FOR EMPLOYER USE ONLY:

e

. [ Copy of HHA competency certificate or proof of required testing (if applicable)

N

. [ Job descriptioh - signed and dated

(9]

. [ Two signed reference letters

B

. [ Copy of driver's license - marked “copy® (where allowed by law)

tn

1 Copy of CPR certification

] Signed basic employee policies and procedures

i

-] Date of TBtest "and;’er_i_ather as required by Federal or State Law

8. [ withholding tax forms (W-4)

8. [] Documentation of in-service/continuing-education or special training’
10.. [] Required testing (answer sheets) |
11. [] Proofof autgmobile liability insurance - marked "copy® {not required)
12. [] 9 Documents
13. [

INSERVICE PROGRAMS:

] Photo 1.D. Badge

Commaents / additions

Birthdate {month and day only} /




Application for Employment

Federal and State iaws prohibit discrimination in employment because of sex, race, color, religion, national origin, age, disablilty, veteran
status, and citizenship status. We are an equal opportunity emplayer. Applicanis may request accommodations needed to apply for work.

Personal’ Date:

Name § . . Social Security #:

Is any additional information relative to change of name necessary to enable us o check references or prior employers?  Yes 1 ne O

i Yes, sxplain’

Prasent Addrass

Home Phone Number__ Alternate Phone Number

in case of emergency, please notify , _ Phone Number _

Classification: [_] Nurse Aide / Assistant [ Home Health Aide  [] Companion/Homemaker 7] Live-In
Are you State Certified?  Yes 3 No ] Gertificate Number _Expiration Date

if hired, on what date will you be available to startwork?

Do you have the rightitowor,k and remain in the United States?  Yes [:] No[ ]

You 'may not work for Priority Healthcare Services of Tennessee, Inc. ynlgss you can present satisfactory proof of your identity and tegal ability
1to'workin the United States.

Ara youi fluent In reading, writing, and/or speaking any of the following languagss:
] spanish [ _]French {Portuguese [} Russian ] Vietnamese [ _]Chinese ] Otrer

Do you know 'sign language: Yes [] No [ Type

A job description fisting the activities of the position for which you are applying is part of this application.
Will you accept assignments which require the Jifting, twrning, or moving of patients? Yes 1 Nol ]
i "No", youl.will not be denied empfoymeni for this reason.

ff"Yes", you can lift; turn or move patients, with or without accommodation, up to the following limits {in. pounds).
1 o-s0 [ st-100 Cliot-150  [11s51-200  []Overz200

How did you learn about PHS?

Have.you ever been convicted of acrime, excluding misdemeanars and summary offenses?  Yes [ Ne [
{A conviction will not necessarily bar employment.)
If yes, describe fully: )

Have you ever been rejected for a fidelity bond within the last 10 years? Yas{ } No [}

If yes, describe fully:

What type of ransportation do you intend 1o utilize to get to your assignments:

Do you have a driver's license? ves[ ] No[] Autompbile Insurance? Yes[ § Nal !

Please note: Priority Healthicare Services of Tennessee, Inc. does not provide automobile insurance coverage foryou ar your vehicle.



Educational Background

Length of
Name and Address rad ifi
Attended Attendance Graduated Centificate
High School I OYes [ONo [dvyes TINo
Nuise Aide Training ' [dyes [OnNo Oves [Ono
Home Health Aide Training ves [INo [ ves [JNo
Other ' [Jyes [InNo [ Yes [Ne
Date of last physical exam . Date of last.chest x-ray Tb Test
PR CERTIFED [ Yes [ Mo Date Source of training
Please explain any additional:-qualifications, education or training,including medication courses.
Do you have certificates or written documentation, if any. for the above? D Yes D No
P R I O R WO R K H ‘STO RY iList in‘Order, last or present employer first)
-
1. Name Phone\
““Eiree! Address l Cily, State. Zip
Job Titte Salary Dates | From To Nature of Work' Supervisor
Waorked
Reason for Leaving
2. Name- Phone
Street Address [ City. State, Zip
Job Titie Salary Dates From TTs Nature.of Work ) | Supervisar
4 Worked . ’
Heason for Leavning
3. Nami " |Phone
Straet Asfdress City, State, Zip
Job Titie Satary Dates, | From To Nature of Work o - Supervigor
L Westked
Reason for Leaving
4. Kame Phone
Siree; Address . City, State, Zip
Job Title Salary Dales From Ta Nature of Work Supervisor
Worked : ’
Reason tor Leaving
May we contact the employers listed above? if not, indicate below which one(s) you do not wish us to contact and why.
Professional References:
Please iist the pames.of two licenses nurses.
{Excluging former empioyers or relatives)
Name and Classification . ' Address Phone Number




