AlIl N One Home Health, LLC

Application

i

| Today's Date:
Personal Data
Last Nama First Name Middia
Home Addrass City State Zip
WHorme Fhone Tell Phone. Pager Email Fax
Driver's license or Stale [dentification ocial Security Birthdate
Poficy Insurance: || Yas || No Expiraban Date
Auto Insuranse: ] Yes [ Na
Dayauhave a car? [ ] Yes [N Hf MO, Haw would you get ta work? :

Have you had any accidants during the past three yaars?

imne [ves  How many?,

Hawe you had any maving vislatiens during the past thres years? || No || Yes  How many?

Emergency Contact Information -

Name of Emergency Contact Relation Emergency Telephong Number |

Name of Emergency Contact Relation Emergency Telephons Numbsr

Physician Telephone Numbar Address

Hozpital Telephone Numbsr | Address |
I

Job Information ]
Paosition {Job Class) Applying for.
ORN CIPT O PN O cNa CJOT O PTA [ Clerical [lOther Date ilable:

Work Experience/Skills

Please check the areas you have experience in (min 1 year exp.) and are clinically competant to work:

O Bum [0 EnT
0 L&D [ Rehab
O micu [0 Nursery
O wicu [ oialysis
] pacu O Geriatric
E sicu O Pedilcu
ccu [ Med/Surg
O other I Other

Pediatrics

Telemetry
Psychiatry
Stepdown
Oncology
Meurology
Open Heart
Other

Ooooooo O

Detox/Drug Rehab

Post Partum
Orthopedics
MatherBaby
Recovery Room
Operating Reom
Emergency Room
Other

O0oOoooo o




All N One Home Health, LLC
Application

Previous Facility Types Worked: Check All That Apply -

[ Hespital [] Hospice [ Mursing Home [] Rehab [ Private Duty [ Assisted Living / Residential Treatment

L'aﬁg'uage Skills: Other than English, please check any Check the type of assignment you are available
other languages you speak - for:

[ Spanish [ French [] German [ Other: [ Fulktime [ Parttime [J Contract [ Travel

Check the days of the week you are available to work:
[0 Meonday [ Tuesday [] Wednesday [ Thursday [ Fridey [ Satrday [J Sunday
Shifts available to work: Days [ Evenings [] Nights [

Do you work Doubles: Day/Evening (] Evening/Night []

[0 Holidays available to work:
Licanse Type LicensaiCertification ¥ State Explration Date
License Type LicenseiCertification # State Expiration Date

Has your professional license ever been suspended, revoked of under investigation? [ Yes O Me
If Yes, Please explain:

Have you ever been denied a Fingerprinting Clearance Card? [] Yes O No
If Yes, Please explain:
Certifications: Check all applicable certifications and enter expiration date:

0 acLs Expiration Date:

[] Other Expiration Date:
] BCLS Date:

I w P Date:
[0 cPR p Date:

0 MNALS i Date:
[0 pPaLS Expiration Date:
Do you have the following items needed to work Registry: Check all and enter expiration date as
needed:
[0 License/Certification Expiration Date: {Must provide proof)
] TBTest E ion Date: (Must provide proof)
O cePr p Date: {Must provide proof)
[ Fingerprint Clearance Card Expiration Date: {Must provide proof)
[]Drug Test Date Performed : {Must provide proof
[ Annual Physical Date F (Must provide proof)




All N One Home Health, LLC
Application

[1 Chicken Pox Verification
| certify | have had the Chicken Pox Date:
Signature: Date:

"] Hepatitis B Declination Form: | understand that due to my occupational
exposure to blood or other potentially infectious materials | may be at risk of
acquiring Hepatitis B virus (HBV) infection. | have been given the opportunity to
be vaccinated with Hepatitis B vaccine, at no charge to myself. However, |
decline Hepatitis B vaccination at this time. | understand that by declining this
vaccine, | continue to be at risk of acquiring Hepatits B, a serious disease. Ifin
the future | continue to have have occupational exposure to blood or other
potentially infectious materials and | want to be vaccinated with Hepatitis B
vaccine, | can receive the vaccination series at no charge.

Signature: Date:

Immunization Record:

MMR Vaccination [ | Immunization ] Titer Date:

Varicella (Chicken Pox) [_] History [ ] Titer Date:

Hepatitis B Vaccination: Date:

Negative TB Test (Annual) Date:

Negative Chest X-Ray (If positive TB Test) Date:




All N One Home Health, LLC

Applic

ation

Work Experience: List all of your work experience beginning with your most recent job. You will be asked to
Attach

explain all gaps in

¥

FacilityEEmployer Name Date Employed

From: Ta:
Address Title
Clty'Stata/Zip Country Unit

Number of Beds in Unit:

Hame of Current Immediate Supervisor

In Hospital:
Describe duties and specialty areas:

Telephone #:

| May We Contact: [] Yes [ MNo-Ifno, why?

