
Home Preferred Solution, CorP.

APPLICATION FOR EMPLOYMENT
PRINT CLEARLY AND LEGIBLY

SECTION I - Name/Address

SECTION 2-

SECTION 3 - Education

SECTION 4- Empl t Hist

Last: First: MI:

Address:

City: State: zip: Telephone:

Social Security #- DOB:

Position: Date you can start:

A* y", t.*ently emploVed?: I yes ! no If employed, may we inqrit. of your .ur,.nt
Have you applied to this agency before?: n yes n no If so, when:

HIGH SCHOOL Name & Location of School:

Years Attended: Date Graduated: Degree:

UNIVERSITY/
COLLEGE
UNDERGRADUATE

Name & Location of School:

Years Attended: Date Graduated: Degree:

UNIVERSITY/
COLLEGE
GRADUATE

Name & Location of School:

Years Attended: Date Graduated: Degree:

TRADE, BUSINESS
OR
CORRESPONDENCE
SCHOOL

Name & Location of School:

Years Attended: Date Graduated: Course study:

Employer: Job Title:
Address: Duties:

Phone: Salary:

Date From: Date To: Reason fbr Leaving: 

-

Employer: Job Title:
Address: Duties:

Phone: Salary:

Date From: Date To: Reason for Leaving: 

-

ffipl"y.. Job Title:

Address: Duties:

Phone: Salary:

Date From: Date To: Reason for Leaving:



Home Preferred Solution, Corp.
EMPLOYEE CONTRACT

Please select tr Direcl Employee

This contract is made this

tr Ind"ependent Contractor

,day of _, _ between our Home Health
Agency Home Preferred Solution, Corp. herein named the,Agency,,and

,herein named the "Employee/Contractor"

By this contract, both the Agency and the
TERMS

Employee/Contractor agree to the following terms:
(l) The Agency is the Employer and is the Employee/Contractor

tr lndependent Contractor).
(ll) The Employee/contractor is a contract employee (tr Direct Employee

(lll) The Employee/Contractor shall perform all such duties/services as are assigned to him/her by
the Agency:_

(See Jo! Description attached), following t

(lV) The Agency tr shall tr shall not deduct alltaxes from the Employee/Contractor's salary.

(V) The Employee/Contractor shall maintain a proper liabitity insurance and make copy available to
Our Agency, if applicable. tr Required tr Not Required

(Vl)The Agency shall.evaluate the Employee/Contractor performance at the end of the g0 daysprobation period, and yearly thereafter, following allAgency and Personnel Policy and procedures.

(Vll) Whenever applica.ble,.the Employee/Contractor shall be required to submit progress and clinical
notes.to the Agency's Administrator or Director of Nursing, within 1 week of service iendered, no
later that the following Tuesday during regular business hours, that notes must verify provision of
services/procedures and visit completion (must include the weekly time-sheet signei 

'by 
the patient

or patient representative if applicable). The bill-sheet or related iniormation for rjimbursement for
care and service provided must be received in our office within 1 week (not later that the fottowing
Tuesday before 5:00 pm)

(Vlll)Jobs to be performed by the Employee/Contractor shall be assigned by the Agency only, the
co.ntracted staff (Director lndependent), or.the.contingency staff (under emergenci/snortag.; siafq
will be in placement within 1 business day (24 hours) after-referral order is rejeived.

(lX) Both parties to this contract understand and agree that patients are accepted for care only by
this Agency

(X)Both parties agree that the Employee/Contractor shall participate in developing of the plan of
Care, conform to all applicable Agency policies, including personnel qualifications.-. All patient,s
health information must maintained as CONFIDENTIAL is HIpAA requirements.

(Xl)Both parties agree that this Agency shall coordinate all job-related activities of the
Employee/Contractor, control all job-related activities of the Employee/Contractor, and shall evaluate
the Employee/Contractor's job performance just as we do that of olher EmployeelContractors.

(Xll)Both parties agree that the Employee/Contractor shall be paid an hourly rate of $ _ or
per visit rate of $ 

-, 

during regular pay period of: 
'o 

weekly n biweekty n montni[
(Xlll)The duration of this.contract is one year commencing from the date both parties sign this
contract. Upon termination or disciplinary action, this contract is canceled, and a new contract must
be reinstated.



(XlV) This contract is subject to autornatic annual renewal, if not canceled for any party.

LXY) ..Our Agency has full responsibility over all contracled services. Employee/Contractor agree to adhere to all
Federal/$tate/Local and other applicable regulations, standards and laws.

SVI) OurAgency has fullresponsibility to retain and maintain all clinical records 0f patients served by this
Contract and will be in compliance with ail Medicare Conditions of Participation.
(XVll) _The second party mqst submit evidence of liability and insurance, evidence of current licensure, education
or certification, if applicable. The employeelcontractor must participate in the Agency Training-Education program.
(Xvlll) Section 1861(w)(1) of the Social Security Act states that an Home Health Agency (HHA) may have others
furnish covered items.or services through arrang-ements under which receipt of payrientby the i{HA for the
services,.discharges the liability of the beneficiary or any other person to pay foi tlie servic'es. This holds true
wnether the services and items are furnished by the HHA itself or by anothei arrangement, Both must agree not to
charge the patient for covered services and iterirs and to return money incorrectly iollected.
(XlX) ftre contracted agency, organization, or individual providing services under arrangement may not have
been: (i) Denied Medicare or MediCaid enrollment; (ii) Beeri exduddd or terminated from a"ny federal frealth care
program.or Medicaid; (iii) Had its Medicare or Medicdid billing privileges revoked; or (iv) Be6n debarred from
participating in any government program.

(XX) Our Agency responsibilities also include, but are not timited to:
(i) Ensuring the overall qualily*f care provided by gglstaff:
(ii) supervising services "=,Ljer"ry 14 Days 

- 
J-f rr"ry 30 Days Trr"ry 60 Days f rvln

(iii) Ensuring that the staff who provide services under arrangement have nret tne training or comlElency
evaluation requirements, or both.