Experience

Have you ever worked as a staff employee in a hospital? Yes [} No [

It so, please list areas worked:

Written documentation recsived

Please check those patient care skilfs in which your have recent working experishce:

Admirister Oxygen Yes No | ‘Enemas Yes No | | Shampdo | Yes Mo
Feed Patients Yes " No. | | Sitz Bath Yes No

~ Ace Bandage Yes . No | ] o : Supervise ADL Yes )
~'Binders ” .‘;‘es b No. - Bedpand/Urinals . Yes | No ] TPRF Yes No
~Hot water béttte 1 Yes R -Né . f1a O Yes: No Tub Bath/Shower Bath | Yes | No

- ice Bags 1 Yes No mser‘ Rectal Tubes Yes Y No [ |Tum & Position Patient ] Veés &o
Assistw/Ambulation | Yes No | Oral Hygiene Yes | | No | |Treat Decubitiwio Med| Yes No

_ Béck Rubs o Yes "No ‘ P,éfsonai 'Care. Yes "No | Weigh Patients. Yes 1 No
BP ‘| Yes - ‘No Prépare Meals | Yes | ; Nao | Universal Precautions | Yaes | 1 No

| Charting Yes _ Ne | Post Mostam, Yes No | Dacumentationp‘i"_ Care Yes | | No
Clinitest 1 Yes No | Range of Motion Yes . No |' |Emergency Pracedures| Yes " No

Plaase explain any additional skills/axperienace you have with special equipment, tests, examinations and specialty areas in which you have
worked:

Would you ateept a Live-In-assignmem? 1__| Yes No. . Long~term? [ Yes No i
! boreby author mumy ioos of Termnssde, Inc. and o ize and wqu'ulae(ch formis’ omp*oy-.r and perean givees 0 a vef snczto af questions natm ity be asked, 203 give il information thatmay be sought’
itk Bon & ik i Or Habits, S ,kilg, oy aot - Hizthet HS fay piote ‘Heeomyo&m'Flik&kadlwﬁmch:Ptsaybemm:x&mp!cmml
A Rerther authorsza PHS o provide ad 3 Sont i a0 any ingiv of izafiors 16 which { misy bo nssigned,

" { uncesstand matif} e applymg for Pt Live-dn” asay they wilj includs assig Juting which Eme | wil reside on the ient's promises at the direcion ol FHSfor 24-howr. perinds and Hal'| wil not be sckielly working or
onduiy et alt fmes during such assigerenis, - Soms “Livedin” assignments ae axempt from coverage under the Wage-Houriaw. During eny.assgnment that is not sxompt, | understand and aarea thatin recognitorn of my adiity to engage
o such namal prwu!e parnaits wiiils on the pramises aa mn \ slauping, wakivng wievision, aening 10 ho radio. madng doing pesonat laundsy, resing, end ol periads of persund timewhen I arm wmpiutay tetisved.of 1 cuties of can
ot thia 85 fesx R0y ey feams, ¢ Is ot e ,uninesih fomvath PHS W  Lhuriher
&nd 2groa !hat 58 e aychange from. ims w Hine, hatit my nw $ olvmk d-i‘er substantiaiy fom the numbsr ubme fwill mw an-appropriate sUpervisar ot PH& v,hsnewsr f sgmﬁcm diftstonce Hecuis 5o hat
" & few agremont can be raached for the cugmen'

| agree jo rapurt le e affice :.t the erd of aach assigement; it arroolonger avaiiable Jor watk; of & my avallablity 5:atue has changed.. ) Jither ungerstant Inal | caanol ba pald untit i gresent a slip:signed by bathy the cisnt and myselt 1o
the office,

{.corsly that the information hecein is domplote and frue and thak any matedat omission, or misrepresentagon, shall be sulficient cause Tor dismissal.

1-cordly that th and fully the job iption providad to mu with this applicalion and it ptad. dor employ Wit sbide by tha terms thereol.

