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             EMPLOYMENT APPLICATION               DATE: __________

SOCIAL SECRUITY: _____/____/____   Are you over the age of 18: Yes___ NO___
LAST NAME: _____________________________ FIRST______________________ M.I.___

CURRENT ADRESS: ____________________________________ APARTMENT/UNIT ____

CITY: ________________STATE______ ZIP CODE_______

Previous Address (if current address is less than 5 years) ______________________________________________________________________________

PHONE: (___) ________-__________ E-MAIL ADDRESS: ____________________________

Driver’s License #___________________Has your driver license ever been suspected or revoked? Y___ N___ If so, please explain ______________________________________________________________________________

Have you ever entered a plea of guilty or NOLO contendere to or been convicted of a felony or of anything other than a minor traffic accident? Yes_____ No______
If so, state the nature of the crime(s) when and where and the disposition of the case: ____________________________________________________________________

_____________________________________________________________________________________
[bookmark: _GoBack]Have you ever been bonded? Yes___ No____ Have you ever been denied bond coverage? Yes___ No___

Are you a citizen of the United States? Yes or No.  Are you authorized to work in the U.S.? Yes __ No__

Would you work: Full Time ___ Part Time __    What starting salary do you expect? Per Hour _____
If hired, can you perform the essential functions of the job for which you are applying, with or without reasonable accommodations? Yes or No
If no, describe the functions that cannot be performed__________________________________________________________________
Do you agree to allow a pre-employment criminal record check? Yes or No
Do you agree to a Family Care Safety Registry check? Yes or No Cost of FCSR $13.00
Do you agree to an Employee Disqualification List Check? Yes or No 
Do you agree to a Closed Record Check? Yes or No 


EDUCATION AND TRAINING
HIGH SCHOOL NAME: ________________________________________________________________

ADRESS: _________________________ Phone Number: ______________________

DID YOU GRADUATE? ______ YES ______NO      G.P.A____________________

BUSINESS, TRADE SCHOOL & COLLEGE: __________________________________________________________________________

ADRESS: ________________________________________________ 
DID YOU GRADUATE? ______ YES ______NO     DEGREE____________________


BUSINESS, TRADE SCHOOL & COLLEGE: __________________________________________________________________________
ADRESS: ________________________________________________ 
DID YOU GRADUATE? ______ YES ______NO                                DEGREE____________________


BUSINESS, TRADE SCHOOL & COLLEGE: __________________________________________________________________________
ADRESS: ________________________________________________ 
DID YOU GRADUATE? ______ YES ______NO                                DEGREE____________________

BUSINESS, TRADE SCHOOL & COLLEGE: __________________________________________________________________________
ADRESS: ________________________________________________ 
DID YOU GRADUATE? ______ YES ______NO                                DEGREE____________________
I understand I must provide a transcript and or high school diploma that will be verify as proof of any completion.    Yes______ No______


Work History: List most recent employer first, include part-time employment.
Employment Dates To-From: _______________________________________________

Company and Address: ____________________________________________________

Position: ________________________________________________________________

Immediate Supervisor: _____________________________________________________

Reasoning for leaving: _____________________________________________________

Duties performed ________________________________________________________
--------------------------------------------------------------------------------------------------------------
Employment Dates To-From: _______________________________________________
Company and Address: ____________________________________________________

Position: ________________________________________________________________

Immediate Supervisor: _____________________________________________________

Reasoning for leaving: _____________________________________________________

Duties performed _________________________________________________________
--------------------------------------------------------------------------------------------------------------
Employment Dates To-From: _______________________________________________
Company and Address: ____________________________________________________

Position: ________________________________________________________________

Immediate Supervisor: _____________________________________________________

Reasoning for leaving: _____________________________________________________

Duties performed _________________________________________________________
If currently employed, may we contact your employer at this time for a reference? __yes __no 

I certify the answers herein are true and accurate to the best of my knowledge and I hereby authorize performance of pre-employment criminal record checks for employment purposes only. I hereby give consent to performance of a closed records check pursuant to Section 610.120 RSMO. I understand any employment with Secure Home Health Agency Inc. is conditioned on my consent to such checks as well as the findings/result of such checks. I hereby release any person or organization conduction such background checks and/or furnishing such criminal record information and Consumer from any and all liability arising out of the conduction of a check or the furnishing or receipt of criminal record information. Any such person or organization may rely on a copy of this release. In the event of employment with Secure Home Health Agency Inc. I understand that false or misleading information given on this application or in interview(s) may result in refusal to hire or, if employed, may result in discharge after its discovery. 

