ON CALL HEALTHCARE PROFESSIONALS LLc

1900 ROUTE 70 SUITE 9 MANCHESTER, N4 08759
Phone 732-657-4400 Fax 732-657-4411

CLEASE SEND BACK OR HA VE AVAILABLE TO copy

THE FOLLOWING WITH YOUR APPLICA TION

DRIVERS LICENSE

SOCIAL SECURITY CARD

CURRENT PPD OR X-RAY RESULTS

" 2 STEP PPD

TITERS (RUBELLA, MUMPS, MEASLES) ACTUAL LAB RESULTS
CURRENT PHYSICAL (WITHIN THE LAST 18 MONTHS)
PROOF OF CAR INSURANCE

CERTIFICATION OR LICENSE (WHICHEVER APPLIES)

THANK YOU AND WELCOME TO ON CALL

LPR




ON CALL HEALTHCARE PROF ESSIONALS LLc

1900 ROUTE 70 SUITE 9 - MANCHESTER, NJ 08759

Phone 732-657-4400 Fax 732-657-4411
DATE
————'_‘——,—_ﬁ
NAME
ADDRESS

CITY/STATE/zZip

CELL PHONE HOME PHONE
B
SOCIAL SECURITY #
".PLEASE CIRCLE PN C.INA. RN CHHA CMA
LICENSE # EXP. DATE
£ _—
LICL:NSE-{SSU[NG AUTHORITY OR BOARD

NAVE YOU EVER BEEN ACCUSED OF OR CONVICTED OF ABUSE OR NEGLIGENCE OF A PATIENT yes/no
DATE / BOARD ACTION

—

HAVE YOU EVER BEEN CONvVICTED OF AMOTOR VEHICLE CRIME ves/no
DATE / RESULTS

PLEASE LIST PREVIOUS EMPLOYER FIRST--— NAMES AND ADDRESSES OF ALL INSTITUTIDNS, PATIENTS
AND AGENCIES WORKED FOR WITHIN THE ONE YEAR PERIOD PRECEDING THE DATE OF THE
APPLICATION. PLEASE STATE REASON FOR LEAVING AND SU PERVISORS NAME THAT WOULD HAVE
DIRECT KNOWLEDGE OF WORK PERFORMANCE.

ONLY LISTUPTO 5 PREVIOUS EMPLOYERS IF MORE THAN 5 IN THE PAST YEAR




2)
ave o ——————

ADDRESS & PH_#

SUPERVISOR AND REASON FOR LEAVING

ADDRESS & PH.2

SUPERVISOR AND REASON FOR LEAVING

a)
NAME

ADDRESS &PH.#

SUPERVISOR AND REASON FOR LEAVING




5.
NAME

ADDRESS & PH.4

SUPERVISOR AND REASON FOR LEAVING

EMERGENCY CONTACT PERSON: — .
PH. #

NAME ADDRESS AND INSURANCE POLICY OF MALPRACTICE INSURANCE CARRIER IF

APPLICABLE\\

I hear by authorize On calj Health Professionals to reguest and receive any
employers, not limited to those on this application.

SignaturE\‘\_\‘Dat‘?__/__J__ﬁ_

and all information from past




ON CALL HEALTHCARE PROF ESSIONALS LLc

1900 ROUTE 70 SUITE 9 MANCHESTER, NJ 08759
Phone 732-657-4400 Fax 732-657-4411

L. Have you ever been convicted of, or entered a plea of guilty, no contest, or had a
withheld judgment to a felony?

B. If yes please explain:

2. Have you had any accidents during the past three vears? How Many?

(W8]

Have you had any moving violations during the past three years? How many?

PLEASE NOTE: It is important that you complete all parts of the application. If your
application is incomplete or does not clearly show the experience and/ or training required, your

application may not be accepted. If you have no information to enter in this section, please write
N/A.




Education

Years Degree or
Location (mailing address) &

Completed Diploma
_ High School :

_ College or Business/T: rade

Have you even been in the Armed Forces?

Date entered

Are you now a member of the National Guard? 0 Yes

— -
Specialty

L

0 No Discharge date




Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

- 5 E . s : ’ OMB No. 1613-0047
U.S. Citizenship and Immigration Services Expires 03;31 ,2.;“9'

B START HERE: Read instructions carefully before completing this farm. The instructions must be available, either

during completion of this form. Employers are liable for errars in the completion of this form.
ANTI-DISCRIMINATION NOTICE: Itis llegal to discriminate against work-authorized individuals. Employers CANNOT specify which
documani(s) an employee may present to astablish employment authorization and identity. The refusal to hire or continue te emplay
an individual because the documentation presented has a futurs expiration date may also constitute illegal discrimination.

[Section 1. Employes information and Attestation {Empioye
[H?an'fhe first day of employment, but not before accepting a job offer.)
Last Name (Family Name)

in paper ar electronicaliy,

eS8 must complete and sign Section 1 of Form I-8 no later

{ \ [ First Nams (Given Name) l Middle Initiz ] Other Last Names Usad {if any)
i
| | L S
| Address (Street Number and Nemej { Apt. Number | City or Town State ZIP Code
1 {
| |
: ! ! ool
Date of Birth (mmiddivyyy)  |Us. Socizl Security Number r Employes's E-mazil Address Emplcyee’s Telephone Number

|
I am aware that federal law provides for imprisonment and/or fines for false statements or use of talse documents in
connection with the completion of this form.
P attest, under penalty of perjury, that | am {check one of the following boxes):
P —
{__J 1. A cilizen of the Unitad Siztes
— .. - . It o — t
|} 2. A noncitizen national of the United States (See insiruciions)
i G 3. A lawiul permanent resident (Alier Registration Number/USCIS Numberj: |
! N
{ 4. An glisn authorized to work  until {expiration date, i 2pplicablz, mm/ddfyyvy): | ]
iration dsic Jeld. /Sas instriptnne . 2Z——————
Some alizns may write "N/A" in ihe expiration dzis fisld. (See insiructions)

1s authorized lo work musi provide only one of ths following document numbsrs io complzie Forrn |-g:
in Allen Registretion Mumber/USCIS Mumber OF Form I-24 Adm

imission Number QR Foreign Passport Number, |

s

- Alien Regisiraiion Mumber/USCIS Number:
OR

. Form -84 Admission Number: i
OR |

. Forsign Passpart Number:

"

()

C
[

ountry of Issuzanca:

|

- Signature of Employes | Today's Date (mm/ddyyy) i
| |

‘Preparer and/or Transiator Certification (check one):
!D | did not use 2 preparer crtranslator, D A preparer(s) and/or irznslztor(s) assisted the employes in completing Szction 1.

' {Fields below must be completed and signed when preparers and/or fransiators assisf an employes in completing Seciion 1. J
.! attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that
iknowlzdge the information is frus and correct.

; ; Todav P
| Signaturs of Preparer or Transiator | Today's Date (mm/ddivyyy)
i :

to the best of my

| Lzst Name (Family Name) | First Namz (Given Nams)

P =
| Address (Strast Numbsr and MName) ICity or Town




Employment Eligibility Verification USCIS
Department of Homeland Security Form -9

oy e . e OMB No. 1615-0047
U.S. Citizenship and Immieration Services Expires 08/31/2010

‘Section 2. Employer or Authorized Representative Review and Verification

Q{Emp!oyers or their autharized represeniative must complete and sign Section 2 within 2 business days of lhe employee’s first da vy of employment. You

imust physically examine one document-irom List A OR a combination of one document from List B ang one document from List G as fisted on the "Lists
|07 Acceplable Documents. N,

. . Last Name (Family Name] First Name (Given Name) RN Citizenshioflmmigration Staius
Employee Infa from Section 1 '
List A OR List B AND ListC
ldentity and Employment Authorization identity Employment Autharization
: Document Title I T Document Title Document Title

issuing Authority Issuing Avtharity

! Document Numbar i Document Number Document Number
Expiration Bate (F any)(mm/ddinamy) Expirztion Date (if anyj(mm/dddyyy, |