Signawre: : v ; Date:

PLEASE CIRCLE ITEMS BELOW THAT APPLY:

Hours available for assignment: 73 3-11 11-7 Shify preference ___ Available Yor less for 8 hourshifis; Yes Mo Ifyes, indicate which hours:
Days available for assignment: Sat Sun WMon Tues. Wed Thurs Fri Availabie for Weekends or occasional weskends? Yes HNo It yes, how often
Assignments willing and qualified to perform DUTY PREFERENCE COMMENTS

Hospital Staff Yes No- :

Hospital Private Duty Yes No

Nursing Home Staif Yes No

Nursing Home Private Duty Yes No

Home Care Yes No,

Do you own a white Uniform which you can wear if employed by us? Yes ] No [}

Comments:

Interviewer:




Pre-Employment Authorization Form

Note:
I understand the information requested on this form is for the sole purpose of conducting a pre-employment
search and should be completed only by a candidate who has been offered (or is being considered for) a position
with the Company. In giving this consent, I understand that a consumer report, court records, driving records,
current and prior employment, personal references, education records, professional license records, social security
records, or workers’ compensation records may be requested and a search conducted to determine my suitability for
employment. (Workers’ compensation information will only be requested in compliance with the Federal
Americans with Disabilities Act (ADA) and/or other applicable state laws.) I further understand if employmeent is
denied in whole or in part because of information obtained-by my-employer or prospective empoyer from a
consumer reporting agency, I have the right to make a written request within a reasonable time to receive
information about the scope and nature of the search. I understand the information below regarding sex and date
of birth is requested for the sole purpose of gathering information accurately, and will not be used to discriminate
against me in violation of the law. A facsimile or photographic copy of this authorization shall be as valid as the
original.

I also authorize all of my former employers (including personal and business referencees or self-employment) to

provide any information they have regarding me, whether or not it is in their records. My authorization for
conducting this pre-employment search expires 90 days from the date indicated below.

Candidate’s Signature:
S

/ Date: \//

This information must cover at least five years. If more room is needed, please use the back of this form.

Last Name First Name Middle Name

M F
Maiden or Other Name Social Security # Date of Birth Sex
Current Address:
Street City State Zip
( )
County Yrs. In Residence Phone Number
Previous Address:
Street City State Zip
/ ' —
/ County Yrs. In Residence Phone Number
Priority Healthcare Services Fax: 865-588-2045 Phone: 865-584-4010
Requester=s Name Date

Tennessee Statewide Felony Record Other Statewide or County | County Criminal Record




- PRIORITY

HEALTHCARE SERVICES

Dear

One of your former employees has applied for temporary assignments as an employee of Priority Hearthcare Services of
Tennessee, Inc. We ask that you verify and complete this form at your earliest convenience and return it to our office. Our fax
number is 588-2045. Thank you for taking the time needed to complete this reference form.

Very truly yours,
Administrator/Manager
Name of App}icant X Social Security Number X
1, X V , release the above-named employer, Priority Healthcare Services, Inc.

And their agents and employees from any liability claims I may have which arise or result from any reference provided pursuant to
this authorization or any authorization or any authorized disclosure thereof.

1 further understand that by signing this release I authorize permission to Priority Healthcare Services, Inc. To not only
check my previous work history, but to also obtain a criminal background check by one or more law enforcement agencies. This
may include, but not be limited to Knox County Police and Sheriff=s departments. This information will be used in strict
confidence and only for the aid of decision making for employment purposes.

Signature X DateX

EVALUATION EXCELLENT GOOD FAIR POOR

Job Knowledge

Quality

Quantity

Attitude

Dependability

Punctuality

Dates of Employment

Reason for Leaving

Eligible for re-employment: Yes No If not, please explain

Comments:

Signature: Title:

Name of Company : Date:

1700 Liberty Street, Knoxville, Tn. 37921-6635 . (865) 584-4010 . Fax (865) 588-2045




PRIORITY HEALTHCARE SERVICES

Professional License/Abuse Registry Verification

Employee Name: / Social Security Number: /

Job Title: Department:

License Data:

License Number: ¥ Renewal Number: /
Issuing State: Expiration Date:
Verification:

The above listed license is valid:

App

Abuse Registry:

Verified by: Date Verified:

I have examined the license and/or Abuse Registry on the above individual and it matches the
individual name to the best of my knowledge:

Signature of individual verifying license and/or abusc registry Date

PHS 5/15/2008



JLERIERR

PRIORITY

Drivers Evaluation

Name on License: Tn. Drivers Lic. No.

Make & Year of Car License No.
Expiration Date
Auto Ins. Co. Policy No.

1.

How long have you been driving:
A 0 — 5 years

B 6-10 years

C Over 10 years

2. How many speeding tickets have you had in the last 5 years?
A 0
B 1-2
C 3-5
D Over 5

3. How many other moving violations have you had in the last 5 years:
A 0
B 1-2
C 3-5
D Over 5

4. How many automobile accidents have you been involved in?
A 0 ‘
B 1
Cc 2
D Over 5

5. Have you even been convicted of a DUI?
A Yes
B No

Signature Date:

1700 Liberty Street — Knoxville, Tennessee 37921-6635 — Tel: 865-584-4010 — Fax: 865-588-2045



