACTICES STATEMENT 

 

 CONFIDENTIALITY STATEMENT 

 

 POLICIES  AND 

PROCEDURESSTATEMENT 

 

 PROTECTIVE EQUIPMENT STATEMENT 

 

 NEW HIRE FORM 

 

 

   EXIT INTERVIEW 



  

 

 

STAMD HEALTH CARE INC. 

 
CONFIDENTIALITY OF PROTECTED HEALTH INFORMATION 

 

 

It is both the Agency's and the employee's responsibility to ensure that every patient's health information 

is protected at all times.  By signing below you are indicating the acknowledgement of HIPAA and 

understand that a thorough orientation of the agency's policy regarding patient's Protected Health 

Information will be provided to you upon hire. 

I understand that I may be handling Protected Health Information.  I further understand that there are 

specific guidelines associated for use and disclosure of Protected Health Information.  The agency has 

sanctions and fines for all individuals failing to comply with HIPAA Rule and Regulations.  

 

 

 

Employee:________________________________________ Date:_________ ___ 

 

 

 

 

PROTECTION OF HEALTH INFORMATION 

 

 

There are specific guidelines to ensure patient's Protected Health Information is kept private.  I 

understand that my employment with the agency involves handling Protected Health Information.  I will 

ensure patient's records are protected by enforcing the following measures: 

 Patient Protected Health Information will be transported in a protected travel chart when 

traveling. 

 

 When transmitting and receiving a fax involving Protected Health Information, I will 

ensure that it is conducted in a private area. 

 

 Patient Protected Health Information will be returned to the agency upon 

acknowledgement of the patient being discharged. 

I pledge to make every effort to keep patient's Protected Health Information protected at all times. 

 

 

 

Employee__________________________________________   Date:___________ ___ 

 

  

 
 

 

 

 

 



  

 

 

 

FIELD EMPLOYEE STANDARDS AND PROCEDURES 

Welcome!  This Agency requires adherence to the following Standards and Procedures: 

 
 1.  All employees are expected to dress in a manner appropriate to the health care environment, or as directed 

by the patient/client/family.  This includes personal hygiene, jewelry, hair and makeup. 
 

2.  Please do not smoke in the presence of a patient/client. 

 

 3. Always wear your ID Badge.  Licensed personnel must always carry their current 

nursing license and CPR care while on assignment. 
 

  4. You are expected to arrive on time to all assignment that you have accepted.  However, if an emergency 
or any situation should cause you to be five minutes late, or more, or to be totally absent from the 
assignment you must notify the Agency immediately.  PLEASE DO NOT CALL YOUR PATIENT 
DIRECTLY.  You may call the Agency 24 hours a day if you need to cancel or reschedule your 
assignment.  A NO-CALL, NO-SHOW IS GROUNDS FOR TERMINATION! 

 
  5. If you have any problem, incident or accident on the job, do not discuss it with the patient/client, but call 

the Agency immediately. 
 

  6.  If the patient/client asks you to stay longer than your assignment or to leave earlier, you must call the 
Agency first, for approval.   

 
 7.  Paraprofessional personnel (i.e.Aides) hereby acknowledge that they WILL NOT, UNDER ANY 

CONDITIONS, DISPENSE OR ADMINISTER ANY MEDICATION. 
 

  8.  UNDER NO CIRCUMSTANCES are you to ask for, or accept any money from your patient/client or 
take home property that belongs to the patient client. 

 
9.   There shall not be any involvement with the patient/client’s financial affairs (i.e. check writing). 

 
 10.   You are expected to honor the confidentiality of any patient/ client information which is obtained in the 

regular course of your employment. 

 
11.  No personal telephone calls should be made or received by you while on assignment. 
 

12.  Please do not discuss your pay or any other personal affairs with the patient/client/family. 
 
13.  As an employee of this Agency, you are not authorized to accept any direct employment that may be 

offered to you by your patient/client/family.  If you are requested to do so, please have the patient/client 

contact us. 
 
14.  It is imperative that all signed notes and documentation including Daily Log, be filled out properly 

and returned to the office as per our schedule.  If the patient/client is unable to sign your note, a 
family member or responsible party may sign. 

 
  15.   During the course of employment, this Agency’s proprietary materials (i.e. forms, medical records) will 

be used only in connection with employment and will not be disclosed to anyone without authorization 

from the Agency. 
  