1
! lssuing Authority
{

| Expiration Date (i anyj(mm/ddsyyyy)
e i
| Dacument Title |
i
/
|

Iszuing Autherity

i

| | Additional Information

|
Document Number |

| Eupiration Data i anyl{mm/dalyrmy)

Documant Title

| | - '
1 - — = | !
| Issuing Authority | ‘ ﬁ | |
. ‘ : s

i ¢

| Document Mumbsr P 2}
i |

niratior: Dais (if anyj(mm/ddivyyy)

Certification: | attest, under penalty of perjury, that (1) | have examinead the document(s) present

(2} the above-listed document(s) appezar {o be genuine and o relate to the employes named, and
employee is authorized to work in the United States.

ed by the above-named employes,
(3) to the best of my knowledge the

The employes's first day of employment (mm/ddryyyy): (See instructions far exempiions)

| Signaturs of Emplover or Authorized Representative | Teday's Dste (mm/ddfnny)
i
I
1

L -
{ Lzst Wame of Emplayer or Authorized Represeniative {;—’irsa Name of Employer or Authorized Regrasentative ‘

Title of Employar or Aulhorized Repraseniative

Employer’s Businzss or Organization Nams

H

State 7P cods

T L o
{ Emaloyer's Businass or Crgznization Addrass {Sirest Numbsr 2nd Mamg) | City or Town
! 1
| |
! 1

]

‘Bection 3. Reverification and Rehires (To be completed and signed by employer or suthonzed representalive.)
w Nams (i applicable) B.

] Daie of Rehira if applicable)
st Nams (Family Name) | Eirst Nams (Given Nzmeg) etz Initiz] Cate (mm/dd/yyyy)

iC. ¥ the employse's oravious grant of employment zutherization hes sxoiraq, pravids ihe information for tha document or ra
|=ontinuing employment zutherization in the space provided balow,

c2ipt that establishes |

i - n g .
Expirztion Date {ifany) {mm/ddhnssy)

i Dacumant Title q Documeni Number
! i

| | |

1 atiest, under penalty of perjury, that io the hest of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear io be genuine and io relate to the individuzl.

2
|

gnaiure of Employer or Authorized Rsprasentati | Todzy's Daie (mm/gdsinyy) MNamz of Emplover or Authorizad Raprasentziive




LISTS OF ACCEPTABLE DOCUMENTS
All documents must he UNEXPIRED

Employees may present one selection from List A

or & combination of one selection from List B and one selection from List C.

I LIST & LISTB LiIsTC
! Documents that Establish Documenis that Establish Documients that Establish
! Soth ldentity and identity Employment Authorization
| Employment Authorization QR AND
s Passport or U.S. Passport Carg 1. Driver's license or 1D card issusd by 2 1. A Social Security Account Number
; ; = 5 e or ouilyin si fthe i i e of
2. Permanent Resident Card or Alien Sla}tc i pc‘:-ssei e f] .m ::arq, uni_ess e .ca?_rd ncludes one of
Registration Receipt Card {Form I-551) Unibed Siafes provided Tt conisint 2 ' the following restrictions:
{ = j PhOiOQrﬁPh or }f@fmamn suchias (1} NOT VALID FOR EMPLOYMENT
. ) — — name, date of birth, gender, height, sye |
| 3. Foreign passpori that contzins a coler, and addrass { (2} VALID FOR WORK OMLY WITH
. temporary 1651 stamp or temporary ’ INS AUTHORIZATION
1 +
1-551 printed notation on a machine- issued by fedse i a .
1_ i printed not _ 2. ID card zssti d by .fsdcraf, s_m_a_ie ar local (3) VALID FOR WORK ONLY WITH
; readable immigrant visa government 2gancies or entities, ‘oA I
o e B ) £ DHS AUTHORIZATION
. S provided it coniains a photograph or
| % Employment Authorization Document infarmation such as name, daie of birth, | 2. Certification of report of birlh Ssusd
ina: canizins a photograph (Form | gender, heighi, eye color, and address | by ihe Depariment of State (Forms
1-758) i | DS-1350, FS-545, FS-240)
' 13. School ID card with 2 photograph -
5. For a nonimmigrant alien authorized | 3. Original or cariified copy of birth
i to work for a specific employer 4. Voler's regisiration card certificate issusd by a Sizie,
I because of his or her siatus: 5. U.S. Military card or draft record county, municipal authority, or i
| . U.S. Wiilitary card or drafi record . g 5 X
| a. Foreign passport; and ;E_r;';;g f;!h; l_]gliledalsgates
| = . Milit g ndent's |D carg = 2N Oflicigl se
i b. Farm 1-94 or Farm I-94A that has i 6. Miltary dependent's 1D card _
i the following: | |7. U.S.Coast Guard Marchant tariner 4. Netive American tribal document
gy = e P 11 oy e C=rel G a
! (1) The same name as the pessport; Cerd _| 5. U.S.Citizen ID Card (Form 1197,
§ ane . . . - 2 h
: 18. Native American tribal documern: I g _ i
(2) An endarsement of the alizr's ! 8. Ideniification Card for Use of
nenimmigrant status zs long as {9. Driver's licenss issged oy = Canadian Fl?si-jent Citizen in the United
that period of endorsement has governmsnt authority States (Form I1-179)
not yet expired and the | = - =
! proposed employment is not in For persons under age 18 who are | I. tmﬂiﬁym?p: authonz‘anon
cenflict with any restrictions or unable to present a document | SDCL_“'T‘G”‘ issued by ihe .
| limitztions ideniifiad on the form. listad above: epariment of Homeland Security
= fre oo e L sy : : i
A F.?SSDD'L."?T o Fe?&ral“d THiEs ol 10. School record or report card
3 iicronesia (FSM) or the Republic of
i the Marshall Islands (RMI) with Form 11. Clinic, doctor, or hospital record
[-94 or Form [-94A indicating
nonimmigran admission under the 12. Day-care or nursery schooi record
Compact of Frez Association Bsiwesn
the United States and the FSM or RM!

Examples of many of these documents appear in Part 13 of the Handbook for E

mployers (M-274).

Refer to the instructions for more informaticn about accepiabie receipts.

Form 19 0711717 N




Form W-4 (2019)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
WWW.irs,gov/Form\W4.

. =
Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider
completing a new Form W-4 each year and
when your personal or financial situation
changes.

Exemption from withholding. You may
claim exemption from withholding for 2019
if both of the following apply.

® For 2018 you had a right to a refund of all
federal income tax withheld because you
had no tax liability, and

® For 2019 you expect a refund of all
federal income tax withheld because you
eXpect to have no tax liability.

if you're exempt, complete only lines 1, 2,
3,4, and 7 and sign the form to validate it.
Your exemption for 2019 expires February
17, 2020. See Puh. 505, Tax Withholding
and Estimated Tax, to learn more about
whether you qualify for exemption from
withholding.

General Instructions

If you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowances you claimed and may not be a
flat amount or percentage of wages.

You can also use the calculator at
WWW.irs.gov/W4App to determine your
tax withholding more accurately. Consider

using this calculator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income not
subject to withholding outside of your job.
After your Form W-4 takes effect, you can
also use this calculator to see how the
amount of tax you're having withheld
compares to your projected total tax for
2019. If you use the calculator, you don’t
need to complete any of the worksheets for
Form W-4.,

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return. If you have too little tax
withheld, you will owe tax when you file your
tax return, and you might owe a penalty.

Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you're married filing jointly and
your spouse is also working, read all of the
instructions including the instructions for
the Two-Earners/Multiple Jobs Worksheet
before beginning.

Nonwage income. If you have a large
amount of nonwage income not subject to
withholding, such as interest or dividends,
consider making estimated tax payments
using Form 1040-ES, Estimated Tax for
Individuals. Otherwise, you might owe
additional tax. Or, you can use the
Deductions, Adjustments, and Additional
Income Worksheet on page 3 or the
calculator at www.irs.gov/W4App to make
sure you have enough tax withheld from
your paycheck. If you have pension or
annuity income, see Pub. 505 or use the
calculator at www.irs. gov/W4App to find
out if you should adjust your withholding
on Form W-4 or W-4P,

Nonresident alien. If you're a nonresident
alien, see Notice 1392, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before completing this form.