Pay Hourly Yearly
Reasan for leaving:

Are your employment records listed under another name?

O Mo [0 Yes I yes, what name?

i this was a travel assignment, name of agency:

Supervisory Experience: Yes [J No-—How often?

R |

mplayer Name Date Employed
From: Ta:
Address Title
City!StatedZip Country Unit
Name of Current iImmediate Suparvisor
Number of Beds in Unit:
In Hosgpital;
Descrite duties and specialty areas: Telephone
Pay RateiSalary: Hourly Wearly May We Contact: [J Yes [] No=Ifno, why?

Reason for leaving:

If this was a travel asslgnmaent, name of agency:

Are your employmant records listed under another name?

[ Mo [0 Yes Ifyes, what nama?

ESupmﬁpulsna: Yes ] Mo-How often?




AIl N One Home Health, LLC

Application
FacilityEmployer Name [ Date Employed
| From: To:
Address Titke
Cityistateizip . Country Unit
Wame of Current Immediate Supervsor
HNumber of Bads in Unit:

In Hﬂ&l:
Describe duties and specialty areas:

‘elephone #:

Pay Hourly Yearly

May We Contact: [] Yes [0 MNo-I no, why?

eason for leaving:

If this was a travel assignment, name of agency:

Are your employment records listed under another nama?

[0 Mo [ Yes—H yes, what name?

Supervisory Experience: [] Yos [ No=How often?

City/StateiZip Country

Unit

Number of Beds in Unit:

Name of Current Immediate Supervisor

Describe dubies and specially aress:

Telephone #:

Pay RateiSalary: Hourly Yearly

May We Contact: [ Yes [ No=Ifno, why?

Reasen for leaving:

If this was a travel assignment, name of agency: |

Ara your emplayment records listed under another name?
| O No [ Yes i yes, what name?

Supervisory Experience: [] Yes [ No-How often?

Flease list any other work related information you think would be helpful to us in considering you for employment, such as
specialized training, certifications, additional work experience, etc.




All N One Home Health, LLC
Application

Additional Information:

1, Are you legally authorized to work in the USA? Yes [] Mo
2 Have you ever been convicted of a felony? Yes [ No
3 Can you pass a pre-employment drug test? Yes [ No
4.
5. How were you referred to Registry, LLC? )
] Mewspaper [ Trade Publication [] Job FaiiOpen House [ Internet Site
[J Company Employee - Mame:
| understand that | must report all acch to my i pervisor and to All N One Home Health Agency, LLC - - No

MATTER HOW SLIGHT. [J Yes

| also understand that | must wear all required personal pretection equipment (PPE), O +es
The penalty for not wearing PPE is disciplinary actien, up te and ncluding termination.

Segnature

ACKNOWLEDGMENT (Please read carefully and sign)

In signing this application, | cerify that | have read and fully the ions asked in this application and that all answers
given by me are frue, accurate, and complete. | also understand that the omission, concealment, or misrepresentation of any fact
on this apphcation of during any WwWendew for nay my chances for and be cause for my

: iate dismissal from

| give AN Ono Home Haalih Agenm_-_ L!.C i to use any i ion in this to enabbe i and its agems fo verify

| alss authorize present and former employers, educational institutions | have attended,
usdll agencies, all ru‘mnm and any other persons 1o answer all guestions asked by All N One Home Healm Agency, LLC with
regard io any of the subjects covered by this | aksoy that in i Ih my i for o
my efmpleyment, All N One Home Health Agency, LLC may cenduct a criminal L ion and thal my
may be contingent on the resulis of such investigation. | release AN One Home Health, LLC, s agents, and all affliated entities,
as well as any persen or situation that provides any information about me, from any and all liakility whatsoever resulling from any
such g o the di of such

In consideration of my employment and of my being considered for employment by All N One Home Health Agency, LLC, | agree to
abide by all rules and regulations, which | understand are subject to change at any time for any reason without prior notice. | also
hat if emp 1 will be an Contractor af will and employed for ne definite period of time.

| am willing to submit to & physical examination, including the analysis for the detection of the use of unlawful drugs or substances in
accordance with the appcable laws. If | recaive an offer P | agree that my
on he results.

| understand that All N One Home Health Agency, LLC is not Involved in the day-to-day supenvision or decision conceming patient

«care or dentistry. This ramains with the Professional as part of the Professional's practice. The Profegsional fully indemnifies All N

Ona Home Health, LLG against any and all liability and responsibility associated with his or her professional duties. The

Professional maintaina his or her license as required by law, lability ige and ather a8 found under
state prime coniract law.

I HAVE READ THE ABOVE AND FULLY UNDERSTAND IT.

Apgplicant § Date

' ]