PROFESSIONAL RESPONSIBILITY
Nothing in this Agreement shall construed to interfere with or otherwise affect the rendering of services by the
Employee/Contractor in accordance with his independent and professionaljudgment. This-Agreement shall be
subject to our Policies and Procedures, the rules and regulations of any anO aliprofessionalirganizations or
associations to which Employee/Contractor may from time to time belong and the laws and regi.rlations governing
said practice in this State.
Our Agency has full responsibility to retain and maintain all clinical records of patients served by this Contract.
Both parties agree that the Employee/Conlractor shall submit clinical notes and progress reports to the Director of
Nursing once every one week or more often if requested, and shall conform wittr prescribed scheduling of visits
and, periodic patient evaluation. Both parties agree that this Agency shall coordinate all job-related activities of the
EmployeeiContractor, and control alljob-related activities of the Employee/Contractor.
Both parties agree that the Employee/Contraclor participate in our Perfbrmance lmprovement program (eApl), by
suggest according they daily practices, ways to improve our services, treatment, retationship with patientslfamily/-
physicians, report needs and expectations of patients and families, participate in the Pl data collection and
analyzes, participate as needed in the Clinical Record review committee to complete and analyzes results and
trends, participate in the lnfection control Effectiveness and other programs.
Both parties agree that patients are accepted for care, the service will be controlled, coordinated, and evaluated,
only by our Agency, the Employee/Contractor must comply with all scheduling of visits according physician order
and initial admission assessment, and report any need of schedule change to tne Rgency immeiiately identified
the need. Participate in periodic patient evaluation to improve our services and the goals of the Patient Plan of
Care compliance, including but no limited to Participate in Case Conference, creatJprogress/deterioration
reports, periodic communication with the Agency's Supervisor and Care Managers. Participate in the Developing
of the Plan of Care, suggest any change needed to achieve the treatment goals, make suggestion for improving
services and patient care and safety, following eApl guidelines.

Our Agency, (Employer): Adminislrator
or Director of Nursing, Clinical Manager.

SIGNATURES
Employee/Contractor:

Title:

Date:

Date:



EMPLOYEE:

ORIENTATION CHECKLIST

POSITION:

ORIENTATION TO YES N/A INITIALS/DATE
1. Basic Horne Sal'ety: bathroom, electrical, environmental

and fire
2. Safety program:

a. Risks within Agency and patient's home

b. Actions to eliminate, minimize or report risks

c. Incident reporting and procedures to follow
d. Reporting processes for common problems, failures

and user errors.
3. Storage/handling/access to/transport of supplies/rnedical

eases/drugs
4. ID/handling/disposal of infectious wastes (Blood and

Body Fluids/Precautions)

5. ID/handling/disposal of hazardous waste
(cytotoxic/chemotherapy drugs)

6. Infection Control and Prevention

a. Personal hygiene (e.g., PPE and handwashing)

b. Aseptic procedures

c. Communicable infections (TB, AIDS, etc.)

d. Cleaning/disinfecting reusable equipment

e. Precautions to be taken (Statrdard Precautions,
airborne transmission, direct/indirect contact,
compromised immunity)

7. Confidentiality of patient infomration/HIPAA policies
and practices

8. Community resoLlrces

9. Policies/procedures

10. Responsibilities related to safety and infection control

I 1. Advanced directives policies/procedures

12. Specific job duties/respor.rsibilities and any lin'ritations;
performance standards; professional boundaries

13. Screening for alleged or suspected victirns of
abuse/neglect reporting

14. Emergency operations plan and role

15. Equipment use/management relevant to job description

16. Tuberculosis Program/Plan (OSHA)

17. Hazardous Materials in the Workplace Program (SDS)
(OSHA)

18. Bloodborne Pathogen Program (OSHA)

19. Managing the environment of care: (pt & Agency site)

a. Safety



ORIENTATION TO YES N/A INTIALS/DATE
b. Fire safety - fire escape, fire alarm system, fire extinguishers

- and prevention
c. Security Personal safety during hor.r.re visits

d. Utilities

e. Responding to emergencies

20. Pt rights/responsibilities, including conveying charges for care

21. Agency complaint mechanisrn/Medicare state hotline # and
purpose

22. QAPI program and role

23. On-call and answering service

24. Ethical aspects of care, treatment and services and process to
address ethical issues

25. Philosophy/mission/purpose/vision/goals/confl ict of interest

26. Interpreters/communicating with hearing/speech/ visually
impaired

27. Sentir-rel event policy/pl'ocess

28. Physical safety (e.g., body rnechanics and safe lifting)

29. Cultural diversity and sensitivity

30. Role of tl're health tearn

31. Family/State Medical Leave Act

32. Orgamzational structure, lines of authority and responsibility;
supervision process; Corporate Integrity Plan

33. Hours of work; benefits

34. Documentation requirements, including OASIS, if applicable

3-5. Medical Device Reporting Act

36. Equal Ernployment Opportunity Act

37. Sexual Harassrnent Act

3 8. Salary/hourly wage reirnbursement

39. Unemployment and Workers' Compensation

40. Malpractice coverage

41. Assessing and managing pain.

Other

Employee Signature Date

Supervisor Signature Date



EMPLOYEE SAFETY CHECKLIST

NAME OF EMPLOYEE:
DATE: DEPARTMENT:

EMPLOYEE SAFETY ORIENTATION. EMPLOYEE IS TO CHECK EACH BOX
WHEN INSTRUCTIONS ARE COMPLETED AND LNDERSTOOD.

1. GENERAL SAFETY POLICY AND PROGRAM

2. PROPER BODY MECHAMC PROCEDT'RES

3. SAFETY RULES - GENERAL

4. SAFETY RULES - SPECIFIC TO JOB

5. EMPLOYEE COLII{SELING (DISCPLINE FOR
SAFETY POLICY VIOLATION)

6. FIRE PREVENTION, LOCATION OF FIRE
FIGHTING EQTIIPMENT, AND LOCATION OF EXITS

7. PERSONAL PROTECTIVE EQT]IPMENT AND CLOTHING

8. HOW, WHEN, AND WHE,RE TO REPORT INJIIRIES

9. HOUSEKEEPING AND CLEANING IIP SPLLS

10. WHEN AND WHERE TO REPORT LINSAFE CONDITIONS

tr
T
tr
tr
I
tr

tr
T
E
u

ON I REVIEWED TI{E ABOVE CHECKED ITEMS
RELATING TO TFIE SAT'ETY RULES AND SAFE WORK PROCEDLIRES FOR TFIE
AGENCY.

EMPLOYEE SIGNATURE DATE

SIGNATURE ADMINISTRATOR DATE



Employee Name: Position:
Home Preferred Solution, Corp.