Signature of Applicant___________________________________________ Date _________________

All qualified applicants will be considered without regard to race, color, gender (sex), religion, veteran status, disability, age, sexual orientation, national origin, ancestry, or any other classification protected by law. 













































                                               Background Screening
It is mandatory that all applicants be register with the Missouri Department of Health and Senior Services’ Family Care Safety Registry. My signature below provides authorization for Secure Home Health Agency Inc. to conduct a background screening on me. If I am not registered, I will pay the thirteen dollars ($13.00) registration fee. Paying this fee does not guarantee employment. If there are findings in my screening, and I want to become an employee, I agree to complete a “Good Cause Waiver” Application prior to being hire by Secure Home Health Agency Inc. Once complete, Secure Home Health Agency Inc. will receive a report from the Family Registry indicating a Good Cause Waiver had been receive and a case opened on my behalf. The Department of Health and Senior Services may grant (approve) a “Good Cause Waiver” at their discretion. Even with a “Good Cause Waiver”, it is still to the discretion of Secure Home Health Agency Inc., if they choose to offer me employment. 
FCSR
· The FCSR will be checked three times a year 
E-Verify
· Secure Home Health Agency Inc. is require by the Department of Homeland Security to verify employment eligibility for all newly hired employees regardless of citizenship.
EDL
· The Employee Disqualification List (EDL) maintained by the Department of Health and Senior Services is a listing of individuals who have been determined to have:
· A abused or neglected a resident, patient, client, or consumer
· Misappropriated funds or property belonging to a resident, patient, client, or consumer; or
· Falsified documentation verifying delivery of services to an in-home services client or consumer.
· The EDL will be checked four times a year
OIG
· The OIG will be checked three times a year
Secure Home Health Agency Inc. will not employ no applicant until pass a screening of the Employee Disqualifications List (EDL) and until Secure Home Health Agency Inc. has obtained a background check on the applicant from the Family Care Safety Registry (FCSR). Anyone listed on the EDL, or OIG will not, under any circumstances be employed by Secure Home Health Agency Inc. If hired, the attendant will have a copy of the background check, OIG, and EDL places in their application file. If any new listings appear on either of these background checks, the attendant will no longer be able to be employed by Secure Home Health Agency Inc. 
I have read this policy and understand my employment is conditional pending the outcome of the Missouri Department of Health Senior Services’ final decision and determination. I also grant permission for you to verify my employment eligibility through E-Verify, OIG and EDL.

Signature ____________________________________Date: _________________________

Background Screening Application

Name _________________________________________________________ 

Street Address __________________________________________________ 

City/State/Zip ___________________________________________________ 

Phone Numbers (Home) ___________________ (Cell) ___________________ 

Social Security Number _____________________Date of Birth ____________

1. Have you ever used an Alias (first and/or last names other than the name you used in this application)? Yes ____ No ____ If yes, list all those names you have ever used (please include all maiden names and all married names.) 
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
2. Have you ever used any other Social Security Numbers? Yes ____ No ____ if yes, list all social security numbers you have ever used. 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
3. Have you ever had any of the following: Criminal convictions, findings of guilt, pleas of guilty and pleas of nolo contendere? (A plea in a criminal prosecution that without admitting guilt subjects the defendant to conviction but does not preclude denying the truth of the charges in a collateral proceeding) Yes____ No ____ if yes, list all criminal convictions, findings of guilt, and pleas of nolo contendere. Do not list minor traffic offenses, such as speeding tickets and parking tickets. 
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
---------------------------------------------------------------------------------------------------------------------
4. I, _______________________, hereby consent and authorize Secure Home Health Agency Inc. to prepare and obtain a consumer report including, but not limited to, information as to my criminal history, employment and/or credit history. 

By signing below, I certify that I have read the document carefully, understand it, and agree to it voluntarily and without duress. I agree that withholding any of the information requested in thus document or submitting false information in connection with this document constitutes valid grounds for termination.

Signature of Applicant:  _____________________________________	Date: ___________
Applicant Minimum Qualifications

Department of Health and Senior Services – Division 70 – Division of Missouri Health Net Chapter 91 – Personal Care Program – 13 CSR 70-91.030– Page 5-(3c) Page 6-(4)

Applicant must fulfill the following minimum requirements for hire as an in-home advanced personal care aide. 
[bookmark: _Hlk503364199]I acknowledge that I fulfill the following requirements:

All in-home advanced personal care workers employed by Secure Home Health Agency Inc. shall meet the following requirements: (Select all that apply)

_____ I acknowledge that I am 18 years of age or older 

_____ I acknowledge that I can read, write and following directions 

_____ I acknowledge that I have at least six months paid work experience as an agency homemaker, nurse aide or household worker, or at least one year of experience, paid or unpaid, in caring for children, sick, or aged individuals, or have successfully completed formal training, such as the basic nursing arts course of nurses training, nursing assistant training or home health-aid training.

______ I acknowledge that I am not a family member of the recipient for whom personal care is to be provided. A family member is defined as a parent, sibling, and child by blood, adoption or marriage, spouse, grandparent or grandchild. 

______ I acknowledge that I am certified nurse assistant or,

______ I acknowledge that I am licensed practical nurse or, registered nurse

______ I acknowledge that I am a competency evaluated home health aide having completed both written and demonstration portions of the test required by the Missouri Department of Health Senior Services and 42 CFR 484.36 or,

______ I acknowledge that I have successfully worked for the provider for a minimum of three consecutive months while working at least fifteen hours per week as an in-home aide that has received personal care training. 