Specific Instructions
Personal Allowances Worksheet

Complete this worksheet on page 3 first to
determine the number of withholding
allowances to claim.

Line C. Head of household please note:
Generally, you may claim head of household
filing status on your tax return only if you're
unmarried and pay more than 50% of the
costs of keeping up a home for yourself and
a qualifying individual. See Pub. 501 for
more information about filing status.

Line E. Child tax credit. When you file your
tax return, you may be eligible to claim a
child tax credit for each of your eligible
children. To qualify, the child must be under
age 17 as of December 31, must be your
dependent who lives with you for more than
half the year, and must have a valid social
security number. To learn more about this
credit, see Pub. 972, Child Tax Credit. To
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line E of the worksheet, On
the worksheet you will be asked about your
total income. For thig purpose, total incocme
includes all of your wages and other
income, including income earned by a
Spouse if you are filing a joint return.

Line F. Credit for other dependents.
When you file your tax return, you may be
eligible to claim a credit for other
dependents for whom a child tax credit
can’t be claimed, such as a gualifying child
who doesn’t meet the age or social
security number requirement for the child
tax credit, or a qualifying relative. To learn
more about this credit, see Pub. 972. To
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line F of the worksheet. On
the worksheet, you will be asked about
your total income. For this purpose, total

----------------------------- Separate here and give Form W-2 to your employer. Keep the worksheet(s) for your records. oo

o W=4]

Depariment of the Treasury
Internal Revenue Service

Employee’s Withholding Allowance Certificate

P Whether you're entitled to claim a certain numbe
subject to review by the IRS. Your employer may b

r of allowances or exemption from withholding is
e required to send a copy of this form to the IRS,

OMB No. 1545-0074

2019

1 Your first name and middie mitial

! Last name

2 Yoursocial security number

Home address (number and street or rural rout

| 3 DSingle

i:l Married

[ Married, but withhoid at higher Single rate.

| Notet If married filing separately, check “Married, but witnhold at higher Single rate.”

City or town, state, and ZIP code

5  Total number of allowances you're claiming (from the applicable worksheet on the following pages) . . . . | 5
withheld from each paycheck
7 lclaim exemption from withholding for 2019, and |

[=2]

Additional amount, if any, you want

| 4 If your last name differs from that shown on your social security card,
check here. You must call 800-772-1213 for a replacement card. B -

If you meet both conditions, write “Exempt” here .

certify that | meet both of the following conditions for exemption.
° Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

S

> 7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Employee's signature
(This form is not valid unless you sign it.) »

Date »

8 Employer's name and address (Employer: Com

plete boxes 8 and 10 if sending to IRS and complete

boxes B, 9, and 10 if sending to State Directory of New Hires.)

9 First date of
employment

J 10 Employer identification
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4.

Cat. No. 102200

Form W-4 (2019)




HEALTHCARE INSTITUTION APPLICANT REFERENCE FORM

Pursuant to the Health Cara Professional Responsibility and Reporting Enhancemant Act (HCPRREA) (P.L,2005,083, effective
2005) Which enables health care entities to exchange certain information regarding health care professionais(z) and in the
interest of verifving such information, this form seeks information rega rding the health care professional named below. Upon
inquiry from a haalth Care entity about a current ar farmerly employed hezith care professional health cate entities must
orovide the following information about that health care professional {ses MNJ.S.A..525:2H-12.7 ): {hjck performance as it
refates to patient care based upon job performance evaluations (2)eligibility for ra employment at the health care entity;
[3ireason for separation far a formerly employed health care professions| and (4} capies of any notifications ang supporting
Jocumentation sent to the New Jersey Division of Consumer Affairs(DCA), the medical practitioner raview panel, 3 professional

or occupatianal licensing board of the DCA within seven years preceding the date of this inguiry (N1.S.A. 28:2H-12.2a3 and
12.2h)

nstructions: This reference form was designed so that employers would gain the protections of the State of
Care Professional Responsibility and Reporting Enhancement Act (HCPRREA)
‘We will gather information abouyt your emplayment within the past seven vears.

New Jersay Health

70 BE COMPLETED BY APPLICANT

Please print full name:
Other name employed unﬁar:N

| orovided care tg cfientsfpatientslresidents? VEs No

CERTIFICATION aND WAIVER

I certify that all information | will provide is true, comglets, 2nd corract. Any information providsd found
Or misreprasented in any respect, will be sufficient cause to cancsl further consideration of this applicati
erminate me from the employer's service, whenaver it is discoverad,

to be falss, incomplaie
on, or immediately

! euthorize and request that my former/current employer, listed cn this Torm, completz the farm where indicated and release
any additional information about my job performance that they may have upon raceiving a furthar inguiry, My siznature
indicates my approval for this process and far the ralease ot any such information reguestad during the refarencea. | waive all
claims, any right of action, cause of action or other msans of redress ralated 1o both the comaletion of this form by my
tormar/current employer and any further disclosure of information 2bout me and | ralease all prior emplo
information is obtained from any and all lizbility for damazas of whatever kind or naturs which may
Eccount of comeliance, or any attempts to comply, with this authorization.

Yers from whom such
2L any time result to me on

I undarstand that the brospective employer does not unlawfully discriminate in =mployment and that no question will be usad
far the purpose of fimiting ar excusing any anplicant from considzration for employment on 3 basis prohibited by applicable
local, state, or federal lave. Finally 1o the extent that | have signed with my pricr employer any document by which the prior
employer promised not 1o disclose infarmation requested on this farm, | waive aj rights to enforce such g bromise and relzzse
my prior employer from any such non-disclosure obligation. | certify that | have rsad, fully undzrstand, and accept zll terms of
this statement.

APPLICANT DATE
e Se—m————ee .

The HCPRREA defines “hezlth Care entity” as hesith care facilitizs licensed bursuant to N.1.5.4. 26:2H-3, state and county
psychiatric hospitals and develoomantal centers, Hivi O's, carriers offering ma naged care plans, staffing registries and home care
SErvice agencies, (2} The HCeR REA defines “health Care profassionals” as individuals licensed or authorized to practice a health
care profession regulated by the DCA or other professionzl and occupational licensing boards including but not limited to
chysicians’ podiztrists; nurses; pharmacists, physical, occupationz! and respiratory therapists: psychologists: Psychaznalysts;
social workers, audiologists and speech-languags pathologists; optometrists; ophthzimic dispensers ang technicians; dentists,
orthotists and orasthetists; marriage and fa mily therapists; VEterinarians and chircprectars; and acupuNciurisis. Health care
professionals alse include home health aides certified by the Board of Nursing and nurse aides and personal care assistants
tertifizd by the Departmens of Health and Senior Servicas.




ON CALL HEALTHCARE PROFESS IONALS LLc

1900 ROUTE 70 SUITE 9 MAN CHESTER, NJ 08759
Phone 732-657-4400 - Fax 732-657-4411

Dear Personnej-

The Tollowing applicant has 2pplied for a position with O Call Heal

The ; th Professionals.
You have beep listed as one of their former emplayers or personal r cferences. Woulg you please
1ake the time ang asSiSt s in obtain f

Tng a reference and/or give applicant’s dates of gm

ployment
information received will be kept confidential. Thanl You for your fime,

and job Performance. AJ)

Start Date End Dats Position Held
e =

Is employee eligible for rehire? Comments

e e

. =Y LOYEE EVALUATION
ATTENDANCE Excellent Good
i}

PUNCTUALITY Excellent Good
RELIABILITY Excellent Good
S=Llabll [TV

Fair Pgor
Fair Poor
Fair Pogr

="  PERFORMANCE Excellent Good Fair Poor
X LLAFURMANCE

Applicant’s Name-

Employer or Persona] Reference Name:

{please circle one)

Address

Ph Fax#
—— B

L hereby authorize youto disclose this information 10 On Call Health Professionals

Applicant Signatre | Diie




ON CALL HEALTHCARE PROF ESSIONALS Lic

1900 ROUTE 70 SUITE 9 MANCHESTER; NdJ 38759
Phorie 732-657-4400 -« Fax 732-657-4411

Dear Personne;-

_i_ne _Iollowmg a;?pﬁcant has appHed for 4 POsition with On Call Healih Professionals.