ITEM DESCRIPTION INITIALS
CONFIDENTIALITY
STATEMENT

I HAVE BEEN FORMALLY ]NSTRUCTED iN MAINTAINING THE
CONFIDENTIALITY OF THE MEDICAL RECORDS AND UNDERSTAND THAT
THE MEDICAL INFORMATION REGARDING THE PATIENT MAY NOT BE
DISCUSSED WITH ANYONE, EITHER INSIDE OR OUTSIDE THE AGENCY
(EXCEPT AN NEEDED TO CONDUCT THE BUSINESS OF THE DAY), I
UNDERSTAND THAT NO MEDICAL RECORDS ARE TO BE REMOVED FROM
THE HOME HEALTH AGENCY UNLESS A ''RELEASE OF INFORMATiON''
FORM HAS BEEN COMPLETED AND SIGNED BY THE PATIENT. IT IN MY
UNDERSTANDING THAT SUCH DISCUSSION OR RELEASE OF
INFORMATION IS CAUSE FOR DISMISSAL. I HAVE BEEN FORMALLY
INSTRUCTED IN THE POLICIES AND PROCEDURES OF THIS HOME HEALTH
AGENCY, ALSO INFORMED REGARDING THE AGENCY'S POLICY FOR HIPAA
COMPLIANCE, AND I HAVE READ AND SIGNED A JOB DESCRIPTION FOR
MY SPECIFIC CLASSIFICATION.

PERSONAL
HEALTH
INFORMATION
PLEDGE OF
CONFIDENTIALITY

SIGNATURE OF
INDIVIDUAL MAKING
PLEDGE

SIGNATURE OF
INDIVIDUAL
ADMINISTERING
PLEDGE

l, the undersigned, have read and understand the this Home Health Agency,
(hereinafter "this Home Health Agency') policy on confidentiality of personal health
information (PHl) as described in the Confidentiality Policy whiih is in accordance with
relevant state and federal legislation.

I also acknowledge that I am aware of and understand the Policies of the this Home
Health Agency, regarding the security of personal health information including the
policies relating to the use, collection, disclosure, storage and destruction of fiersonal
health information.

ln consideration of my employment or association with this Home Health Agency, and
as an integral part of the terms and conditions of my employment or associltion, I

hereby agree, pledge and undertake that I will not at any time, during my employment
or association with this Home Health Agency, or after my employment or association
ends, access or use personal health information, or reveal or disclose to any persons
within or outside this Home Health Agency, any personal health information except as
may be required in the course of my duties and responsibilities and in accordance with
applicable Legislation, and this Home Health Agency, policies governing proper
release of information.

I understand that my obligations outlined above will continue after my
employmenucontracuassociation/ appointment with this Home Health Agency, ends.
I further understand that my obligations concerning the protection of the confidentiality
of PHI relate to all personal health information whether I acquired the information
through my employment or contract or association or appointment with this Home
Health Agency, or with any of the entities, which have an association with this Home
Health Agency

I also understand that unauthorized use or disclosure of such information will result in
a disciplinary action up to and including termination of employment or contract or
association or appointment, the imposition of fines pursuant to relevant state and
federal legislation, and a report to my professional regulatory body.

POLTCY ON JOBS As an employee of this home health agency, I understand that the job I am being hired
to perform belongs to this Agency. I also understand that it is illegal for me to trinsfer
or attempt to transfer any case to another Agency or take ownership of any job that I

am employed in.
should I act underhandedly and take over such a job so that I may be paid directly by
the client, to the exclusion of my employer, or transfer any case to another ngency. t'
will be in violation of state, Federal and agency rules and will accordingly pay
$'10,000.00 to This Home Health Agency

Employee/Contractor Sig natu re : Date:



Employee Name: Position:
Home Preferred Solution,

ITEM DESCRIPTION INITIALS

EMPLOYEE
STATEMENT
OF
COMMITMENT

I have read and understand The Agency, Personnel Policy Manual. ln compliance with
those policies I agree to conform tr: the following:

-l will always maintain professionalism in the home to which I am assigned.
-l will immediately contact The Agency, regarding any areas of discrepancy

between the client's assessment of the assignment requirements and my
understanding of my specific performance level as designated by The Agency

-l have read and understand the Agency, job description appropriate to my level of
performance. lwill not accept assignments beyond my designated performance
level as determined by The Agency

-l will abide with the Agency Standard Code of Dress as described in the Personnel
Policy Manual.

-l will arrive in time for the assignments I have accepted. ln the event of an
emergency which may cause me to be late, I will notify the Agency, office of the
situation and expected arrival time.

-lwill not accept any money or gifts from The Agency's Clients. lwill receive
payment for services rencjered directly from The Agency

-l will notify The Agency, imrnediately if I am unable to arrive for my assignment
within my due time or if I am unable to meet my assignment commitment. I

understand the Agency, office will then contact the client. I also understand that
not calling The Agency, office when I am unable to meet my assignment
commitment will be grounds for immediate termination.

-l will not make or accept personal telephone calls on the client's home.
-l will not transport a patient or family member in my personal vehicle.
-l will not smoke in a patient's home.

VOLUNTARY
SUBSTANCE
TESTING

ln order to protect myself and my employer, I

voluntarlly authorize blood and urine testing for alcohol and/or drug use. I agree to allow
such samples and testing to be completed at a time and place to be chosen by my
employer. I understand should sLrch samples and testing be requested it is either due to
the company's Drug Free Workplace Program, suspicion that I am under the influence of
alcohol/drugs which could result in an on-the-job injury, or may affect the quality of my
work. I further authorize the results of samples/testing to be released to my employer.

POLICY ON
PATIENT'S
PROGRESS
NOTES

It is the policy of The Agency that weekly Progress Notes shall be written on each of our patients,
preferably each Friday. Such a Progress Note, to be written on our standard "Progress Notes"
form, shall be written by a Skilled Nurse/Professional/field staff, who also should supervise the
case in review, together with Supervisor RN/Staff if applicable. Completed progress notes, along
with other pertinent patient records, shall be submitted to the Director of Nursing (at the offlce)
once every week (Tuesday before 5:00 pm). During that period a note faxed from employee may
be use in place of the original, until the regular 1 week delivery time frame, progress note is
received in the offlce. Home health care staff members will ensure complete concise
documentation of services, issues and conditlons occurring during the period of services rendered
to the client. lt is our Policy that we allow the use of automatic mechanism to help our staff to
complete their Progress Notes report like typing by Typewriter, Word Processor, or Computer
Software, in compliance with the following steps:
'l- Ensure the compliance of HIPAA regulations and guidelines, including the care of the Patient's
Privacy Rights
2- Don't allow any other person access to any Patient lnformation needed to complete the work, if
necessary finish the Notes at the staff's residence.
3- Destroy all Patient lnformation after completing the Progress Notes
4- lnform immediately to the Agency's Privacy Officer if any breach of HIPAA guidelines for
Patient's Privacy Rights is suspected.
5- ln the use of Computer Software don't save any Patient lnformation in the Staff Personal
Computer, is the information is used. the Staff must delete that information, immediately after
completing their work,

Ernployee/Co ntractor Sig natu re : Date.