Name Printed ______________________________________

Signature: _________________________________________Date: _______________
Hours of Availability & Location


In an effort to ensure we meet the needs of all clients, please complete the following indicating your availability. 

Please indicate the hours you are available during the 24-hour period for each of the following days: 


I can work between these hours:

Monday ________________________________________________________________ 

Tuesday ________________________________________________________________ 

Wednesday ______________________________________________________________

Thursday ________________________________________________________________ 

Friday __________________________________________________________________

Saturday ________________________________________________________________ 

Sunday _________________________________________________________________

Please list the areas you are willing to travel/work in.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 




Acknowledgement of Requirements of New Hire
If hired, I acknowledge my responsibility to attend CPR Training within the first 30 days, get TB a test within the first 7 days of hire. If I am a nurse to provide my physical within the first 30 days of hire. If these documents are not on file with Human Resources, I understand that I will not be able to start work with Secure Home Health Agency Inc. 

PPD/Test (to be complete within the first 7 days of hire): Testing can be receive at one of the seven Concentra locations. Secure Home Health Agency Inc. in contracted with Concentra for PPD/Testing. If hired, you must get TB tested within the first 7 days of hire. 

CPR Training: If hired, you must complete within the first 30 days of hire: If you have a current CPR card indicating your certification for training you attended within the past year, provide that card. 

Physical- All nurses (LPN’s and RN’s), if hired, you must provide a current physical or completed within the first 30 days of hire). Physical will have to be renew yearly. 

You are able too: either pay for your CPR, TB and Physical on your own or have it deducted out of your first paycheck. Please only sign if you plan to go to Concentra and CPR for All. It will be your responsibility to provide the agency with a current copy of your CPR, Physical and TB results, within the recommended period.

************************************************************************* 


Name Printed ______________________________________

Signature: _________________________________________

Date: _____________________________________________








Employee Professional Reference Check Form
(We Will Make Contact for You)

Applicant Name: _________________________Applicant Signature: __________________________	
Position Applied For __________________________
Contact Name for Your Reference: ________________________________________

Contact Information (Email or Phone Number):_____________________________
*I hereby authorize you to provide Secure Home Health Agency Inc. any information you may make available regarding my character traits for potential employment.
Type of Contact:  _____ Email   _______ Physical Form Method     (Office Use Only)
1. How do you know the applicant? (Circle One)  Friend Significant Other Co-worker Acquaintance     Other 
2. How long have you known the applicant? ____________________________________________________________
3. How does the applicant get along with people? ______________________________________________________
4. How would you describe the applicant’s personality? __________________________________________________
5. How does the applicant react in stressful situations? ___________________________________________________
6. Is there any reason why you would not trust the applicant with confidential information? _________________________________________________________________________
7. Do you have any reason to question the applicant’s reliability? ___________________________________________
8. Do you recommend the applicant for the position? If no, please explain why. ________________________________________________________________
9.  Any additional comments___________________________________________________
__________________________________________________________________________
Name of Reference: _______________Signature of Reference: ________________Date of Reference: 
	OFFICE STAFF ONLY

	Verified By:
	Date of Verification:


Employee Personal Reference Check Form
(We Will Make Contact For You)

Applicant Name: __________________________Applicant Signature:__________________________	
Position Applied For: _______________________________________________________________________________

Contact Name For Your Reference: ________________________________________

Contact Information (Email or Phone Number):_____________________________
*I hereby authorize you to provide Secure Home Health Agency Inc. any information you may make available regarding my character traits for potential employment.
Type of Contact:  _____ Email   _______ Physical Form Method     (Office Use Only)
1. How do you know the applicant?  (Circle One)  Friend   Significant Other   Co-worker    Acquaintance     Other 
2. How long have you known the applicant? ____________________________________________________________
3. How does the applicant get along with people? ______________________________________________________
4. How would you describe the applicant’s personality? __________________________________________________
5. How does the applicant react in stressful situations? ___________________________________________________
6. Is there any reason why you would not trust the applicant with confidential information? ________________________________________________________________________
7. Do you have any reason to question the applicant’s reliability? ___________________________________________
8. Do you recommend the applicant for the position? If no, please explain why. ________________________________
9. Any additional comments___________________________________________________
__________________________________________________________________________
Name of Reference: _______________Signature of Reference: ________________Date of Reference: 
	OFFICE STAFF ONLY

	Verified By:
	Date of Verification:


Emergency Contact
IN THE EVENT OF AN EMERGENCY, WHOM SHOULD WE CONATCT?
Name                                                   Relationship to Applicant                                                Phone # 
________________________           ________________________                             (____) ________-__________


Name                                                   Relationship to Applicant                                                Phone # 
________________________           ________________________                             (____) ________-__________

************************************************************************* 


Name Printed ______________________________________

Signature: _________________________________________

Date: _____________________________________________
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BE SECURE IN YOUR OWN HOME