16.  Never leave your patient/client unattended. 
 
 
 Employee Signature     Date____________ 
 



  

 

 

 

 

CONFIDENTIALITY AND NON-COMPETITION AGREEMENT 
 
The Agency requires that the Employee avoid disclosure of confidential information to anyone outside of the 
Agency and refrain from engaging in unfair competition.   
 
The Employee agrees to refrain from prohibited competition with the Agency and to maintain the confidentiality 
of information regarding employees, clients and the Agency business. 

 
The Employee will have access to information not generally made available to the public, such as identity of 
clients, pricing, computer-related programs, etc.  The Agency prohibits the utilization of this information for any 
purposes other than for the Agency's own benefit and prohibits disclosure or unauthorized use during the course 
of employment or at any time thereafter of any confidential information pertaining to Agency administration 
and/or projects, or outside investigations of the Agency.  The employee is prohibited from disclosing any 
defaming information regarding Agency personnel and/or personnel incidents related to any violations of the 

personnel policies. 
 
During the course of employment and for a twelve month period thereafter the Employee is prohibited from 
engaging in any of the following:  induce any employee of the Agency to resign, encourage any client or entity to 
discontinue any relationship with the Agency, solicit any client of the Agency (current and within the past twelve 
month period), enter into competitive employment or seek to provide competitive services while employed within 
twenty-five miles of any office of the Agency, or solicit referrals or opportunities from any referral source. 
 

Upon termination of employment or at the request of the Agency, the Employee is required to return all of the 
Agency's property including keys, client records, forms, manual, beeper, etc. to the Agency and will not retain 
copies.  Failure to return a key will result in a $25.00 charge and failure to return a beeper will result in a $50.00 
charge deducted from the paycheck. 
 
Violation of this agreement will result in termination and any additional remedy available to the Agency including 
legal action to remedy all damages including loss of profits, cost of replacing and training employees improperly 

solicited for competitive employment, etc. suffered by the Agency.  Employee will be required to reimburse the 
Agency for all legal fees, costs and other expenses.   
 
This agreement is in effect during the Employee's employment and for twelve months thereafter.  It does not 
modify the right of the Employee to resign at any time or of the Agency to terminate employment without prior 
cause, notice or liability and does not modify any other Agency policy. 
 

 
 
                        
Employee               Date 
 

 

 

 

 

 

 

 

 

 



  

 

 

 

 

EMPLOYEE POLICIES AND PROCEDURES 

 
I understand that copies of policy and procedure manuals are available and that it is my responsibility to read, 

understand and conform to all applicable Agency policies including personnel policies.  It is also my 
responsibility to comply with periodic changes and revisions.   
 
I have read the Agency’s Policy and Procedure on Abuse, Neglect and Exploitation and agree to Comply with and 
be bound by the Policy.   
I understand that information contained in any Agency manual does not constitute a contractual relationship 
between the Agency and its employees, nor is it an expression of my term of employment. 

 
I affirm that I have auto insurance coverage as required by this state and the Agency and I agree to keep it fully in 
force on any vehicle I use for the conduction of Agency business during the term of my employment.  The 
Agency has the right to request proof of insurance at any time during the term of employment and that I am 
required to follow all Agency requirements and state and local laws.  
 
I understand that only the Agency has the authority to admit clients and will supervise with appropriate personnel 

all services provided.   
 
As a caregiver, I will carry out the plan of treatment, submit time sheets, clinical and progress notes as appropriate 
and, at a minimum, on a weekly basis, I will participate in developing and reviewing plans of care, periodic client 
evaluations and care conferences, discharge planning and schedule coordination.  I will provide services within 
the geographic area covered by the Agency.  I will attend required staff meeting and inservice training.  Home 
health aides are required to have 12 hours of inservice training annually. 
 