Employee Name: Position:
Home Preferred Solution,

ITEM DESCRIPTION INITIALS

HEPATITIS B
DECI-ARATION
FORM

Hepatitis B is a major infectious occupational health hazard in the Health-Care industry. The

critical risk for health personnel is contact with blood and other body fluids. Persons
previously infected with hepatitis B virus are immune to the disease, for persons who have not
had the disease, Hepatitis B it vaccine will provide immunity. The vaccine is given in three

separate doses and failure to receive all doses may cause the vaccine to be ineffective and

not result in immunity. Clinical studies have shown that 85 to 96 percent of those vaccinate
evidence immunity. Periodic testing of vaccinated persons for antibody to Hepatitis B will

confirm immune status.
I understand that due to my risk or occupational exposure to blood or other potentially

infectious material I may be at risk of acquiring Hepatitis B virus (HBV) infections, I have been
given the opportunity to be vaccinated with Hepatitis B vaccine, at no charge to my self.

I have read the above inforrnation and have received verbal and written instructions

regarding the efficacy, risk and complications of receiving the vaccine. Any questions I had

have been answered. I acknowledge that I am aware of tine availability of tine Hepatitis B
vaccine and the benefit that such vaccination provides in the prevention of infection with

Hepatitis B virus.
n I decline Hepatitis B vaccination at this time because I have been previously immunized

with a complete series (three injections) of the Hepatitis B vaccine or I have been diagnosed

as having tine Hepatitis B virus disease and I am immune.
n I decline Hepatitis B vaccination at this time. I understand that by declining this vaccine, I

continue to be at risk oracquiring Hepatitis B. lf in the future I continue to have occupational
exposure to blood or other potentially infectious material and I want to be Vaccinated with

Hepatitis B vaccine, I can receive the vaccination series at no charge to me.
o I accept vaccination with the hepatitis B vaccine

1't injection: 2ndi 3',d

UNIVERSAL
PRECAUTIONS

It is the policy of our Agency that home health care providers will adhere to the following, when

delivering care to all patients. By adhering to the following universal precautionary measures,

the risk of transmission of disease, is decreased when the infection status of the patient is
unknown.
Gloves must be worn when delivering patient care, handling specimens, doing domestic
cleaning, and handling items that may be soiled with blood or body fluids. Gloves or aprons
must be worn during procedures or while managing a patient situation when there will be

exposure to body fluids, blood, draining wounds or mucous membranes. Gloves are to be

worn when handling all specimens to prevent contamination from body specimen fluids or

blood.
Mask and protective eyewear or face shield must be worn during procedures that are likely

to generate droplets of body fluids, blood or when the patient is coughing excessively.
Hand washing: Hands must be washed before gloving and after gloves are removed.
Hands and other skin surfaces must be washed immediately and thoroughly if contaminated
with body fluids or blood and after all patient care activities.
Home health care providers, who have open cuts, sores, or dermatitis on their hands must
wear gloves for all patient contact.

CONSENT FOII.M
,TO RELIIASE
PHYSICAL.
MEDICAL
EXAMINATION
CRIMINAL
I}ACKGROTJND
SCREENING
DATA FORM

I have been formally instructed that my Physical Examination Form, and any medical
and/or Criminal Background screening data is maintaining confidentially and understand
that the medical information regarding my health status may not be discussed wtth

anyone, either inside or outside the agency (except an needed to conduct the business of

the day).
I understand that no medical/criminal data are to be removed from the home health

agency unless a "Release of lnformation" form has been completed and signed for me.

It is my understanding that such Release of lnformation (THIS FORM), authorize the

Agency to release my Physical/Background lnformation data to State/Federal surveyors at

their request if needed for conduct the annual survey or any necessary investigation.
I have been formally instructed in the Personnel Policies and Regulations, and I have read

and signed a job description for my specific classification.

Employee/Contractor Signature. Date:



Employee Name: Position:
Home Preferredome Solution

ITEM DESCRIPTION INITIALS
INFECTION
CONTROL

Foryour well being, and the well being of your patient, we outline the following procedures to guard
against infection.

1 Please wash your hands before and after each procedure.2 ln the event of an exposure to a pathogen please make an immediate report to the
Director of Nursing. This office must be notified immediately and the staff involved must
report to the nearest hospital emergency room and will retuin to work only after a
physician has cleared him/her of any communicable infection.3 When working with an AIDS and other high risk infection's patient, remember to avoid any
and all contact with the patient's body flurds, especially blood and blood products. Read
and be familiar with the attached pamphlet on how to prevent catching the AIDS or any
other virus.

4 This agency is not liable for our health care worker who contracts AIDS virus in the
course of performing his/her professional duties.

For more policies on infection control our agency asks all of its employees to read the
accompanying scripts which are summaries from the CDC and the Department of Health and
Rehabilitative services l hereby acknowledge that I have read and understand the
lnfection control Policy contained in the rieta empioyeEi eroceoure Manual. I am
familiar with the procedures appropriate to my position as a field employee.

USE OF
PERSONAL
PROTECTIVE
EQTIIPMENT

Company Required (Supplied by Employee/ContractorL

I agree to inform my employer immeOia
equipment so the same can be promptly repaired or replaced.
ln the event I sustain an on{he-job injury as a direct result of my failure to wear/use the
personal protective equipment listed above, my workers' compensation benefrts could be
substantially reduced.

l, the undersigned, understand and agree that as a condition of employment I am
required to wear/use the following personal protective equipment supplled and/or
required by my employer: Company Supplied:

WAIVER OF
RIGHTS

l, the undersigned, understand that the hazards of my job; have been fully explained to me by my
supervisor:
I further acknowledge that my employei
Personal Protective Equipment:

I understand that it is necessary for me
myself from the hazards of my job.
I realize that in the event I do not use all of this Personal Protective Equipment and I sustain apersonal injury caused by my failure to use/wear said Personal Proteciive Equipment, I may be
denied up to 25% of the indemnity portion of my claim. As provided by this State's Workers,
Compensation statutes.

