
First:
Last:

Street:
City: Zip:

Home:
Other:

Day: Month: Year:

Social Security Number:

Male: Female:

What languages do you speak?:

Relationship:

Phone #:

Relationship:

Phone #:

EMPLOYMENT APPLICATION FOR HOME CARE WORKER

Yes        No        If no specify:

Yes        No        If yes specify:

Allergies:

Seizures:

Yes        No   If no specify:

Yes        No   If no specify:

Personal Information

Name

Address

Phone

Email

DOB

SSN

Gender

Language

Emergency
Contact

Employment Eligibility

Medical Information

Allergies

2nd Initial:

Apartment:
State:

Cell:

Email:

Name & Phone Number of person to contact in the event of an emergency:

Contact Name 1:

Address:

Contact Name 2:

Address:

Are you eligible to work in the United
States?
Have you been convicted of or plead
nolo to a felony in past 10 years?

Job/Employment Application for Direct Care Worker

R E S T  A S S U R E  H O M E  C A R E



PRE-EMPLOYMENT BACKGROUND CHECK AUTHORIZATION

R E S T  A S S U R E  H O M E  C A R E

I,                                                                                         , understand that as part of the
employment process, Rest Assure Home Care needs to complete a background check on
me regarding:

 Criminal record
 Sex and violent offenders record
 Employment verification
 Education verification
 License verification

1.
2.
3.
4.
5.

6.   Motor vehicle records
7.   Personal/professional reference verification
8.   Medical suitability
9.   Drugs
10. Child abuse, if indicated

I authorize all federal and state agencies, persons and organizations that may have
information relevant to this research to disclose such information to Rest Assure Home
Care or it's authorized agent(s).
I understand that this authorization is to be part of the written and signed employment
application.
I also understand that I do not have to give authorization for a background check but if I
don't give permission, my employment application will not be processed further.
I understand that I have specific rights under the federal Fair Credit Reporting Act (FCRA)
and may have additional rights under relevant State law.
I further authorize that a photocopy of this authorization may be considered as valid as
the original.
I hereby certify that all statements on this form are true and correct to the best of my
knowledge and belief. I understand that employment with Rest Assure Home Care is
contingent upon successful completion of a background check.

Signature Date Phone No.

Full Name:

Former Name(s) and Date(s) used:

Current Address:

Pre-Employment Background Check Authorization



Governing Body, On-Site Manager/Administrator/Home provider, Director and Supervisor.

Experience or related experience
Must be 21 years of age
Current valid driver's license
Current CPR/First Aid Certificate
Current Physical Examination
Current Negative TB Screen
Satisfactory Fingerprint and Criminal Record Check

Basic meal preparation
Provision of transportation services; escort
Housekeeping
Home safety
Handling emergencies
Infection control

JOB DESCRIPTION: COMPANION SITTER



The person to fill this position requires the ability to read, write and follow instructions. Also,
the individual must complete training or pass competency assessment, as appropriate, for
understand the needs of population served.

Responsible to:

Education and Experience:

Duties and Responsibilities:
The job duties pertaining to this position entails the following tasks:

Employee Signature:

Date:

Administrator's Signature:

Date:

Job Description: Companion/Sitter



Georgia License Registered Nurse
First Aid/CPR
BLS Certified
Signed statement of history of no misconduct
Clean criminal background check
Negative TB test
Completion of orientation training
Ability to read and write in English
Ability to follow verbal and written instructions

Take verbal orders
Participation in the development and implementation of the service plan for clients
receiving nursing services
Regularly assess the needs of clients receiving nursing services
Medication administration teaching
Monitoring medication
Complete service plans
Supervise CNAs, PCAs and nurses
Train new staff/conduct orientation training
Supervise management of records
Investigate incidents/accidents/grievances

JOB DESCRIPTION FOR REGISTERED NURSE



Name:

Position: Nurse

Qualifications

Duties and Responsibilities:

Employee Signature:

Date:



R E S T  A S S U R E  H O M E  C A R E

Confidentiality & Non-Disclosure Agreement

I understand that it is my legal and ethical responsibility to protect the security, privacy,
and confidentiality of all client records, Agency information and other confidential
information relating to the Agency, including business, employment and medical
information pertaining to clients, their families and employees.
 I will only discuss confidential information during the performance of my duties and
only for job related purposes and shall take caution to ensure such conversations are
not within hearing range of anyone who is not entitled to have this information
I shall respect and maintain the confidentiality of all discussions, conversations, and
any other information generated while providing service to clients in connection with
individual client service, risk management and/or peer review activities.
I shall not disclose the content of any discussions, deliberations, client records, peer
reviews or risk management information, except to persons authorized to receive such
information, while conducting Agency business.
I shall only access or distribute client care information when executing my job duties or
when required to do so by law.
I will only access records on a "need-to-know" basis in the performance of my duties.
I will not share my Login or User ID and password for accessing electronic records with
anybody. If I believe someone else has used my Login or User ID and/or password, I will
immediately notify the Supervisor.
I will only use mobile computing devices, with Agency approval, AND providing they are
encrypted with an approved data encryption solution before using them for any
Agency-related business. I understand that I may be personally responsible for any
breach of confidentiality resulting from unauthorized access due to hacking or other
means to Agency information stored on my unencrypted device
I understand that the Agency will undertake measures to determine if client and
employee records have been accessed without authorization.
I understand that state and federal laws/regulations governing a client's right to
privacy, the illegal or unauthorized access or disclosure of client's confidential
information may result in disciplinary action up to and including immediate
termination from my employment and possible civil fines and criminal sanctions.
I understand that I am obligated to maintain these confidentialities after my
employment with this Agency ceases.

I acknowledge that:

1.

2.

3.

4.

5.

6.
7.

8.

9.

10.

11.

I hereby acknowledge that I have read and understand the above-mentioned information
and that my signature below indicates my agreement to comply with these terms.

Signature Date



R E S T  A S S U R E  H O M E  C A R E

Administrator's or Representative's Name Administrator's or Representative's Signature

Caregiver's Name Caregiver's Signature

Date:

Date:

Assessment: Caregiver Skills Assessment



R E S T  A S S U R E  H O M E  C A R E

Hepatitis Exposure Reporting

IF AN EXPOSURE OCCURS

What should I do If I am exposed to the blood of a patient?

Immediately following an exposure to blood: Wash needlesticks and cuts with soap and
water. Flush splashes to the nose, mouth, or skin with water, irrigate eyes with clean water,
saline, or sterie irrigates. No scientific evidence shows that using antiseptics or squeezing
the wound will reduce the risk of transmission of a bloodborne pathogen. Using a caustic
agent such as bleach is not recommended.

Report the exposure to the agency and/or department (e.B., occupational health, infection
control) responsible for managing exposures. Prompt reporting is essential because, in
some cases, post exposure treatment may be recommended, and it should be started as
soon as possible. Discuss the possible risks of acquiring HBV, HV, and HIV and the need for
post exposure treatment with the provider managing your exposure. You should have
already received hepatitis B vaccine, which is extremely safe and effective in preventing
MBV infection.

It is the obligation of all Rest Assure Home Care LLC employees to report known exposure
to tuberculosis AND hepatitis.

Signature Date

HEPATITIS EXPOSURE REPORTING



R E S T  A S S U R E  H O M E  C A R E

Hepatitis Exposure Reporting

clothes
drinking glass
eating utensils
handshake
toilet
other surfaces

You may have been exposed to TB bacteria if you spent time near someone with TB
disease. The TB bacteria are put into the air when a person with active TB disease of the
lungs or throat coughs, sneezes, speaks or sings. You cannot get TB from:

If you think you have been exposed to someone with TB disease, you should contact your
doctor or local health department about getting a TB skin test or a special TB blood test
immediately. Be sure to tell the doctor or nurse when you spent time with the person who
has TB disease.

It is important to know that a person who is exposed to TB bacteria is not able to spread
the bacteria to other people right away. Only persons with active TB disease can spread TB
bacteria to others. Before you would be able to spread TB to others, you would have to
breathe in TB bacteria and become infected. Then the active bacteria would have to
multiply in your body and cause active TB disease. At this point, you could possibly spread
TB bacteria to others.

People with TB disease are most likely to spread the bacteria to people they spend time
with every day, such as family members, friends, coworkers, or schoolmates.

Some people develop TB disease soon (within weeks) after becoming infected, before their
immune system can fight the TB bacteria. Other people may get sick years later, when their
immune system becomes weak for another reason. Many people with TB infection never
develop TB disease.

It is the obligation of all Infiniti Rest Assure Home Care LLC employees to report known
exposure to tuberculosis AND hepatitis.