You IhaVe_ been listed ag one of their former employers or personal references. Wonlg vou please
zakelthe Ume and aggigr us in obtaining a reference and/or give applicant’s dateg of smployment
and job Performance, All information received will be kept confidentia]. Thanl vou for—your time,

< 2 5 TS - - -
Start Daua_k_____ End Daie Position Held
e

=

S employes eligible for rehire?

Commenis
_

A_TT‘EI\T)!—LNCE Excellent Good Fair Pggr
T TAT T T7<r =— c] 3 T
PUN CTUALITY Excellent Good Fair Poor
Fair

_ RELJABITITY Excellent Good Poor
. " PR ; .
L PERF ORMANCE Excellent Good Fair Poor
~=LFORMANCE
Signature Titla ‘ +
: Titl Date
IO BE COMPLE LED BY APPLICANT

Applicant’s Nalne:&
Employer or Personal Reference Name:
—_—

(please circle one)

Address Ph# Fax#
b e .

—

I hereby authorize you to disclose this mformation to On Call Health Professionals

Applicant Signature Dais
e —_—




R
MANCHESTER

P

Lied ,LTH

L HE

=

 NJ 08759
Fax 732-657-4411

d

UITE. 9

705

1900 ROUTE
Phone 732-657-4400

TS compe




ON CALL HEALTHCARE PROF ESSIONALS LiLc
1900 ROUTE 70 SUITE 9 MANCHESTER, NJ 08759
Phone 732-657-4400 Fax 732-657-4411

COMPANY POLICY AND PROCEDURES

1). A No Call No Shoyr Will Be Considered a Volyntary Quit

&) This 88800y is On Call 24/7. ¢ YOou cannot make 2 shift YOU ARE REQUIRED TO
CALL,DONOT TEXTIN ATATE OR CALL QUT, YOU MUST CALL this agency
regarding said shify aq 8001 as you know you are unable tq WOrk or going t0 be Jats, Any

Employee Who does ngt show for worl and does not have “Documentation® from an

hospita] eXcusing

b) Call outs or canceled shifis should be calleg n to On Call Health Professionals a5 500D ag
You know you are Unable to fulfil] your commitment. 4 call guris considered to be any shift

canceled withi; 24 hours of the start of your shift. 4 canceled shift is a shift canceled

25 hours or
OIS prior to the star: of your shift. More than three call outs g5 cancellations in any 30 day

period withayt “Documentation™ will result in a verbal and WIitten warning, Anyone receiving
W0 verbal and writtey Warnings in one six month period will be terminateg, A copy of all
watnings will he keotin your Personnel file angd may bs used in future unemploymens disputes.

2). Lateness
s dleness

3 Being late is gestip £10 2 shift more than 15 minutes after the Start of said shiff. A1l shifts aye
hﬂf’"“%l‘d‘n 3pm-1 lIpm llpm-7am 4pm-8am 7pm-Tam Tam-Tpm. Employees must notify this
4S6NCY as soon as ¥ou are going to be mars than 10 minutes passed the start of your shift.
Chronie lateness is Considered to be three lates in any 30 day period without documentatiop A
verbal -Warning will he issued for any smployee who is late 3 times in any 30 day period. If

lateness persists, (three lates ig any other 30 day period) within six =omths of your first warni; 1
YOu will be terminateq

3). Status Change-Phons Number Address, Certis

cation or License

Employees are Tequired 1o update On Call Health Professionals as to any phone Dumber,
address change or Changes concerning their Licenses or ceriifications as soon as they oeenr.
Any employee under nvestigation by any state or local agency will be suspended undl 2
decision is made and found to be in your favor.




~r

- 4). Confirmatiop of Shifts
=0ntimmation of Shifis

a) TItisthe sole responsibility of all employee’s to cal] this agency on a daily basis 4 hours

prior to the time a shift 18 boolked. You are responsible for confirming, booking and

canceling shifts. This is a part fime temporary agency and al] shifis are subject to change or
be canceled at any time.

3). Insurance

2) All employees are required 0 carry automobils Insurance. This palicy will be your
primary insirance CoVering you and your passengers during working hours. There will be
10 coverage offered for emaployees during their lunch or dinner breaks. Your insurance
will be the only Coverage during this time.

8). No Li& Poliev

a) This agency has a o 1i

7). Time slin Responsibiliry
=iI0€ slp Responsibility

a) Itisthe Tesnonsibility of the employes {0 have a time slip signed by the appropriate
.. SUDervisor for ach and every shift worked. All Time slips are to bs faxed into or broughs
 into ON Call Healthy Professionals PRIOR TO NOON ON MONDAY FOR THAT
WORK WEEK. Or you will not be paid uniil the following pay date. You Will niot be paid
- Tor any shift worked without a signed time slip.

L hereby acknowledge that

L have received, reviewed and undersiand the Company Policy and
Procedures given-

i0.me at-thistime.

EMPLOYEE SIGNATURE DATE

PRINT EMPLOYEE NAME




PLEASE READ AND INITIAL ALL OF THE FOLLOWING 7 PAGES AND
SIGN THE LAST PAGE

CERTIFIED HOME HEALTH AID PERFORMANCE CHECKILIST
EVERYONE IS REQUIRED TO KNOW

UNIVERSAL PRECAUTIONS

L.) HAND WASHING — TURN ON WARM WATER FAUCET, WET HANDS, AND LOWER
ARMS UNDER RUNNING WATER WITH HANDS HELD LOWER THAN ELBOWS. USE SOAP TO
RUB ALL SURFACES OF HANDS. WORK SQAP INTO FOAMY LATHER WHILE RUBBING
FANDS TOGETHER USING CIRCULAR, MOTIONS. USE CARE BETWEEN FINGERS, CREASES,
AND BREAKS IN SKIN, AND UNDER NAILS, SPEND AT LEAST 15-30 SECONDS CLEANING
EACHHAND. RINSE HANDS WITH WARM RUNNING WATER, WITH WATER WASHING
DOWN HANDS AND OVER FINGERTIPS. DRY HANDS WITH TOWEL, USED TOWEL TO TURN
OFF FAUCET, AND DISCARD TOWEL IN RECEPTACLE.

2)CARING FOR A CLIENT IN ISOLATION — WASH HANDS. PICK UP GOWN BY
COLLAR AND ALLOW IT TO UNFOLD. PUT ARMS THROUGH SLEEVES AND PULL GOWN 172
OVER SHOULDERS. FASTENED NECKTIES AND WAIST TIES, MAKING SURE GOWN LAPPED
OVER ITSELF AT THE BACK. PUT ON DISPOSABLE GLOVES BY PULLING CUFF OF EACH
GLOVE OVER EDGE OF GOWN SLEEVE, AND INTERLACED FINGERS AS NEEDED TO ADJUST
FIT OF GLOVES. DONNED MASK BY POSITIONING OVER NOSE AND MOUTH. BEND NOSE
BAR OVER BRIDGE OF NOSE AND FASTEN IT IN PLACE WITH ELASTIC OR STRINGS. PUT
ON GOGGLES AFTER MASK ISINPLACE.