PERSONNEL
POLICIES
SAFE AND
ADEQUATE
CARE OF THE
I'ATIENT
(SAFETY OF THE
PATIENT'S
IMMEDIATE
ENVTRONMENT)

This Home Health Agency, hereby sets forth the following guidelines to be adhered to by all
employees of this agency:. Upon arrival at a patient's home, the nurse/employee shall make physical checks of the essential
safety devices such as proper locks on doors, proper ventilation, proper beds/chairs, proper
bedding, adequate bathroom systems, adequate kitchen with all eleitrical devices, to be sure they
are in good working condition.. The employee shall also check the appropriate boxes on our "Patient Safety Checklist,, and make
the appropriate report to our offices as soon as possrble* Upon-receipt of such report, the Director of Nursing shall take necessary action to ensure that
any safety deficiencies are corrected.
I have received, read, (or ithas been read to me) and understand the "Company policy and Safety

Rules and Regulations", and agree to abide by them. I furlher understand that failure io do so
could result in disciplinary action or termtnation.

EmployeeiContractor Signature : Date:



Employee Name: Position:
Home Preferred Solution, Corp.

ITEM DESCRIPTION INITIALS

EMPLOYEE
ACKNOWLEDGMENT
OF PROBATION

I UNDERSTAND THAT I AM ON PROBATION AS AN EMPLOYEE FOR THE
FiRST NINEry DAYS OF MY EMPLOYMENT WHICH STARTED ON

ffi Jif,8H,lli;i ? I ilBE[#Ti'O1 "\, E M P LOYE R

DISCHARGES ME FOR UNSATiSFACTORY WORK PERFORMANCE UNDER
THE FLORIDA "UNEMPLOYMENT COMPENSATION LAW" HE WILL NOT HAVE
HIS ACCOUNT CHARGED FOR ANY UNEMPLOYMENT BENEFITS I MIGHT BE
DETERMINED FOR IN THE FUTURE.
I ACKNOWLEDGE THAT I SiGNED THIS FORM WITHIN SEVEN (7) DAYS OF
MY EMPLOYMENT,

NOTICE TO
APPLICANTS

We complv rvitl-r the,\rnericuurs rvith Disubilities Act of 1990. During the intervierv pr-occss, )ioLr
rnay l>e rrsked questions conceming _r.our abilirt,, to perform job-related functions. IIyoti are givcn
a conditional ofttr of ernplo),ment, ),ou rnry be required to complete a post-iob offcr medical
history questionnaire ar-rd/or ur-rdergo a medical examination. if rcquired, all entering en-rployees in
the srrrne job categoq,rvill be sr"rbjected to the sur-ne medical questionnrirelrndf or cxamuration
and all information rvill be liept confidcntial and in separate files.

Ve are an equal ernplovment opporruniry ernplol'er. We adhere to a policy of making
crnplovtnent clecisiorrs rvithout rcgard to race, color, sex, rcligion, national origin, har-rdicap, or
rnartial sratus. We assure ).ou that voLlr opportuniry for employment rvith us depends solely npon
your qualihcations.
PLEASE READ AND SIGN STATEMENTS BELOW
I understand that in accordar.rce wirh Fbrida Stanrte 443.13 t (S) (a) (2), if hiled, I rvill be placed

ol u 90 day probationrry period. I further understand that if I arn terminated for unsatislactory
rvork performar-rce rvrthin the 90 dav probatior-rarv period, n-ry cn-rployer may seek to contest any
unernplol,rient l;eneftt i might xttempt to obtrin as a result of rny termination.
I r.rnderstand lnci agree that all policies, procedures, and the Ernplovee Flarldbook may be
rnoclified, urnercecl, or cleleted by rny ernploverrvith orrvithout r-rotice to rre of such:rmenclment,
moclificatiorl or deletion; that the policies lncl proccdures 

^re 
not intencied to be a contract of

crnployment nor do thev give me a right of contir-rued employment, afld that my ernployment rnay

be terminated at mv option or that the option of my ernplol'er with agreements, or unclerstandings

regnrding the terms o[ emplovrnent. Tl-rere may l;e no amendments or exceptions to this
statement unless they are in rvriting arrd signecl bv tl-re president.
I nnderstand tl-rat I may be required to undergo blood arrd/or r,rrirralysis screening for clmg or
alcohol use as part of tl're pre-employment process. In adclition, rrll ernplovees ure subiect to biood
and/or urinalysis screenins for drug or alcohol use.

I certi$, that all information qiven on this employment application, rn1,resume that I submit to
the company, ar-rd any related papers rnd ansrvers giver-r during oral interviervs are true and
correct. I rurderstand thnt rny emplover',vill make a thorough investisation o[rny rvork ar-rd

pcrsonal history. I authorize the giving and receivinpl of any such information requested bv my
employer during the course of such investigation. I understar-rd that fhlsiFrcation of any
ir-rforrrration given bv others during the course of this investigation of anv derogatorl, informarior-r
cliscovered as a rcsult of this ir-rvestigation rray-subject-me -to-immediate-dismissal. I hcreby
rclease lrorn liability all persons rvho provide information to mv crnployer cluring the course of
any such investigatior-r.

TRANSPORTATION
RESPONSIBILITY
CONTRACT

It has been explained to me that I am being offered emplo),merit by'fhis I{orne Flealtir
Agency with the Lrnderstanding that I havc person^l traflsportation at my disposal to be

r-rsed for travel to and tiorn the patient assignrnents. I further understancl that I arn

responsible for auto liability of $ 10,000.00 / $ 20,000.00 for bodily injury and $ 5,000.00

in properry damage.
I also agree not to tlse my vehicle to tr-ansport any Patient.

Employee/Contractor Signature: Date.
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AGENCY ZERO FRAUD TOLERANCE POLICY

PURPOSE:
To ensure employees participate in the Agency's effort to avoid/prevent any FRAUD activity that
may conflict with the interests of the agency, and any State/Federal/Private programs.

POLICY:
The Agency expects all of its employees to understand and be aware of potential situations
where the FRAUD will be not tolerated.

PROCEDURE:
1. All employees will report to their immediate supervisor any actions/omission in/or

employment, services that interacts with the Agency Fraud prevention Policy, but not
limited to:

A. Employee participation in any business transactions where there might
appear to be a conflict between the employee's personal interest and that
of the Agency's effort to prevent fraud.

