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Name: ____________________________________________________     Date:_______________   DOB ________________________ 

Street /Apt: _____________________________________________________________________________________________________ 

City:_____________________________________ State:_________________________ Zip:___________________________________ 

Telephone: (____)__________________________ Cell: (____)____________________ Email:_________________________________ 

Position applying for: _______________________  Shift: 1____   2____   3____  Date available: ________________________________ 

If you are hired, can you provide proof that you are eligible to work in the United States? Yes___  No___ SS #:_____________________ 

 

Have you been convicted of assault, abuse or mistreatment of individuals or misappropriation of property by a count of competent 

jurisdiction on a State agency? Yes__ No__ 

If Yes describe in full: ____________________________________________________________________________________________ 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________ 

Have you ever been subject to disciplinary action by a health care licensing agency in this or any other State or foreign jurisdiction? 

Yes___  No___ if yes describe in full: _______________________________________________________________________________ 

______________________________________________________________________________________________________________ 

EDUCATION 

Name / Address Of School                                                 Last Grade Complete                                Graduated Degree / Study 

Grammar: ______________________________________  5____ 6____7____10___    ______________________________________ 

High School:____________________________________  1____2____3____4_____   _______________________________________ 

College: ________________________________________ 1____2____3____4_____   _______________________________________ 

Please list any licenses, certificates or membership in trade or professional organizations here (exclude those whose names or character 

indicate race, creed, color or national origin). 

 LICENSE                                         STATE                      DATE ISSUED           EXPIRATION DATE  

RN: _____________/_______________      __________/_________     ___________/___________     ____________/____________ 

LPN: ____________/_______________      __________/_________     ___________/___________     ____________/____________ 

LNA (CNA): ______/_______________     __________/_________     ____________/__________     _____________/___________ 

Other: ____________/______________      __________/_________     _____________/_________     ______________/__________ 

MILITARY 

Branch Of Service: ____________________________   Date Of Duty: _____________________ Date Discharge:___________________ 

Status:_________________________________________________________________________________________________________ 

PERSONAL REFERENCES Including co-worker (Do not include relatives )  

Name and Occupation                                                                 Address                                                                    Telephone # 

1.____________________________________________________________________________________  (       )___________________ 

2..____________________________________________________________________________________  (       )___________________ 

3. ____________________________________________________________________________________  (       ) __________________ 
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EMPLOYMENT  

List employers starting with the present or most recent. 

1. Company: _________________________________________   Type of Business:___________________________________________ 

Address:_____________________________________________   Job title:__________________________________________________ 

Telephone:___________________________________________  Supervisor:________________________________________________ 

Start Date:______________________ Start Salary:___________________ End Date:________________ End Salary:________________ 

Reason for leaving:_______________________________________________________________________________________________ 

 

2. Company: _________________________________________   Type of Business:___________________________________________ 

Address:_____________________________________________   Job title:__________________________________________________ 

Telephone:___________________________________________  Supervisor:________________________________________________ 

Start Date:______________________ Start Salary:___________________ End Date:________________ End Salary:________________ 

Reason for leaving:_______________________________________________________________________________________________ 

 

3. Company: _________________________________________   Type of Business:___________________________________________ 

Address:_____________________________________________   Job title:__________________________________________________ 

Telephone:___________________________________________  Supervisor:________________________________________________ 

Start Date:______________________ Start Salary:___________________ End Date:________________ End Salary:________________ 

Reason for leaving:_______________________________________________________________________________________________ 

 

May we contact the employers listed above: Yes__ No__   If not, indicate by number which ones(s) you do not wish us to contact: __ 

__________________________________________________________________________ 

 

We are an equal opportunity employer and as such do not discriminate against any employee or applicant because of his/her race, color, religion, creed, sex, age, national 

origin, sexual orientation, ancestry, disability or marital status. We offer employment opportunities without regard to the group specifically mentioned and without regard to 

the “membership in any other classification protected by applicant State and  / or Federal laws”.  

The information in my application is accurate. I understand that any false answers, statements or implications and omissions made by me in this application or other required 

documents shall be considered sufficient cause for denial of employment or discharge. I also fully aware that this employment application does not constitute a contract of 

employment and that if I am hired, my employment shall be terminated at will by either party. 

 

I authorize TRUE CARE PROFESSIONALS INC. to check and verify all information, including my references, on the application for employment. I fully release TRUE 

CARE PROFESSIONALS INC. from any liability resulting from verification process. I understand that my employment is dependent upon satisfactory completion of 

health examination, receipt of satisfactory references, satisfactory criminal background check, verification of license / certification and satisfactory completion of a trial 

period. 