Signature Date

TB Exposure Reporting: What to Do If You Have Been Exposed to TB



R E S T  A S S U R E  H O M E  C A R E

Confidentiality & Non-Disclosure Agreement

CONFIDENTIALITY & NON-DISCLOSURE AGREEMENT

medical history;
mental, or physical condition;
treatments and medications;
test results;
Conversations;
financial information; and,
household possessions.

contact information i.e. telephone number(s); address, email address;
names of spouse and/or other relatives;
Social Security Number;
performance appraisal information;
health status and treatments; and,
other information obtained from their personnel files which would be an invasion of
privacy e.g.:

Date of Birth;
Place of Birth
Traditional password identifiers
Bank account numbers
Income tax records
Driver's license numbers
Credit card numbers
Passport numbers

client lists;
Security data and credentials such as passwords,
any information that, if released, could be harmful to the Agency; and,
any financial information including accounts receivable, accounts payable and payroll.

It is the responsibility of all Agency employees to preserve and protect confidential Agency,
client and employee medical, personal and business information and, thus, shall not
disclose such information except as authorized by law, client or individual.

Confidential Client Information includes, but is not limited to any identifiable information
about a client's and/or his/her family including, but not limited to:

Confidential Employee information includes, but is not limited to:

Confidential Business Information
Confidential business information includes, but is not limited to:



R E S T  A S S U R E  H O M E  C A R E

Credibility Statement

CREDIBILITY STATEMENT

I,                                                                                         , have never been shown by credible
evidence (e.g. court or jury, a department investigation or other reliable evidence) to have
abused, neglected, sexually assaulted exploited or deprived any person or to have
subjected any person to serious injury as a result of intentional or gross negligent
misconduct.

Employee's Signature Date

agency Representative and Title Date



R E S T  A S S U R E  H O M E  C A R E

Date of Birth:                                                         Social Security Number:

Current Driver's License:                                                   State:

List any other cities, states and dates of residency during the last 10 years (Use back of
sheet if necessary).

City                                      State:                 From: Month/Year             To: Month/Year

Job/Employment Background Check Authorization



Diploma:
Certificate:
Degree:
Other:
Other:

Do you have current First Aid Certification (State Level):

Restrictions

List any work limitations that you may have and briefly describe:

Education

Formal

Informal

Work
Limitations

Availability for Work

Expiry Date:

Have you taken a Food Safety course?

Hearing:

Speech:

Lifting:

Health:

Physical:

Emotional:

Other:

Job/Employment Application for Direct Care Worker

R E S T  A S S U R E  H O M E  C A R E

Do you have current CPR? Expiry Date:

Other:

Other:

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

Hours &
Days

Available
for Work

Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

Full-time                 Part-time                 Short-notice                Split Shift 
From:
From:
From:
From:
From:
From:
From:

To:
To:
To:
To:
To:
To:
To:

What is your start availability date?

Minimum
numbers of
hours you will
work in one
day?
Maximum
numbers of
hours you will
work in one
day?



Yes         No       Explain:

Do you have a valid Driver's License?

Type of Work Seeking

Type of
Position(s)
Preferred

Clients Not
Willing/Able
to Work With

Duties Not
Willing/Able
to Perform

Experience

Employment Eligibility

Driver's
License

Companion

Live-in care usually requires you to be in a client's home continuously for 3-4
days at a time every week. Indicate which shifts you will accept:

Job/Employment Application for Direct Care Worker

R E S T  A S S U R E  H O M E  C A R E

Personal Care Aide(PCA) CNA           LPN           RN
Live-in          Other:

Weekdays (Mon a.m. to Fri a.m. Weekends (Sun a.m. to Mon a.m.
Dementias/Alzheimer's
Smokers
Mental Retardation
Behavioral Disorders
Elderly (over 65)
Children
Other:

Physical Disabilities
Pets
Females
Males
Client use of marijuana for medicinal purposes
HIV Positive/Aids

Bathing
Grooming
Oral Care
Dressing
Bowel Care
Bladder Care
Feeding
Ambulation

Housekeeping
Laundry
Meal Preparation
Shopping
Transportation
Medication Reminding
Friendly Reassurance Phone Call/Home Visit
Other:

Bathing/Showering
Grooming
Personal Hygiene
Dressing
Bowel Care
Bladder Care
Feeding
Ambulation
Toileting

Indicate which of the following you have experience in:
Housekeeping
Laundry
Meal Preparation
Shopping
Transportation
Medication Reminding
Friendly Reassurance Phone Call/Home Visit
Socialization
Other:

Type Private Vehicle Bus Bike           Other:

Assignment
Location

Are you restricted in the geographical location you are willing/able to work?