REMOVAL OF AT Y, BARRIERS: REMOVE GOGGLES FIRST WITHOUT T
HAIR AT THE ENTRAN CE TO THE CLIENT’S ROOM. UNTIE GOWN AT WAJIST ONLY. REMOVE
GLOVES BY GRASPING OUTSIDE CUFF OF ONE GLOVE AND PULLING GLOVE INSIDE OUT
OVER HAND. HOLD REMOVED GLOVE IN SECOND HAND, AND PULL SECOND GLOVE OFF
INSIDE OUT OVER FIRST. REMOVE GOWN BY UNTYING GOWN AT NECK AND ATTLOWING
ITTO FALL FORWARD. SLIDE HANDS THROUGH SLEEVES AND REMOVE THEM WITHOUT
TOUCHING OUTSIDE OF GOWN. HOLD GOWN AT INSIDE SHOULDER SEAMS AWAY FROM
BODY, TURNED INSIDE OUT AND FOLDED WITH CONTAMINATED SIDE TO THE INSIDE.
DISCARD IN PROPER RECEPTACLE. REMOVE MASK BY PULLING ELASTIC OR UNTYING
STRINGS WITHOUT TOUCHING QUTSIDE SURFACE OF MASK. DISCARD AND WASH HANDS.

QUCHING FACE OR




SAFETY PRECAUTIONS

THIS AGENCY HAS A NO LIFT POLICY
YOU MUST USE TWO PEOPLE AT ALL TIMES

3)USING A MECHANICAL LIFT- OBTAIN A FUNCTIONING LIFT AND MOVE IT INTO
THE CLIENT'S ROOM. PLACE THE BED INITS LOWEST POSITION AND PLACE THE ON OR

TWO PIECE SLING UNDER THE CLIENT. MAKE SURE THE SLING SUPPORTS THE CLIENT’S

4.)SIT TO STAND LIFT (SARA LIFT): APPROACH RESIDENT AND MAKE THEM
4WARE OF YOUR INTENTIONS. MANEUVER TEE LIFT IN FRONT OF THE RESIDENT AND
PLACE THEIR FEET ON THE FOOTREST AND STRAP AROUND THEIR LEGS. SECURE THE
SLING AROUND THEIR WAIST AND STRAPS UNDER THE ARMS. HOOK STRAPS ONTO THE
ARMS OF THE LIFT. TELL RESIDENT TO HOLD BARS AND PRESS THE UP BUTTON AND THE
RESIDENT WILL BE PULLED INTO A STANDING POSITION.

3.) TRANSFERRING AN IMMOBILE CLIENT FROM BED TO WHEELCHAIR:
OBTAIN AN ASSISTANT BEFORE TRANSFERRING THE RESIDENT. PLACE THE CHAIR
PARALLEL TO THE BED BEFORE TRANSFERRING THE RESIDENT. PULL THE BED OUT FROM
THE WALL, IF NECESSARY. ONE AID IS TO GO BEHIND THE RESIDENTS SHOULDERS AND
UPPER BODY FROM THE OTHER SIDE OF THE BED. IN UNISON AND USING GOOD RODY
MECHANICS, ATDS WILL LIFT THE RESIDENTS SHOULDERS AND LEGS. LOWER THE

RESIDENT INTO THE CHAIR AND POSITION IN GOOD BODY AL IGNAENT USING PILLOWS
AND OTHER DEVICES AS NEEDED.

6) HELPING RESIDENT QUT OF BED: WITHOUT A TRANSFER BELT

PLACE THE BED IN THE LOWEST POSITION AND RAISE THE EEAD OF THE BED.

PLACE THE CHAIR AT A 45 DEGREE ANGLE TO THE BED. PLAN FOR RESIDENT TO GET OUT
OF BED ON RESIDENTS STRONG SIDE. SUPPORT THE RESIDENT IN A SITTING POSITION ON
THE SIDE OF THE BED WITH FEET DANGLING. ¥ RESIDENT IS ABLE, HAVE THE RESIDENT
PLACE HANDS ON THE AIDS SHOULDERS ON THE MATTRESS ON EITHER SIDE OF THE
BODY. PLACE HANDS UNDER RESIDENTS ARMS. PLACE KNEES IN FRONT OF THE
RESIDENTS KNEES AND HELP RESIDENT TO RISE TO A STANDING POSITION. PIVOT WITH
THE RESIDENT TOWARD THE CHAIR, BEING CAREFUL NOT TO DISLODGE EQUIPMENT OR
LINES. USE GOOD BODY MECHANISMS, LOWER THE RESIDENT INTO THE CHAIR SLOWLY
AND REPOSITION THE RESIDENT IN PROPER BODY ALIGNMENT. MAKE RESIDENT AS
COMFORTABLE AS POSSIBLE.

WITH A TRANSFER BELT: PLACE TRANSFER/ GAIT BELT AROUND RESIDENTS WAIST.
STAND IN FRONT OF THE RESIDENT, GRASP THE BELT ON BOTH SIDES OF RESIDENT
TOWARD THE BACK. ASSESS WHETHER THE RESIDENT HAS STRENGTH TO STAND. WHEN
THE RESIDENT IS READY, HELP TO A STANDING POSITION BY ROLLING BODY AND ARMS
UPWARD, PULLING THE RESIDENT WITH THE TRANSFER BELT. PIVOT THE RESIDENT




-HAV ENT REACH FOR THE
ARMRESTS, IF AVAILABLE, WHI & LOWERING INTO THE CHAIR.
DAILY PERSONAL, CARE

7.) HELPING THE RESIDENT WITH A TUB BATH OR SHOWER:

ASSES THE CLIENT'S CAPACITY FOR SELF-CARE. ASSES THE TOLERANCE Fo
COGNITIVE STATE, AND MUSCULOSKELETAL FUNCTION. MAKE SURE THE BATHROOM
HAS BEEN PREPARED AND THE (R OR SHOWER CLEAN. PLACE MAT ON FLOOR BY TUB

MORE THAN % W AY, AND AT 105 DEGREES FAHRENHEIT. PROVIDE ASSISTANCE FOR THE
RESIDENT WHILE RESIDENT ENTERS TUR OR SHOWER. ASSESS WHETHER THE RESIDENT
COULD SAFELY BATHE WITHOUT AS SISTANCE. IF RESIDENT CAN REMAIN UI\EATTENDED,
SHOW RESIDENT HOW TO USE THE CALL SIGNAL AND SAF ETY BARS. PLACE ALL BATH
SUPPLIES WITHIN EASY REACH. CHECK EVERY 10 MIN. TO SEE IF RESIDENT NEEDS
ASSISTANCE, TF LEFT ALONE. IF NOT ABLE TO BATHE INDEPENDENTLY REMAIN WITH
RESIDENT AT ALL TIMES. ASSIST AS NEEDED WITH BATHING. WASH ANY AREAS THAT
TEE RESIDENT IS UNABLE TO REACH. W ATCH CLOSELY FOR SIGNS OF DIZZINESS OR
WEAKNESS WHILE CLIENT IS IN THE TUB OR SHOWER AND IMMEDIATELY ON EXITING.
HELP RESIDENT OUT AND ASSIST WITH DRYING. CONTINUE TO ASSIST WITH DRES SING
AND GROOMING.

5.) PERFORMING FOOT AND NATL CARE: WASHHANDS AND DONNE GLOVES IF'
NECESSARY.FILL A BASIN WITH WARM WATER. TEST THE TEMPERATURE WITH BATH
IHZERMOMETER ORBY INSERTING ELBOW. PLACE A WATERPRQOF 2AD UNDER THE
BASIN. PLACE RESIDENTS FOOT OR HAND Iv THE BASIN. LET SOAK. RINSE 4 ND REMOVE
FROM THE BASIN. PLACE ON TOWEL. DRY GENTLY. WHILE OTHER FOOT OR HAND 1§
SOAKING PROVIDE NAIL CARE FOR THE FIRST HAND OR FOOT. CAREFULLY CLEAN
UNDER NATLS WITH COTTON TIPPED APPLICATOR. USE ORANGE STICK TO REMOVE
DEBRIS. PUSH THE CUTICLE BACK WITH THE ORAN GE STICK BEING CAREFUL TO AVOID
INJURY TO SKIN UNDER. THE NATL RIM. EE GIN WITH THE LARGE TOE OR THUMB, CLIP
THE NATLS STRAIGHT A CROSS. CLIP SMALL SECTIONS AT A TIME, STARTIN G WITH ONE
EDGE AND WORK ACROSS. FILE AND SHAPE EACH NATL WITa AN EMERY BOARD. AFTER
COMPLETING THE MANICURE OR PEDICURE APPLY LOTION AND POWDER. REPEAT
PROCEDURE WITH OTHER HAND OR FOOT. HELP CLIENT TO A COMF ORTABLE POSITION,
REMOVE ALL EQUIPMENT WASH HANDS AND DOCUMENT CARE.