I understand that I must remit documentation of services performed prior to payment for those services and that 
payroll procedures require timely and accurate completion of documentation that must be submitted prior to 
payment for services provided.  I understand that all information, both written and verbal, regarding client and 
employee health conditions is strictly confidential and protected under federal and state law.  The presence of a 
communicable or venereal disease; testing, results or known infection by HIV, Hepatitis, Tuberculosis; 
information concerning child abuse, mental health, drug or alcohol abuse is protected under specific law.  All 
information in connection with the examination, care or provision of services to any client will not be disclosed 

without the individual's written consent except as may be necessary to provide services as required by law.  
Information may be used in statistical or other summary form or for clinical purposes only if the identity of the 
individual is not disclosed.  I understand the violation of client/ employee confidentiality is subject to civil and 
criminal penalties. 
If I mistakenly exceed my accrued or earned sick or vacation leave balance, I authorize the Agency to deduct any 
amount from my paycheck(s) to correct my accrued or earned sick or vacation leave balance.  I understand that 
this company does not routinely perform drug testing on its employees but may do so at its discretion. I 

understand that this company is an “At Will” organization and may hire and fire at will. 
 
 
 
Employee Signature_________________________  Date        
  



  

 

 

 

CRIMINAL HISTORY CHECK, EMPLOYEE MISCONDUCT REGISTRY 

NURSE AIDE REGISTRY NOTIFICATION AND STATEMENT OF EMPLOYABILITY 
By execution of this document, I acknowledge that I have been informed by the Agency that a criminal history check 
will be performed on my name.  I have informed that Agency of all names (for example, maiden name, aliases) that I 
have used in the past.  I understand that I have been employed on an emergency basis and that my employment is 
temporary pending the results of the criminal history check.  I also understand that if I have been convicted of the 
following offenses, that I may not be employed by this Agency.  I also understand that the Agency will search the 
Employee Misconduct Registry and the Nurse Aide Registry (if applicable) to determine whether any acts of abuse, 
neglect or exploitation have occurred and whether my name is designated on either registry.  If my name is designated 

on either registry I understand the Agency must deny me employment. 
 

Offenses which constitute a bar to employment and for which an administrative review is not available, are offenses 
under: 

 
Chapter 19, Penal Code    (Criminal homicide) 
Chapter 20, Penal Code    (Kidnapping and unlawful restraint) 
Chapter 21.11, Penal Code   (Indecency with a child) 

Chapter 22.02, Penal Code   (aggravated assault) 
 Chapter 22.04, Penal Code   (injury to a child, elderly individual, or disabled individual) 
 Chapter 22.041,Penal Code   (abandoning or endangering a child) 

Chapter 25.031 Penal Code   (Agreement to abduct from custody) 
Chapter 25.06, Penal Code   (Solicitation of a child) 
Chapter 25.11, Penal Code   (Sale or purchase of a child) 
Chapter 28.08, Penal Code   (Arson) 

Chapter 29.02, Penal Code   (Robbery) 
Chapter 29.30, Penal Code   (Aggravated robbery)or 
A conviction under the laws of another state, federal law, or the Uniform Code of Military Justice of an offense 
containing elements that are substantially similar to the elements of an offense listed under the above Subdivision. 
A person convicted of an offense under Chapter 31, Penal Code (theft), that is punishable by a felony may not be 
employed in a position the duties of which involve direct contact with a consumer in a facility before the fifth 
anniversary of the date of the conviction.  (This requirement only applies to those employees first employed by 

the facility or Agency on or after September 1, 2003). 
 
 A person convicted of an offense under section 22.01, Penal Code  (assault),  
 that is punishable as a Class A misdemeanor or as a felony; 
 An offense under sec6tion 30.02, Penal Code (burglary) 
 An offense under section 32.45, Penal Code (misapplication of  fiduciary   
 property or property of a financial institution), that is punishable as a  Class A misdemeanor or as a felony; or 
 An offense under section 32.45 Penal Code (securing execution of a document  

 by deception), that is punishable as a Class A misdemeanor of a felony. 
 
I understand that all information obtained by this Agency regarding any criminal history will remain confidential.  
By signing this form, I certify that the information on this form contains no willful misrepresentation and that the 
information is true and complete to the best of my knowledge. 
 
 

 
 
 
 
____________________________ ____________________________  _____________ 
Applicant Signature                Printed Name               Date 
 



  

 

 

Texas Department of Aging 
and Disability Services Consumer Directed Services 

Criminal Conviction History and Registry Checks 

Form 1725 

March 2010 

Applicant is a person being considered as a service provider (employee, independent contractor or vendor [when required]); or a person being 

considered for appointment as a designated representative (DR). 