 

___________________________________________                 ______________________________ 

               Signature of applicant                                                                                Date 
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FOR OFFICE USE ONLY 

 

Name:___________________________________________________________________         SSN:____________________________ 

Interviewed by :____________________________________________________________       Date:____________________________ 

Comments and observations: ______________________________________________________________________________________ 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

 

REFERENCE CHECK 

 

1. Reference check date: ______________ Not on list:___ Eligible for rehire: Yes __ No__  Reference given by: ____________________ 

Note: _________________________________________________________________________________________________________ 

 

2. Reference check date: ______________ Not on list:___ Eligible for rehire: Yes __ No__  Reference given by: ____________________ 

Note: _________________________________________________________________________________________________________ 

 

3. Reference check date: ______________ Not on list:___ Eligible for rehire: Yes __ No__  Reference given by: ____________________ 

Note: _________________________________________________________________________________________________________ 

 

License Verification – Nursing Board (If applicable) Date: _____________________________ 

Note : ______________________________________________________________________________________ 

 

Position Hired for : RN ___   LPN ___   CNA / LNA ___    HM ___   PCSP__  Companion____ Other ___        

 

Date :____________________   Starting wage : ______________ 
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Employee Confidentiality Agreement 
 

I understand that True Care Professionals Inc. has a legal and ethical responsibility to maintain patient privacy, including obligations to 

protect and safeguard the confidentiality and privacy of patient information. During the course of my employment, I may have access to 

other proprietary confidential information, such as financial data and operational information pertaining to the organization, that True 

Care Professionals, Inc. is obligated to maintain confidential. 

 

I understand that as an employee of True Care Professionals, Inc., I must agree to the following terms: 

 

• All disclosures of patient information and/or confidential information must be in compliance with our privacy policies and 

procedures or go through our designated Privacy Officer. 

 

• My personal access codes and passwords to our computer systems, as well as keys are to be kept confidential and secure at all 

times. 

 

• I will not access or view any information other than what is required to fulfill the duties of my job. 

 

• I understand that it is not acceptable to discuss patient information or confidential company information in any public areas, even 

if specific patient identifiers are not used. A public area is any area where unauthorized individuals are within earshot of your 

conversation (i.e., an elevator, a restaurant, a parking garage or a hallway). 

 

• I will not make inquiries about any company or patient information for any individual who does not have authorization to access 

such information. 

 

• I understand that all patient information and records belong to the organization and that I will not make any unauthorized copies, 

disclosures, transmissions, modifications or inquiries of such Patient Information or Confidential Company Information. This 

includes, but is not limited to, carrying records or information outside the company or electronic transfer of Patient Information 

or Confidential Company Information to unauthorized locations, such as home. 

 

• Upon termination of my employment with True Care Professionals Inc., I will immediately return all property, including keys, 

documents, etc., to the Company. The obligations contained in this agreement will continue after my employment with this 

organization has ended. 

 

• Violation of this agreement may result in disciplinary action, up to and including termination of my employment, in accordance 

with the current policies and practices of True Care Professionals Inc. 

 

• The industry of True Care Professionals Inc. is highly regulated. Misconduct in the affairs of the company can subject the 

organization and individual officers, employees and agents to civil and criminal inquiry, investigation and prosecution. 

Management may report to appropriate law enforcements authorities any employee or agent conduct which management 

reasonably believes is or may be proscribed by applicable law and regulation. Violation of this agreement may result in civil or 

criminal penalties. 

 

• If I need clarification in any of these areas, I will speak to my immediate supervisor or the Privacy Officer. 

 

 

I have read and understand the above agreement and agree to comply with all its terms as a condition of continuing employment with 

True Care Professionals Inc. 
 

______________________________________                   ____________________________ 

               Signature of Employee            Date 

 

_____________________________________ 

              Printed Name of Employee 
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HOME HEALTH SERVICES 

UNIVERSAL PRECAUTIONS / INFECTION CONTROL 
 

Employee Name: __________________________________________________________________ 
 

It is the policy of the Home Health Services Department to teach patients and caregivers infection control 

precautions whenever there is a risk of contact with someone’s bodily secretions/fluids. When in contact with any 

body fluids, gloves must be worn. Home Health Services recommends that the following steps be taken to protect 

both patients and caregivers. The nurse will explain which precautions and procedures should be used by you and 

answer any questions you may have. 
 