8) SHAMPOOING RESIDENT IN BED: PLACE WATERPROOF PADS UNDER TUE
RESIDENTS HEAD AND SEOULDERS. REMOVE PINS, CLIPS, OR BARRETTES. PLACE THE B JIT
FLAT POSITION. PLACE A SHAMPOO BOARD OR INFLATED BASIN UNDER THE RESIDENTS HEAD,
DRAPE TOWEL OVER RESIDENTS SHOULDERS. UNCOVER, THE RESIDENTS UPPER BODY 3

THE LINENS DOWN TO WAIST LEVEL. PLACE A BATH BLANKET OVER THE RESIDENTS CHEST.
PLACE A WASHCLOTH QVER RESIDENTS EYES. SHAMPOO UNDER RESIDENTS HEAD. USE 4 WATER
PITCHER TO POOR WATER OVER THE HAIR UNTIL IT IS THORQUGHLY WET. ENSURING THAT THE
WATER IS COMFORTABLY WARM. APPLY SMALL AMQUNT OF SHAMPOO. WORKING FROM HARLINE
TO NECK LINE. RINSE Wity WARM WATER. APPLY A SMALL AMOUNT OF CONDITIONER 17 WEEDED.
MAKE A TURBAN BY WRAPPING TOWEL AROUND RESIDENTS FEAD. PAT OR TOWEL DRY UNTIL THE
HAIR IS FREE OF EXCESS MOISTURE. CHANGE THE RESIDENTS GOWN AND LINEN IF THEY ARE WET.
DRY AND STYLE RESIDENTS HATR. HELP RESIDENT INTO A COMFORTABLE POSITION AND REMOVE
ALLEQUIPMENT FROM ROOM. d
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HIPPA Privacy Rule Compliance Iraining

Privacy is one of qur most important rights. Our customers trust us with their personal
nformation and xpect that we will keep it private and confidential. A breakdown in
confidentiality can embarrass and hurt both our customer and the agency.

The Health Insurance Portability and Accountability Act of 199¢ (HIPPA)

cnsures that customers have the right to control who will see their protected identifiabje
health information. Only the customer and individuals that the customer authorizes have
access to their information. There are civil and criminal penalties for violating HIPPA.

ol

/

{ev Conecepts You Should Know:

5]
(=]

otected Health Information

. Name

- Address

. Socia] Security Number
. Employer

- Relatives Names

. Date of Birth

. Phone/Fay 2

. E-Mail Address

9. Medical Record #

10. Member Accouns =

11. Certificate #

12. Photographs

13. Codes

14. Fingerprints

15. ANYTHING ELSE that may identify the individual

o (0= » YL 9 R CNSRY ' TR (N, Tremey

[e)




Keeping confidentia] Information private is not new 1o long term care. Our Medical ethics
has always emphasized the Importance of confidentiality. Keeping personal mformation
private is central in providing quality care. If our customers do not trust us they may not
communicate important medical information and changes in their condition may go

Who has the right to access information?

Foremost, the customer and his /her representative always has the right to access their
own mnformation (with very few exceptions)

Family and Friends can be informed of the customer’s health care, if the custormer has
asked for them 10 have access. This does not require a written authorization. The
customer can always be asked if it is accepiable 10 share their information with their
family. Health care WOrkers can access cusiomer’s protected health information, if they
have a “need t0 Know This means that the information is necessary to provide care.
Must follow the simple “need to know” rule. If you need to see customer information o

periorm your hob, as doctors nurses, pharmacists, can’s, and billing clerks do, you are
allowed to do g0.

L

—lowever even doctors and nurses don’t have the right to logk at all the information about
very resident. In addition to these rights, our customers can request and amendment, or
hange 1o the information that is conteined in their medical record. If Customers think the
record 1is inaccurate, they can submit proposed amendments for review.

U

[

(€]

All customers have a Tight to ask where their personal information was release.
Maintainjng accurate details regarding the release of such information is critical to
quality care.
If you overhear or see something you shouldn’t:

Sometimes you will overhear information. Sometimes you will see something discarded
in the trash. Even that is private. Keep all information to yourself

As healtheare providers involved with long term and Pprivate care, we have an important

Tesponsibility to stay informed i order to provide quality health care while respecting
and protection our customer’s privacy.




ON CALT, HEALTH PROFESSIONALS

I herby aacﬁﬂﬁ@wﬂedge that T

have reviewed and understand the

HIPPA Apwil 2003 Privacy

Act and reviewed the Safety

Pm@auﬁwsﬁmﬁversaﬂ Prec

autions. Personal Caye and

Conduct Instructions as part of mv employee orientation

paciket,

EMPLOYEE NAME-PLEASE PRINT

[l

EMPLOYEE SIGNATURE




On (all HealthCare Proiessionals 1ic

1900 Route 70 Suiie 9 Manchester, NJ 08759
Phone 732-657-4400 Fax 732-657-4411

I'agree to the terms below as an applicant of On Call HealthCare Professionals LILC,

This agreement is made and entered into by all applicants and employees for the one hundred eighty (180)

day period following the end of employment or following the last shift worked with On Call HealthCare
Professionals LLC.

Because On Call HealthCare Professionals has made a substantial investment in recruiting and orientating
said employees, no employee shall seek employment from On Call HealthCare Professionals LLC
contracted partners. Whether it be, (BUT NOT LIMITED TO) Long Term Care Facilities, Assisted
Livings Facilities, Hospice Companies, or Private Care cases for a period of one hundred eighty (180)
days from the employees last day of work or shift worked for On Call HealthCare Professionals LLC.

If in fact the employee does seek employment or gain employment with one of On Call HealthCare
Professionals LLC contracted partners within the 180 days following their last day of employment from
On Call HealthCare Professionals LLC, said employee will be responsible for the buvout fee.

The fees are as follows:

Companions/Certified Nurse Aides/Certified Home Health Aides/Certified Medication Aides: $1.500.00.
Licensed Practical Nurse: $3,000.00

Registered Nurse: $5.000.00
Buyout Fee is payable to On Call HealthCare Professionals LLC and due in full immediately.

l'agree to these terms as an applicant / employee of On Call HealthCare Professionals LLC.

Applicant / Employee Signature Date

Witness Date




1900 ROUTE 70 SUITE 9 MANCHESTER, NJ 08759
Phone 732-657-4400 FaX 732-657-4411

SEXUAL HARRASSMENT POLICY

SEKLIB' harassment Can occur in a varie
following:

ty of circumstances, including but not limited to the

The victim as well as the harasser may be 2 woman or a man. T

to be of the opposite sex.

3. The harasser can be the victim’s su pervisor, an ag
another ares, a co worker, or a non employee.

e victim does not have

ent of the employer, 3 supervisor in

C. The victim does not have to be the person harassed but could be anyone affacted by the
otfensive conduct.

D. Uniawful sexual harassment may occur without economic injury to or discharge of the
victim..

E. The harasser's conduct must be unwelcome.

What constituiss saxua] harassmeni can var
might include bahaviors like unwslcome se
indirect threats or bribes for sexual activity,

1 the situation and Fesopls involved. ik
YENCEs, requesis for sexual favors, direct or
sexual nnuendes and commenis, s=y

e N

3
i)

w
o

sExually
On. pervasive displays of
ani, attempied or compleied sexual assauli.