Section I – Applicant Authorization/Acknowledgment (Applicant must complete this section.) 

I, (applicant’s printed name)       , give my permission to check for a criminal conviction  

history and to check the required registries as part of my application as a service provider or a DR through the Consumer Directed Services (CDS) 

option. I also understand that a criminal conviction or a registry listing that prohibits a person from employment in a health care setting in the state of 
Texas may prohibit my employment or my appointment as a DR. I also understand that I may not provide services for payment or be appointed as a DR 

until the required criminal conviction history and registry checks are found to comply with requirements, are reviewed by the employer and this form is 
signed by the Consumer Directed Services Agency (CDSA). 

        
Signature – Applicant  Date 

Applicant Information Required by the Texas Department of Public Safety (DPS) (Applicant or DR must print.) 

Applicant Name (Last, First, Middle) 

      
Alias Maiden Name 

            

Date of Birth (mm/dd/yyyy) Social Security No. 

            

Section II – Criminal Conviction History Check and Registry Verification Process (Employer must complete this section.) 

Consumer Name Employer Name 

            

Criminal Conviction History Check 

 The applicant will provide a current Criminal Conviction History Check from DPS. 

 I will obtain a current Criminal Conviction History Check of the applicant from DPS. 

 I request that my CDSA obtain a current Criminal Conviction History Check of the applicant from DPS. I also authorize the CDSA to be 
reimbursed for the cost of obtaining the DPS Criminal Conviction History Check from my budgeted funds. 

Registry Check 

 I will obtain the applicant’s current status with the Employee Misconduct Registry, Nurse Aide Registry and Medicaid Exclusio n list. 

 I request that my CDSA obtain the applicant’s current status with the Employee Misconduct Registry, the Nurse Aide Registry    and Medicaid 

Exclusion list. 

        
Signature – Employer  Date 

Section III – Criminal Conviction History and Registry Check Results (Employer or CDSA must complete this section.) 

DPS Criminal Conviction Criminal History Check (The DPS Criminal Conviction History must be attached to this form.) 

Date of DPS Check Time Obtained By  Employer 

CDSA Representative             AM  PM       

Convictions: Yes     No 
If yes, does the conviction(s) prohibit service delivery or serving as a DR in compliance with 

Health and Safety Code Chapter 250 or other eligibility requirements? .............  Yes  No 

Registry Checks (Call 1-800-452-3934) 

Date of Registry Checks Time Obtained By  Employer 

 CDSA Representative             AM  PM       

Employee Misconduct Registry:  No Record  Record (must not be hired, retained or appointed) 

Nurse Aide Registry:  No Record  Record (must not be hired, retained or appointed) 

Medicaid Exclusion List:  No Record  Record (must not be hired) 

 
Certification – I acknowledge that the applicant’s DPS criminal conviction history and registry record were checked. The employer 

and the CDSA have each been notified of the results of each check. 

The applicant  is is not  eligible for hire, to be retained for service delivery or appointed as a DR based on the checks above. 

        
Signature – CDSA Representative  Date 

        
Signature – Employer  Date 



  

 

 

PERSONAL PROTECTIVE EQUIPMENT FOR SAFETY AND INFECTION CONTROL 

ACKNOWLEDGMENT 
 

 

 

I understand a Personal Protective Equipment (PPE Kit) is available in the office and contains the 

following: 

 

 

 

 

 Barrier Safety Goggles 

 

 CPR Shield Face Barrier 

 

 Fluid Resistant Gown 

 

 Gloves 

 

 Biohazard Bag 

 

 Sharps Container 

 

 3M Respirator Mask  (N95 or similar purchased from Uline.com) 

 

 

 

 

 

 

I have been instructed in the use of this equipment and understand that I must comply with Policies and 

Procedures regarding use of personal protective equipment. 

 

 

 

 

 

 

 

Signature/Title      Date        

 

 

 

 

 

 
 
 
 
 
 



  

 

 

EXIT INTERVIEW 
 
YOUR COMMENTS ARE IMPORTANT TO US.  PLEASE COMPLETE THE QUESTIONS ON THIS FORM.  
YOUR ANSWERS WILL BE USED TO DEVELOP RECOMMENDATIONS FOR IMPROVEMENT.  
PLEASE BE CANDID WITH US. 
 