B. Employee participation in any activity/cover for services not provided.
C. Outside employment that interferes with satisfactory performance of an

employees duties and responsibilities for the Agency.
D. Any outside relationship, financial interest, or participation in a

business transaction which might appear to influence the performance of
an employee's duties and responsibilities for the Agency.

E. Acceptance/giving of gifts, kick back, including cash payments, fees,
services, discounts, valuables, privileges or other favors which would or
might appear to improperly influence an employee in the performance of
the employee's duties and responsibilities for the Agency. (lllegal
remuneration)

F. Participated in any action to Alter Costs.
G. Use un-licensed person to perform their duties, or licensed without

authorization (misrepresentation).
H. Not report any sign of Abuse: verbal, physical, economical or any other

form.
l. Participate in any act of ldentity/lnsurance lD theft.
J. Permit unnecessary or Duplicate services.
K. Altering Claims, Billing forms, lnvoices, Expenses, or any other

accounting related issue. (Over-billing)
L. Non-compliance with approved/ordered scheduled of visits, and

Reporting Guidelines, including technically corrected transcribing services
if used.

M. Participate in fraudulent Records, Notes, Signatures, Reports.
2. lf a fraud action is discovered or suspected the supervisor/manager and employee will

discuss its impact with the Administrator.
3. After the above discussion, a recommendation may be made for the employee to end

his/her association with the entity or the Agency within a specified period of time,
including the correspondent report to any Regulatory Agency.

4. The failure of an employee to cease activity that management determines to be a fraud
action will subject the employee to disciplinary action up to and including termination.

5. Upon hire, agency staff will sign a Agency Zero Fraud Tolerance Statement.

Employee Name & Title:

Employee Signature Date



Employee Name:

STAFF CODE OF CONDUCT/ETHIC
Home Preferred Solution, Corp.

To ouline a standard of conduct for all employees, contractors and members of the Board of Directors. To establish

and retain the highest possible level of public confldence.

CODE OF ETHICS:
o The Code of Ethics contains standards of ethical behavior and practices that impact all dealingjs with colleagues,

patients,thecommunityandsocietyasawhole'
o The Code of Ethics also incorporates standards governing personal behavior particularly whenlthat conduct directly

relatestotheroleandidentityoftheorganization'
o The Code of Ethics outlines principles focused on maintaining and enhancing excellence withih OUR AGENCY

o The Code of Ethics serves as notice to government officials that OUR AGENCY expects its pefsonnel to abide by all

applicable laws and regulations.

. OUR AGENCY has an ethical responsibility to the patients and the community it serves, and fqrlfills this responsibility

through ethicalcare, treatment, services and business practices' 
i

o Whenever possible, patients/families/legal guardians are included in decisions about the patiepts' care, treatment and

services, including ethical issues. 
l

o Should the patient require or request care, treatment or services not available or inconsistent vfith the organization's

mission, an offer to iefer/transfer the patient to an organization that can fulfill this need will be made anld if in agreement, the

o The patienUfamily will be notified of any financial benefit, if any, to OUR AGENCY as a result oi the referral/transfer
process.

o Contracted providers/staff of healthcare services must meet and adhere to the quality and ethiial standards of this

organization.

o Billing practices of OUR AGENCY shall adhere to and be compliant with usual and acceptable standard ethical and

legal business Uiltlng practices.

o The effectiveness and safety of care, treatment and services provided by OUR AGENCY is corlsistent for all patients

and is not dependent on the patient's ability to pay.

o Uphold the values, ethics and mission of the organization.

o Conduct all personal and professional activities with honesty, integrity, respect, fairness and gOod faith in a manner

that will reflect positively upon the organization and in the best interest of the patient population and cQmmunity served.

o Comply with all applicable local, state and federal laws and regulations in the conduct of organizational or personal

activities.

o Respect confidences including confidential business information.

oASSurethatnoconflictofinterestexistsinanydealingsinvolvingtheorganization.
. provide healthcare services consistent with available resources and assure the existence of a tesource allocation

process that considers ethical ramifications.

o Respect of the customs and practices of those served, consistent with the organization's philosophy.

o Be truthful in all forms of communication, including receivables and avoid information that would create unreasonable

expectations
o Assure the existence of a process to evaluate the quality of care or services rendered. , 

',

o Avoid practicing or facilitating discrimination and institute safeguards to prevent discriminatory organizational practices.

o Advise patient of rights, responsibilities and risks regarding care and services provided.

VIOLATIONS: Employees, Administrators and volunteers who violate this code shall be subject to disciplinary action, up to

and including termination of employment.

Employee/Contractor Sig natu re: Date:
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Employee Name:

STAFF CONFLICT OF INTEREST

'

PURPOSE:
To ensure employees avoid any personal interest that may conflict with the interests of the
agency.

POLICY:
The Agency expects all of its employees to understand and be aware of potential situations
where their personal interests may conflict with the business interests of the Agency.

PROCEDURE:
1. All employees will report to their immediate supervisor any interests in or emplgyment

with an entity that interacts with the Agency including, but not limited to: 
i

A. employee participation in any business transactions where therq might
appear to be a conflict between the employee's personal interesl and that
of the Agency.

B. employee participation in any entity which buys services from or
provides services/products to the Agency.

C. outside employment that interferes with satisfactory performance of an

employees duties and responsibilities for the Agency.
D. any outside relationship, financial interest, or participation in a

buiiness transaction wnicn might appear to influence the performance of
an employee's duties and responsibilities for the Agency.

E. acceptance/giving of gifts, including cash payments, fees, serviges,
discounts, valuables, privileges or other favors which would or might
appear to improperly influence an employee in the performancerof the
employee's duties and responsibilities for the Agency.

2. lf a conflict of interesi is discovered or suspected the supervisor/manager and employee
will discuss its impact with the Administrator'

3. After the above discussion, a recommendation may be made for the employee to end

his/her association with the entity or the Agency within a specifled period of tinle.

4. The failure of an employee to cease activity that management determines to be a conflict

interest will subject the employee to disciplinary action up to and including terniination.

S. Upon hire, agency staff wili sign a Conflict of lnterest Statement.

Staff Signature Date
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Employee Influenza Vaccination Policy

Acknowledgement of Receipt

Please print your tratne atrd title and then sign and date the tirrrn to indicate that y'ou have receivecl a copy of the
Agertcy's Polic.v.fir the,'klministrutiort of'lrtfltrcn:u tr'irct'itte /o,lgettt'_v',s Eutplo.t,ee.r. YoLr are responsible fbr
reading and adhering to the policy.