Are you willing to transport clients in your private vehicle?
Do you have adequate vehicle insurance?
Are you willing to drive a client's vehicle?
Are you willing to escort a client in their own vehicle?
Are you willing to escort a client on public transportation?
Comments:

Reference Information - 5 Years absent of resume
Attach additional sheet of paper for additional references

Transporting
Clients

Work Related
#1

(Last
Position)

Have you ever been investigated for abuse, neglect or domestic violence? if "yes",
explain:

Job/Employment Application for Direct Care Worker

R E S T  A S S U R E  H O M E  C A R E

Yes

Abuse Investigation

No

Company Name:
Address:
Phone No./Email Address:
supervisor's Name:
Position Held:
Length of Employment:
Reason for Leaving:

Company Name:
Address:
Phone No./Email Address:
supervisor's Name:
Position Held:
Length of Employment:
Reason for Leaving:

Company Name:
Address:
Phone No./Email Address:
supervisor's Name:
Position Held:
Length of Employment:
Reason for Leaving:

Work Related
#2

(2nd Last
Position)

Work Related
#3

(3rd Last
Position)



Job/Employment Application for Direct Care Worker

R E S T  A S S U R E  H O M E  C A R E

Company Name:
Address:
Phone No./Email Address:
supervisor's Name:
Position Held:
Length of Employment:
Reason for Leaving:

Company Name:
Address:
Phone No./Email Address:
supervisor's Name:
Position Held:
Length of Employment:
Reason for Leaving:

Name:
Address:
Phone No./Email Address:
Nature of Friendship (friend, co-worker, family, etc)
(Other than relative)

Work Related
#4

(4th Last
Position)

Work Related
#5

(5th Last
Position)

Name:
Address:
Phone No./Email Address:
Nature of Friendship (friend, co-worker, family, etc)
(Other than relative)

Personal
#1

Personal
#2

I certify that, to the best of my knowledge, the answers given are true and complete and that are
purposeful misrepresentation may result in rejection of my application. I authorize investigation of all
statements contained in this application, as required. Additionally, I authorize former employers,
references and any other individual/organizations to provide information to Rest Assure Home Care,
LLC and I hereby release and discharge any of the above and Rest Assure Home Care, LLC from any
liability of any kind or nature. I also understand that it is my responsibility to keep such information
current and accurate by updating it as often as necessary.
I agree to a physical examination, if requested and understand that failure to meet any medical and/or
health requirements for the position may prevent my employment with the Agency. I also understand
that employment, for certain positions, may be conditional upon successful completion of a substance
abuse screening test and a criminal background check.
If further understand that, if hired, I may be required to provide proof that I am a citizen of the United
States or proof that I am currently authorized to work in the United States.

Applicant's Signature Date



      Date                    Hours       Instructor's                                                                Topics
                                                      Initials

   TOTAL HRS 2                                                  

R E S T  A S S U R E  H O M E  C A R E

DOCUMENTATION OF ORIENTATION

Employee Signature:                                                                                                              Date:                                                             

Agency Trainer Signature:                                                                                                      Date:

SCOPE OF SERVICES

TYPES OF SERVICES OFFERED

CLIENT'S RIGHTS & RESPONSIBILITIES

COMPLAINTS & RESOLUTIONS

JOB DESCRIPTION & RESPONSIBILITIES

INFECTION CONTROL
REPORTING EXPOSURE TO TB, HEPATITIS & OTHER COMMUNICATIVE
DISEASES

      Date                    Hours       Instructor's                                                                Topics
                                                      Initials

REPORTING CLIENT PROGRESS & PROBLEMS

PROCEDURES FOR HANDLING EMERGENCIES
PROCEDURE FOR HANDLING INCIDENTS THAT AFFECT DELIVERY OF
SERVICES
CLIENT SERVICE PLAN AND RIGHTS

   TOTAL HRS 4                                            
      Date                    Hours       Instructor's                                                                Topics
                                                      Initials

HOME CARE AGENCY WRITTEN POLICY & PROCEDURES

UNDERSTANDING CARE PLAN

SKILLS INVENTORY

DEMO OF TASK COMPLETED

BLOOD BORNE PATHOGENS

BACK SAFETY

VISIBLE SIGNS OF ILLNESS

VITAL SIGNS

NUTRITION
