NAME:TITLE      
 
DATE OF HIRE:DATE OF RESIGNATION   
 
1; MOST IMPORTANT REASON FOR LEAVING       
               

             
               

           
              
             
 

2. WAS THE INFORMATION GIVEN TO YOU ABOUT YOUR JOB CONCERNING HOURS, 
SALARY, AND JOB DUTIES AN ACCURATE REFLECTION OF WHAT YOU FOUND ON 
THE JOB?     

               
              
              
 

3. WERE YOU ADEQUATELY PREPARED TO PERFORM YOUR JOB?  IF NOT, WHAT 
COULD HAVE BEEN DONE TO HELP YOU PERFORM MORE EFFECTIVELY?  
            
         
              
              
           
 

4. WHAT DID YOU LIKE BEST ABOUT WORKING FOR THE AGENCY?   
               

              
             
           

 
5. WHAT DID YOU LIKE LEAST ABOUT WORKING FOR THE AGENCY? 

           
              

             
            

            

6 DID YOU RECEIVE SUFFICIENT INFORMATION ABOUT YOUR PERFORMANCE? 
          __________ 

             
 
             

 
 

 

 
 



  

 

 

 
 

Texas Employer New Hire Reporting Form 

To ensure the highest level of accuracy, please print neatly 
in capital letters and avoid contact with the edges of the 
boxes. The following will serve as an example: 

Employer Information 

1.FederalEmployerIDNumber(FEIN): 
Please use thesameFEIN thatappearson quarterly wagereports. 

2.StateEmployerIDNumber (Optional): 

3.EmployerName: 

4.EmployerAddress(PleaseindicatetheaddresswheretheIncomeWithholding Ordersshouldbesent): 

5.EmployerCity(if US): 6.State(ifUS): 7.ZIPCode(if US): 

_ 

8.Province/Region(if foreign): 9.Country(if foreign): 10.PostalCode(if foreign): 

11.EmployerTelephone (Optional): 12.EmployerFAX (Optional): 

13.NewHireContactPerson (Optional): 

Employee Information 

14.SocialSecurityNumber (SSN): 15.DateofHire (MM/DD/YYYY): 

16.EmployeeFirst Name: 

17.EmployeeMiddle Name: 

18.EmployeeLast Name: 

19.EmployeeHome Address: 

20.EmployeeCity(if US): 21.State(ifUS): 22.ZIPCode (ifUS): 
_ 

23.Province/Region(if foreign): 24.Country(if foreign): 25.PostalCode(if foreign): 

26.StateWhereEmployeeWasHired (Optional): 27.EmployeeDOB(MM/DD/YYYY) (Optional): 

28.Employee’sSalary(DollarsandCents) (Optional): 

29.SalaryFrequency(CheckOneONLY) (Optional): 
Hourly Weekly Biweekly Semi-Monthly Monthly Annually 

REV05/11 ENHR RPT FORM 

      

            

          

                         

                      

                         

                         

                         

                         

                         

                 

                         

                    

                         

                      

                         

                         

                         

                   

1 2 3 A B C 

Submitwithin20calendardays ofnewemployee’sfirst 
dayof workto: 

ENHROperationsCenter,P.O. Box149224  

Austin,TX78714-9224  
Phone:1-800-850-6442 FAX:1-800-732-5015  

Online:http://employer.oag.state.tx.us  

http://employer.oag.state.tx.us/


  

 

 
 

INSTRUCTIONSFORCOMPLETINGTHETEXASEMPLOYERNEWHIREREPORTINGFORM 
The purpose oftheTexas NewHire Reporting Form is to allowemployersto fulfill newhire reporting requirements. You mayenteryour 

employer information and photocopya supplyand then enter employee information on the copies. 

REPORTINGOFNEWHIRESISREQUIRED: 

Allrequired items (numbers 1,3, 4, 5,6,7,14,15,16,17, 18,19,20,21,22)onthisformmustbecompleted. 

Box1:FederalEmployerIDNumber(FEIN).Provide the 9-digit employeridentification number that thefederal government assigns to the 
employer. This is the same number used for federal tax reporting. Please use the same FEIN that appears on quarterlywage reports. 

Box2: State Employer ID Number (Optional). Identification number assigned to the employer bythe Texas Workforce Commission. 