Print Narne/Title Signature

Date
I'lacrse sencl ,s'ignad ,1c'krtrnrlcdgetneill ol Rac'eipt li)rnt to; ()l/it'c of'Hrutrtut Resourt'es.

Influen za Y accination Em ployee Statement
I arrt arvare of tlte ittlluenza policy and liar,'e had a chance to have rny cluestions nusr',,erecl about iulluenza
vacc ination.
* I understancl the berreflts and risks of the vaccine', and:

11 Iagree to have the infltrenz-a vaccine tbr the influenza sc-rlson. [f'.wtu lruve ulretrtl.v,t'cc,eird lhe
influertztt t,trc't'irta.litr tlti.s irtfl tren:o ,tctt.\()n, pletr.se .tpac.i/1, /lte tlutc

tr Idecline ittflttettza vacciuatiort lbr tlre inlltrenza senson. I understarrcl tltat Irnay rescind this
declination at any tirne.

P Icuse specif-v reu,sort (s).fitr the tlec'I irttrtiotr (opI ionuI )

Signature Date

Plirtted Narne/'l'itle

Did luoLr receive the influeuza vaccirre during Iast yc'ar's ini'luenza season'/
n Yes tr Ntr

*l''or que,slions ubotrl itrfl uert:cr t'trc'c'irrtrtiort, ltleu.se c'ull tlre.,lgenc'v.

lf Administration lvas :rt the Agency location:

Administr:rtion of Vaccine: tr t,AlV D TIV

Date:

S igrtature:

Adnrinister try RN:



Alzheimer's disease (AD) was first discoverlct in 1906by a cerman doctor named Alois Alzheimer. It is aclisorder of the brai,,. causing clamage to brain tissue over a period of time. The disease can linger from 2 to25 years before cleath results' ao is a progressive, debiliiating and eventually fatal neurological illnessaffecting an estimated 4-5 rnillion Americans. It is the most common form of dementing illness.Alzheimer's clisease is characterized clinically by early memory impainnent tbllorirecl by language anclperceptual problerns' This ciisease can affect anyone - it lias no economic, social, racial or national barriers.Causes
There is no one cause fbr Alzheimer's tlisease. AD may be sporaclic.or passecl through the genetic rnake-up.The disease causes graclual cleath of brain tissue .1ue io biochemical problems inside indiviclual brain cells.The symptoms are progressive, but there is great variatiorr in the rate of change from one person to another.Although in the early stages of Alzheimer's t-he_victim may appear completely"healthy, the clamage is slowlyclestroying the brain cells.- fhe hiclc{en process clamages trre urain in several ways:. Patches of brain cells degenerate (neuritic plaques)
' Nerve endings that transmit messages be.o*e tangled (neurofibrillary tangles)' There is a reciuction in acetylcholinl, an important brain chemical (neurotransmitter)' Spaces in the brain (ventricies become larger ancl fillecl with granular fluicl)' The size anci shape of the brain alters - the"cortex appears to shrink and clecayUnderstandably, as the brain continues to clegenerate, there is a comparable loss in mental functioning. sincethe brain controls all of our boclily functions, an Alzheimer victim in the later stages will have clifficultywalking' talking, swallowing and controlling blac{der ancl Lrowel functions. They become quite frail anclprone to inf'ections such as pneumonia.

Dementia us. Normal Aging
As a person grows olcler, he/she worries that forgetting the phone number of a best friend must mean he/sheis becoming demented or getting Alzheimer's .llseuse] Forgetfulness clue to aging or increasecl stress is rrofnormal aging and is rrof clementia.
"Dementia" is an encompassing term fbr numerous forms of memory loss. 'fhere are lnany types of c{ementiasuch as Alzheimer's clisease, Multllnfarct dementia or Parkinson's c{isease. when a person has c{ementia,he/she will lose the ability to think, reason and remember ancl will inevitable neecl urrirtu.r." with everyclayactivities such as dressing and bathing. Changes in personality, mood are also symptoms of c{ementia. ilrniclementias are treatable ancl reversible. aliheimer's ciisease is the most .o**on form of untreatable,
i rreversible clementia.

Alzlrcinrcr's Disense - Stttges o.f prttgression
Alzheimer's Disease can be characterized as having early, rniclclle, ancl late stages through which the patientgradually progresses, but not at a preclictable rate. The range of the .or.r"- of the .l'ir"oru is ?-25 years.
NOTE: Stages very often overlap. Everyone progresses througlithese stages ciifferently.

First Stage: This is a very subtle stage usually not ic{entifiecl by either the impairecl person or the family asthe-beginning signs of the c'lisease. subtle changes in memory o.l.1 lungruge along with some confusion occur
at this time' The family usually c'lenies o. o*.rr", the performance .tef'*icieicies at this stage.. Forgetfulness/memory loss. I*paired judgment
. Trouble with routines
. Lessening of initiative
. Disorientation of time and places
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Employee Name:

Alzheimer's disease is a progressive, degenerative disorder that attacks the brain's nerve cells,.or.

neurons, resulting in lossotiremory, thiiking and language skills, and behavioralchanges' AlNheime/s

disease is the most common cause of demeitia, or lois oi intellectual function, among people ]aged 65

and older.
Home care is a very helpful choice for both the person with Alzheimer's disease and their families

because it provides tne very kind of care that is most important - service in the comfort and familiarity of

the patient's own place of residence. Criteria for home care admission, for persons with end stage

dementia, may not always be well known - the issues of mobility, nutrition and weight, verbal I

communicatioh, problems with infection and overall decline are evaluated. The psychological dnd physical

rrpp"rt provided by home care teaching and supportive equipment can greatly relie_ve th" f?(ill_., 
-^^

caregiver. Caring for a person with Alzheimer's Disease (AD) is a challenge that calls upon the patience'

creaiivity,knowledge,andskillsofeachcaregiver.
our home heath igency treats patients with every kind of terminal condition and many.differpnt forl3 9t
dementia, including-persons with'ADRDs. A proper assessment of a patient addresses the needs of the

person and his or [er caregivers and family in a bomprehensive fashion. This is especially important to

ine famity of a person suffiring from ADRDs, since this person may have difficulty communicCting 
-11: -ol^

her needi to family members. More than those with other diseases, these patients spend a long perlod at

the end of their lives bed bound, mosfly unresponsive, and in need of total care. As with all oi our patients,

it is the goal of our home care program to care for the ADRD patient while supporting and coniforting

family and loved ones regardless of the setting or the patienf s daily abilities. fhese communiQation

challenges become part of the task of you, the caregive
It,s common for people with Alzheimer;s disease to have trouble with language. Perhaps the ipdividual 

,

may try describing an object rather than using its name because of difflculty thinking of the coJrect word.