Under no circumstancas will this behavior be {olerated or accepted. Any employ
sexual harassment will be suspended pending an investigaiion and tarmina;
ihe aliegations are found to be trus. All findings will then be repo
ficensing body for further aciion.

g2 accussed of
ed immediately i
red to the proper hoard or

Ssxua ii i iscrimination that violates Tiile Vi of the Civil
= N £ 3 oy
Slghis Act of 1954, \, nerahly, sex

escribes unwalcome sexusz)

1
o]

=1y ﬁJ.

discriminaiion in employment on the basis

o

INITIALS




ON CALL HEALTHCARE PROFESSION ALS LLC

1900 ROUTE 70 SUITE 9  MANCHESTER, N4 08759
Phone 732-657-4400 Fax 732-657-4411

CODE OF CONDUCT

To function eﬁ‘ectiuelv, 2Very organization must develop policies and procedurss to ensure that co worker's and
the company's rights are respected. Generally, no conduct by an emplayae that is disruptive, unproductive,
immoral, unethical or illegal will be tolerated.

The Tollowing list are Some examoles of, but not inclusive of the rules in which we must foll
occurrence of the following will lezd ta disciplinary act

cw. Violation or
icn, which based on the circumstanc
°ase, could resultin a

as of 2ach individuz
tarrective action up to and including termination. The company wi

vill consider an emploves's
joh perf@rmar,;e' prior violation of our waork rulas, and other relevant circumstances in C}EZEFHWiﬂilﬁg whether {o

counsel, providing a warning, suspend or terminate 2n employee. The supervisor zng the company’s

mansgemeant
will decide which corrective action is epprogrizte, which may include ierminstion of the employes.

A Insubordination
8. Unauthorized use, possession, or distribution of intoxicants or drugs on our premisas or gyr parinered
premises or attempting to periorm their work duties while under the influencs of intoxicants, drugs or
alcohal.
C. Falsifving reports or records, including time sheets, attendznce records or bills
= 1. Sleepinz on the job
"B Fighting on the job or the threat of bodily harm to co workers or patients

Continued excassiva absence or tardiness, gzndoning your jos, lzavin the job without oermission,

uUnreparied absencs
G. Unauthorizad US€, possession or taking of any Company or other Persomns property
H. Continued excessive absencs or tardinass, abandoning your job, leaving the job withaut permission,
unreporied absence

=

Insufficient productivity or unacceptabie work quality

e —

Violation of safety or operating rules

K. Carrving or 80ssessing weapons of any kind on the company’s property or while engagad in any
assignment.

L Gambling on company property or while engaged in any assignment

M. Interrupting, disrupting or jeopardizing the company’s personnel, patient or services

N. Dishonesty

0. Smoking in non designatad areas

P. Signing in or out for znothar emplayee or zsking znother employee to falsify your attendznce record

Q. Mot abiding by our sexuzl Harassment policy

R Ea

Failure to orovide requestes information to assure the tompany's compliznce with YOur personneli file or
al
L

e cempletion of a2 patient file in = timsly mannsr




Emploves/Syy, dent Name: (Last)

- o (First
As & condition for

employment as Health Cape enm}o}-'ee./studen't_. ¥Ou must sy > PAass an examination rg determing thar
ith and fiee of tuberculosis. I addition, your phy
chest x-ray,

the resulss of your 2 step TB skin test o
= as well as the date 6 wh

ich it was preformed and read.

ceessfull
You'te in gaod heg sician muyst provide

iNoss

o 7 SNy e B
1roat/Dental !
Cardiovascular |

¥ LA The ability to lift 59 1D, bendiﬁg!squaf_ting ability to 1ift 5ib overheas

complete and accuraie ree ord
w2alth, which is required io perfo

P
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NAME:

gf’ a E é? TB QUESTIONNAIRE

All employees/volunteers who tested positive or did not receive PPD tests must complete this
form annually along with bringing in a negative X-ray report within the past 5 years.

EMPLOYEE SECTION:

1. Have you been exposed to anyone with TB?

]

Do you cough frequently?

Do you cough up blood or blood - tinged sputum?

L

4. Do you ever have chest pain?

n

Have you experienced an unexpected weight loss?

{Check Yes ar Na)

Yes

No

6. Are you excessively fatigued for no apparent reason?

% Do you have frequent fevers?

8. .. Do you have general malaise?

9. . - Do you have night sweats?

10. Do you have back pain unrelated to an injury?

11 Do you have blood in your urine?

Signature: Date:

RN REVIEW:

Does this staff member/volunteer require a physician referral?

Comments:

I:IYES

DNO

Signature of RN

Date:




COT/03/2014/FR1 09: 41 AM FAX No, P. 004

Continuous Care
LICENSED PRACTICAL N URSE

Job Description

PURPOSE: _

This Hospice LPN is pivotal in identifying the physical, psychological, social and spiritual needs of the patient and
family. He/she, under the direction of the RN, Case Manager, initiates the appropriate interventions in support of the
patient and family. The LPN slso follows a comprehensive and responsive plan of care, Works under the
supervision of a Registered Nurse,

REPQRTS TO: Registered Nurse

QUALIFICATIONS:

¢ Currently licensed to practice nursing in the state of New Jersey
Excellent Communication Skills

Access to reliable transportation

Understanding of Hospice philosophy and needs of terminal ly il
At least one year of clinical experience

RESPONSIBILITIES (including, but not limited 10):

o Ensure and document care and Interventions provided as well as appropriate use of medjcation, durable
medical equipment and supplies.

©  Frovides accurate documentation with visit itineraries to the office. Documentation must be completed
according to hospice, state and federal guidelines/standards. If documentation is not prepared and turned in
according to these guidelines. I understand that my compensation for this work will be withheld until I have
completed the required documentation.

© Follows RN care plan appropriately. Reports any changes in the patient’s status to the RN case manager.

o Reports necessary information to the Clinical Director/Team Leader/RN case manager and other members of
the IDT.

© Responds to issues as clinically appropriate,

o Works in conjunction with RN case manager,

® o o9

¢ Customer Service
o Promotes a customer service oriented approach to care & customer relationships.
© Adheres to Grace Best Practices.
o Participates in customer conflict resolution.

I hereby agree to fulfill this position with my best efforts, having read and understood the
foregoing job description.

Date: ___ / /

Signature of License Practical Nurse

Date Created: June 2013




Raritan Plaza I}

105 Fieldcrest Ave - Ste 402
Edison, NJ 08837-3622
Phone: 866-447-0245

Fax:  732-395-4233
www.gracehes.com

Contracted Staff Completed In-Service Sheet

Priot Name:

> Hospice Philosophy

» Pain Management / Scope of Practice
> HIPAA

» Infection Contro]

> Bloodborne Pathogens

> Fire Safety

> Tuberculosis Awareness

> Elder Abuse & Neglect

> Safety Orientation

: ? o
> ‘cher/rau lf—PtU anly = Pain !%&nﬁ,ﬁﬁ w t’u\_l)

Qe Uidey

> OtherAlzheinecs Qinefe
> Other_ @elavicc Q“'inm\%o et

b
ol

Agency Name: (I (

Lealth Cace Vofessiconls

Authorized Representative:

CHHA/LPN Signature:

Note: 12 hours of in-service is mandatory annually




e o ompetency Checklist - Skilled Nursing

LPN Name: . _— DOH: / /20

T

Registered/Licensed Nurse Self Assessment Skills Competency

Agency name:

The following skills competency checkiist is designed to provide Grace Healthcare with
@n overview of the areas in which you are competent (you are able 1o verbalize and/or
perform the skill correctly without coaching) and those where YOU may need additiong|
education. ¥ is the responsibility of the orientee fo complefe the self-assessment
portion of the checlklist and review the form with your meniors.  The menfor muyst initial
the form when the compeiencies have been reviewed. The completed checklist is io
be given fo your supervisor fo be included in your personnel file.

Seif assessment key: COMPETENCY ACHIEVED
S Ki LLS COMPETENC!ES 1. No experiences DATE AND INITIALS
2. May require some P
supervision/assistance Bl

Verbalizad Demonstrated
3. Competent

| SKILLS 1 2 3

| INFECTION CONTROL

Standard Precautions

| Aseptic Technigue/Hand Washing
iucometers

]
Caring for Patients in Isolc’rion/signczge

LEﬁr.:m Handling

Nurse Bag Protocol ‘
| Collecting and disposing of body wastes :[

Cleaning equipment between patients

REPORTING MEDICAL / HEALTHCARE ERRORS
Incident Reports

B i o oL

‘__1—-*—-__
S .
Patient Compiaints ’
l Adverse Drug Reactions

MISCELLANEOUS
| Resiraint Application / Necessary Documentation

intermittent Catheter Program

Care and use of leg bags / bedside drainage )
LngS

Self Assessment— 772012 i




ke Com petency Checlklist — Skilled Nursing

LPN Name: DOH: / / 20
e .