Box3: Employer Name. The employername as listed on the employee’sW4 form. Please do not provide more than one employer name 

(forexample, “ABC, Inc DBA. John Doe Paint and BodyShop” is not correct). 

Box4: EmployerAddress. Please indicatethe addresswhere the Income Withholding Orders shouldbe sent. Do not provide more 

thanone address(for example, P.O. Box123, 1313 Mockingbird Laneisnotcorrect). 

Box8: Employer Province/Region(if foreign).Provide this informationif the employeraddress is not in the United States. 

Box9:Employer Country(ifforeign).Provide the two letter countryabbreviation if the employer addressisnotintheUnited States. 

Box10: PostalCode (if foreign). Provide the postal code ifthe employeraddress is not in the United States. 

Box13:NewHire ContactPerson(Optional).Providingthe name of acontact staff personwill facilitate communication between the 
employer and the Texas Employer NewHireReporting Program. 

Box15: Date of Hire. List the date in month, dayandyearorder. Use four digitsfor theyear (for example, 2001). This should be thefirst 
day that services are performed forwages byan individual. If you are reporting a rehire (where a newW-4 is prepared) use thereturn date, 
not the originaldate of hire. 

Box23:Employee Province/Region(ifforeign). Provide this informationif the employeedoes notresideintheUnited States. 

Box24:Employee Country (ifforeign).Provide the two letter countryabbreviation if the employeeaddress is not in the United States. 

Box25: PostalCode (if foreign).Provide the postal code ifthe employeeaddress is not in the United States. 

Box26: State Where Employeewas Hired.Use the abbreviation recognized bythe U.S. Postal Service for the state inwhich the 
employeewas hired. 

Box27:Employee DOB(Date ofBirth)(Optional).List the date in month, dayandyear order.Use four digits for theyear (for example, 

1985). 

Box28: Employee Salary(Optional).Enter employee’s exactwages indollars and cents.This should correspond to the salarypay 
frequencyindicated in Box29. 

Box29:Salary(CheckOneONLY)(Optional).Check the appropriate box relating to the employee’ssalarypayfrequency. Check “ Bi- 
weekly” if the salaryis basedon 26 payperiods. Check “Semi-monthly” if the salaryis based on 24 payperiods. Check “Annually” ifsalary 

payment is a one-time distribution. 

SUBMISSION OF NEW HIRE REPORTS. The Texas Employer New Hire Reporting  Program offers a variety of methods that employers 
can use to submit newhire reports. For further informationon which method may be bestfor you, call 1-800-850-6442. Employers are 
encouraged tokeep photocopies or electronicrecords of all reports submitted. When the form is completed, send it to the TexasEmployer 
NewHire Reporting Program using one of the following means: 

• 

• 

FAX: 1-800-732-5015 

U.S.Mail: 

ENHR Operations Center 
P.O. Box 149224 

Austin, TX78714-9224 

• 

• 

Telephone Submissions: 1-800-850-6442 

InternetSubmissions: http://employer.oag.state.tx.us 

Employers must provide all of the required information within20 calendar days of the employee's first day of work to be in 
Compliance. State law provides a penalty of$25 for each employee an employer knowingly fails to report, and a penalty of $500for 
conspiring with an employee to1) fail to file a report or 2) submit a false or incomplete report. 

REV 05/11 ENHR RPT FORM 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://employer.oag.state.tx.us/


  

 

 

SECTION 6 

 

 

 

 PAYROLL FORMS 

 

 

 MISCELLANEOUS 

 

  



  

 

 

     

    SECTION 7 
(Everything in this section will be in a sealed envelope marked confidential) 

 

 SEPARATE HEALTH RECORD FOR FIELD 

EMPLOYEES 

 

 

 MANTOUX OR XRAY 

 

   TB QUESTIONNAIRE 

 

 

 HEPATITIS DECLINATION/ACCEPTANCE 

 

 

 

OTHER CONFIDENTIAL INFORMATION 

  



  

 

 

HEPATITIS VACCINE REQUIREMENT 
 
 

 

I ________________________________________ acknowledge that I am at risk of exposure or have 

been unknowingly exposed to Hepatitis B as a result of my employment and acknowledge that the 

Agency will arrange for me to receive the Hepatitis vaccine at no cost to myself.  It is my decision to:  

 
 

____request that I receive the Hepatitis vaccine 
 

 
 refuse the Hepatitis vaccine and HOLD HARMLESS THE AGENCY. I understand that 

by declining the 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 vaccine series at no charge to me. 