• Used dressings, tissues, chux, and diapers are placed in double plastic bags and securely tied. Blood and 

body fluids are flushed in the toilet. 
 

• Linen soiled with body fluids are washed separately. Add chlorine bleach to the hot soapy water. 
 

• Spills of blood or body fluids are to be cleansed immediately with gloves and a 1 to 10 part bleach solution. 
 

• wash hands well with soap (1) before and after each patient contact, (2) after each exposure to 

contamination, and (3) upon removal of gloves and other barriers. Pay special attention to cleaning nails 

and in-between fingers. 
 

• Wear and change gloves with care during activities where contact with body fluids is highly likely to 

happen (such as changing bed linen, cleaning incontinent patients, etc.). 
 

• Caregivers should use plastic aprons or gowns if clothing is likely to be soiled by splashing of blood or 

body fluids. 
 

• Needles will not be broken, covered, or separated from the syringe. Needles and syringes are to be placed 

in a puncture-resistant container, and Clorox added to decontaminate. Keep out of reach of children. When 

almost full, lid should be taped onto container. Container is then double bagged and disposed of in 

household trash. 
 

• Cleaning of the home should be done with 1 part bleach to ten parts water or solution of 70% alcohol. 
 

• Personal care items such as makeup, toothbrushes, razors, thermometers, etc., are not to be shared with 

others. Dispose of razors in the same manner as needles and syringes. 
 

• Other precautions: ____________________________________________________________ 

 

____________________________________________________________________________________ 
 

____________________________________________________________________________________ 
 

 
 

_____________________________________  ______________________ 
                   Name & Title                         DATE 
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Physician’s Statement / Physical Form 

 
    
    
Dr.    ____________________________________________________________________________________________________________            Employee Name: ________________________________    
 

is employed at True Care Professionals Inc. I certify that the above employee is asymptomatic of 

infectious disease and has no restrictions regarding physical activity.  He/she is able to work at 

his/her occupation.  

 

PPD (required every year ): 

 

   Date:___________  Result:___________ 

 

Chest x-ray ( if above tested positive ): 

 

  Date:_____________ Result:__________ 

 

Comments:_____________________________________________________________________

_______________________________________________________________________________

_____________________________________________________________________________ 

 

Physician’s signature:_____________________________________ Date:_________________ 

 

Physician’s Name:______________________________________________________________ 

 

Practice Address:____________________________________________________________ 

                           ___________________________________________ 

                           ___________________________________________ 
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All TRUE CARE PROFESSIOANLS, INC. Employees: 

 

 

 

 

Please take note of the following dress code requirements: 

 

• True Care Professionals name tag. 

• A clean uniform (Scrub is recommended) 

• Closed shoes 

• No t-shirt allowed 

• No blouse with lettering 

• No sweat pants 

• No jump suit 

• No flip flops 

 

 

 

Please note that there are no exceptions to this dress code. Facilities have been advised to have any improper 

dressed True Care Professionals Inc employee to punch out and go home to dress properly with loss of wages. 

 

 

Thank you for your cooperation, 

 

 

 

JeanJeanJeanJean----Claude AlciClaude AlciClaude AlciClaude Alcimémémémé    
President 
 

 

 

I have read and understand the above agreement and agree to comply with all its terms as a condition of continuing employment with 

True Care Professionals Inc. 
 

 

______________________________________                   ____________________________ 

               Signature of Employee            Date 

 

_____________________________________ 

              Printed Name of Employee 
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All TRUE CARE PROFESSIOANLS, INC. Employees: 

 

 

 

 

Please take note of the following dress code requirements: 

 

• True Care Professionals name tag. 

• A clean uniform (Scrub is recommended) 

• Closed shoes 

• No t-shirt allowed 

• No blouse with lettering 

• No sweat pants 

• No jump suit 

• No flip flops 

 

 

 

Please note that there are no exceptions to this dress code. Facilities have been advised to have any improper 

dressed True Care Professionals Inc employee to punch out and go home to dress properly with loss of wages. 

 

 

Thank you for your cooperation, 

 

 

 

JeanJeanJeanJean----Claude AlciméClaude AlciméClaude AlciméClaude Alcimé    
President 
 

 

 

I have read and understand the above agreement and agree to comply with all its terms as a condition of continuing employment with 

True Care Professionals Inc. 
 

 

______________________________________                   ____________________________ 

               Signature of Employee            Date 

 

_____________________________________ 

              Printed Name of Employee 

  

 