Self assessment key: COMPETENCY ACHIEVED

SKiLis CO MPE]‘ENC[ES 1. No experiences DATE AND INiTIALS

{

| 2. May require some

{ ’ I~ : Skifl Ski#t

| supervision/assistance Verbalized | Demonsirated
3. Competent

SIGLLS 1 4 nn-_
I D

Supra-pubic catheter care

External catheters --_-
wahosia Precautions .-—
Care of Colostomy / lleostomy --_
Wound Care N N Y

| Drainage Tubes ] _—
 Respirctory Therapy ---

i O2 Mask --—
I I

0z Cannula

| Oximeter

[ Wall and portable suction. [ -_—
; Incentive spiromeiry -

Portable O, tanks i -_-
[ Veniigtor Core .-——

} Tracheostomy Care
[ IV Therapy
| Peripheral Lines

| Ceniral Lines

! Impi
PN

anted Pumps

dieniors piease sign below if yoy parficipated in the Orienfation program.

Name: Initials:
Name: Initials:
Name: Initiails:
—_—

Self Assessment — 7/2012

3=}




Vitas

Program | 66, 65, 67

Team
Date

i

Start Time

Stop Time

5/9/2018

Place

EMPLOYEES ATTENDING:

Employees Attending & Discipline

Employees Signature

Time

i
i T |
| | |
|
' i
! |
' |
i 1
| | .
1
1
I 1
T 1
! |
—_ )
1




Program | 68, 65, 67 Start Time
Team Stop Time
Date 5M11/2018 Place

EMPLOYEES ATTENDING:

Employees Attending & Discipline

Employees Signature

Time




Start Time

Program l 66, 65, 67
Team |

Stop Time

Date E 5/11/2018

Place

EMPLOYEES ATTENDING:

Employees Attending & Discipline

Employees Signature

Time

|
- |
i
1
|




VITAS

Healthcare Agency Staff Record — Job Quialifications & Hospice Orientation

N ey WL L Empl
Ngﬁ:zy Oﬁ a ] | Héi@ l \L\Q (J( e\ (Cress o)s D?si?;?i'nemp Oyex

Agency Employee legal name and address:

First Name Middle Name Last Name DOB Address City State Zip

Agency Manager - please check the following indicating that valid document(s) received and training
of Agency employee completed prior to VITAS patient assignment:

Qualifications verified:

All Staff | [ | Background check [ ] Initial competency evaluation

| Annual competency evaluation __| Infection Control Training

Certificate of completion of state required training (such as Alzheimer's training)
Applicable health clearances (such as TB...)

Nurse / Therapist | [ | Current Professional license and verification of good standing

[] Current CPR card (VIPU nurse)

[ | Discipline specific Self Assessment Checklist (CT program)

Home Health Aide | [_] Certificate or diploma demonstrating classroom and practical home health aide
training under instruction of a licensed RN with a combined total of at least 75 hours
[ ] Current CPR card (VIPU)

[_] Evidence of rolling annual 12 hours continuing education

List additional staff certifications or specialty skills: |

Overview of Hospice and VITAS

| CJ VITAS Values | [ Service / Levels of Cars

Practice

[ Communication Pain and Symptom Management

[ ] Care at the Time of Death [_] Patient and Family Education: WINK

[ | CPR Policy | [ Restraint and Seclusion training (VIPU direct care staff)
Documentation

] VITAS Standards |_| Start & End time

L_| Hospice Plan of Care [_] Procedures for Documentation
Work Rules

[_| Name Badge [ ] Scope of Practice

[ Dress Code, Grooming & [L] No Sleeping On Duty

Appearance

[ No Smoking (L] On-Duty Meal & Rest Periods (Continuous Care
Compliance Program

[ ] Compliance Defined [ ] Risk Areas | [ Code of Conduct

[ ] Protecting Patient Privacy Communication/Compliance Hotline

| verify that | have provided valid documentation and received training regarding the above information.
| authorize VITAS to utilize this information to verify that | am not excluded from Federal health care programs.

X X

Agency Employee Signaturs Printed Name Date

| verify that this employee has provided valid documentation and has received training regarding the above

information and is competent to provide care to VITAS patients and families.

Agency Manager Signature Printed Name Date

VITAS Manager: Add name of qualified staff to Agency Staff log or place unqualified staff name on ‘do not use’ section of list and submit this completed
form to business manager for retention in agency contract file: refer to VMS Agency Staff as needed

© 2017 VITAS Healthcare Corporation Revised 12.11.17
FOR INTERNAL USE ONLY
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| have received a review and/or copy of:

syt 1 = ;
Titie ! Signature

i
l
5
| Mission Statement
I
L

| Philosophy |
i_\/ision 1[
! Objectives |
| Services 1

Privacy Practices

Job Description

! Pain Management

PRINT NAME

TITLE DATE




AGENCY EMPLOYEE REQUIREMENTS

Employee Name:

Title: DOB:

I | I
Annual Staff | | Employee |
Education | 2015 | 2016. | 2017 | 2018 Health Date | Results |

‘ l | | Records

. ' |
Infection Control _ |! , MMR l
Bloodborne Pathogens - l
and Tuberculosis i . |
| Universal-Precautions ‘ l b L
. | Physical
| I | |
ii Patient Rights | \ l \

' 1

Restraints and/or - | E Ii
Seclusion \ |
FHIPPA }I
‘ Fire Safety \

anrdous Materials

EL Body Mechanics 1

Pain

Annual Education; E
| Employee Orientation 1

Copy of License Attached?:




NEW JERSEY STATE POLICE, STATE BUREAU OF IDENTIFICATION (SBI)

| NAME CHECK ONLY
REQUEST FOR CRIMINAL HISTORY RECORD INFORMATION

FOR A NONCRIMINAL JUSTICE PURPOSE
(TXPE OR PRINT ALL INFORMATION)

A. COMPLETE NAME AND ADDRESS OF REQUESTER

This will be used as a mailing label - Type/Print legibly ADDITIONAL DATA (Optional)

B. SUBJECT OF THE REQUEST

NAME (Including Maiden Name)

SBINUMBER (If Known)
(Last Name) {(Maiden Name) (First Name) (Middle)
ADDRESS FBI NUMBER (If Known)
(Number) {Strect) (City) (State)
DOB SEX RACE SOCIAL SECURITY NUMBER (If furnished)
{Month) {Day) (Year)

C. AUTHORITY AND PURPOSE OF THE REQUEST

(Check appropriate box to indicate the type of request and supply all other required inforimation.)

L1 Noncriminal justice purpose by a governmental entity of this State, the federal government, or any other state for any
official governmental purpose, mcluding but not limited to employment, licensing, and the procurement of services
pursuantto N.JLA C. 13:59-1.2(a)(1).

(Authorization By Subject Of Request And Privacy Act Notification; Certification of Requester are required.)

O Noncriminal justice purpose by a person or non-governmental entity of this State, or any other State, for purposes of
determining a person's qualifications for employment, volunteer Wwork, or other performance of services pursuant to
NJ.AC. 13:59-1.2(2)(2).

(Authorization By Subject Of Request And Privacy Act Notification; Certification of Requester are required.)

O Noncriminal justice purpose Dy a private detective licensed by the Division of State Police pursuant to N.JA .C.
13:59-1.2(2)(4) and N.J.S.A 45:19-8 et.seq.. for purposes of obtaining information in furtherance of the
performance of their statutorily authorized functions, as specifically enumerated by N.J.S.A 45119 9(A) 1 t0 9.
(Certification Of Requester is required. However, section D (3) and (4) DO NOT. apply.)

(OVER)

SBl 212B (Hev. 02/08)