 

 
 provide written proof of immunity (attach) 

 

 
 provide written proof of previous vaccination (attach) 

 

 
 provide written proof of medical contraindication (attach) 

 

 

 
Signature:_________________________ Date:_     
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  

 

 

TB TARGETED MEDICAL QUESTIONNAIRE FORM 

 
To be completed by employee: 

 

_______________________________________ 

Print Name          YES  NO  

 

1. Have you ever had a positive TB skin test or history of TB infection? ____  ____ 

 If the answer is YES, please answer the following: 

 

2. Have you ever had the BCG vaccine?     ____  ____ 

 

3. Do you have prolonged or recurrent fever?     ____  ____ 

 

4. Have you recently lost weight?      ____  ____ 

 

5. Do you have a chronic cough?      ____  ____  

 

6. Do you cough up blood?       ____  ____ 

 

7. Do you have sweating at night?      ____  ____ 

 

8. Do you have any of the following risk factors which may substantially 

 Increase the risk of tuberculosis? 

 

 ____ a.  Silicosis (Lung Disease) 

 

 ____ b.  Gastrectomy 

 

 ____ c.  Intestinal Bypass 

 

 ____ d.  Weight 10% or more below ideal body weight? 

 

 ____ e.  Chronic Renal Disease 

 

 ____ f.   Diabetes Mellitus 

 

 ____ g.  Prolonged high-dose corticosteroid therapy or other 

       Immunosuppressive therapy 

 

 ____ h.  Hematologic Disorder 1.e. leukemia or lymphoma 

 

 ____ i.   Exposure to HIV or AIDS 

 

 ____ j.   Other malignancies 

 

______________________________________________ ________________________ 

Employee Signature      Date 

 
 



  

 

 

 

 

 

 

 

 

SEPARATE FILE 

 

 

ALL I – 9s 

 

 

ALPHABETIZED IN ONE FOLDER 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  

 

 

 

 
Structured Interview Report 

 

Applicants Name Date of Interview 

 

Desired Position Location 

 

The desired position is: Managerial  Experienced Professional/Technical 

  Entry Level Professional Other Entry Level 

 
Interviewer:  Please keep specific requirements of the position in mind and rate only those items that relate to the position 

requirements. 

 

Education: 
Exceeds minimum requirements   Below minimum requirements 

Meets minimum requirements   Insufficient for desired position 

Comments: 
             

             

 

Experience: General 
Exceeds minimum requirements   Below minimum requirements 

Meets minimum requirements   Insufficient for desired position 

Comments: 

             

             

 

Experience: relevant to desired position 
Highly relevant    Somewhat relevant 

Relevant     Not relevant for desired position 

Comments: 

             

             

 

Professional/Technical knowledge 
Exceeds minimum requirements   Below minimum requirements 

Meets minimum requirements   Insufficient for desired position 

Comments: 

             

             

 

Initiative 
Impressive     Easily discouraged 

Reasonably strong    Lifeless 

Average 

Comments: 

             

             

 

Interpersonal Skills 
Unusual ability to influence and inspire others may have problems relating to or supervising 
Strongly persuasive and sociable  would not relate to others well enough 

Comments: 

  



  

 

 

 

Structured Interview Report 
 

Reason for leaving last job (check all that apply) 
More pay     more opportunity 
Restless     Not currently employed 

Location     Other:    

Comments: 

              

           

 

Overall assessment 
Highly qualified    not qualified 

Acceptable qualifications 

Comments: 

              

           

 

Outcome 
Hired      not hired 

Comments: 

              
           

              

           

 

 

 

If hired please complete the following information as discussed and agreed upon with the applicant 

 

 

 

 

Date of HR processing Pay rate      Payroll information attached 

 

No. of hours/week No. of weekends/month 

No. of visits/week No. of holidays/year 

 

Hire on bonus (amount/terms)   N/A Non complete clause (specify terms)   N/A 
 

Other hire-on agreements (specify): 

Interviewer’s Name: 

 

Interviewers Title: 

Interviewers signature: Date: 
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