Foieximple, the person might refer to the telephone as "th9 ringer", or "that thing I call peoplg wlLl 
ll^_^

takes much patience to comhunicate with individuals who forget names, struggle for the words they want

to use, never finish a sentence, or repeat the same phrase over and over:all problems that may be

experienced by people with Alzheimer's disease. To facilitate communication, try these strateQies:
. ielax. peopl'e with Alzheimer's communicate better when they do not feel pressured.

* Keep distractions to a minimum. Turn off the radio and television. lf others are in the room, find a quiet

spot.
* When the person has trouble expressing a thought, guess w_hat may be meant by asking q{estions they

can answer with a yes or no. FOr eXample, " Do you mean...?" or "DO you want to 90"""?
* Sometimes people forget what they are saying and stop in the middle of a sentence. To help them start 

.

again, calmly'repeat thilast few woids they'saio. lf they can't continue, ask a question that relates to what

they had been saYing.
* Make sure you understand what they have said. Questions like, " You want to leave now, is that right?"

or " You want some milk, don't you"? will verify what's been said'

* you may have to decipher a meaning from a few words. The person's tone of voice anl !orO1]1191?9"
may also help you figure out what they mean. For example, a shaky voice and fidgeting,b_eh.?yl:lI?l^

"onu"y 
fear more thin their words can. Many people have limited access to the words they want to use.

"Walk now" may mean a person is uncomfortable and wantS tO leave the roOm'

Employee Date
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. D"pression

. Fearfulness

. Personality change

. Apraxia (forgetting how to use tools ancl equipment)

. Attomia (forgetting the right worcl or name of a person)

Second Stage: As Stage 1 moves onto Stage 2, there is usually a particular significant event which forces the

family (and impairecl person) to consider that something is really wrong. At this time, they usually go to a

tloctor to diagnose the prroblem.
. Poor short-term rnemory
. Wanc{ering (searching for home)
. Language clifficulties
. Increased disorientation
. Social withdrawal
. More spontaneity, fewer inhibitions
. Agitation and restlessness, ficlgeting, pacing
. Developirrg inability to attach meaning to sensory perceptions: (taste, touch, smell, sight, hearing)
. lr-rability to think abstractly
. Severe sleep clisturbances anc{/or sleepiness
. Convuisive seizures may clevelop
. Repetitive actions and speech
. Hallucinations
. Delusions
Third (Final Stage): This stage is the terminal stage and may iast for rnonths or years. The individual will
eventually need total personal care. They may no longer be able to speak or recognize their closest relatives.
. Little or no memory
. lnability to recognize themselves in a mirror
. No recognition of farnily or friencls
. Great clifficulty communicating
. Difficulty with coorclinated movements
. Becoming ernaciated in spite of aclequate cliet
. Complete loss of control of all boely functions
. lncreased frailty
. Complete dependence
COMMON PROBLEMS WITH DEMENTIA
Delusions

Suspiciousness: accusing others of stealing their belongings
People are "out to get them"
Feai. that caregiver is going to abanclon (results in AD person never leaving caregiver's sicle)

Current living space is not "home"
Hallucinations

Seeing or hearing people who are not present

Repetitive actions or questions
They forget they askec{ the question
Repetitive action such as wringing a towel

Wandering
Pacing
Sundowning: trying to get "home"
Generally feeling uucomfortable or restless

lncreased agitation at night
Losing thing/Hiding things

Simply clo not remember where items are

Might hide things so that people c{on't "steal" them

l
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Inappropriate sexual behavior
Person with AD roses sociar graces and is onry c{oing what feers good

Agnosia: inability to recognize common people or objects
A wife of forty years will become a stranger to the person with AD, he might even think she is thehirecl help
Might not recognize a spatula or the purpose of the spatula ancl/or cannot verbalize the name orpurpose of the object

Apraxia: loss of ability to perform purposefur motor movements
Cannot tie a shoe or manipulate buttons on a shirt

Catastrophic reactions
(Cntrscs) AD person often becomes excessively upset ancl can experience rapidly changing moocls. The personLrecomes overwhelmecl ciue to factors rrin u, too much noise, too many people around, unfamiliarenvironment, routine change, being asked to many questions, being approachecl from behincl.(Reactions) AD person rnay become angry, agltiteit, weepy, stuEuorn or physically uiot"n,. It is best toattempt to avoid catastrophic reactions rather than clwell on io* to hanclle them.

HANDLING DISTURBING BEHAVIORS
one of the most difficult challenges for caregivers is how to hanclle some of the c{isturbing behaviors thatAlzheimer's can cause' symptoms such as c{elusion, hallucinations, angry outbursts, suspiciousness, failureto recognize familiar people ancl places are often the most upsetting behaviors for familles. The followingpoints may help in responcling to ctisturbing symptoms.
First' try to understancl if there is a precipitating iactor causing the behavior. were there householcl changes,too much noise or activity, was the ciaily routine upset? Time"of clay can also affect behavior (sunclowning).Being aware of these factors can help to 

-better 
plan activities or anticipate problems.,. Keep tasks, clirections and routine simpre without being condescending

? Always give the person plenty of time to responcl
3 Attempt to retnaiu calm ancl remincl yourseli that the behavior is clue to the disease4. Avoid arguing
5' write clown the answers to frequently asked questions, then reminc-l them to look at the rnessage6. Reduce environmentar noise: television, raclio, too many people talking7' Use clistraction when unacceptable behavior starts: bring them into"a c{ifferent room, start talkingtrbout chilclhoocl or another favorite topic, show them malazines, ask them to help you clo somethinglike dusting or sweeping
8' Do not overreact or scolcl for problem behavior: reciirect or distract9. Be reassuring with touch, eye contact ancl tone of voice10. Find the familiar: old pipe, favorite chair, family pictures
I I' Avoid clenying hallucinations: try non-committal comments like, ',you spoke wit6 your mother, Imiss my mother too',
12- Be sure to inform prrysician of ha[ucinations, no matter how tamel3' Restless behavior or pacing is usually unavoidable, however you can make the environment sat'e byinstalling locks that are above reach, remove unnecessary obslacles, make sure the person is wearingsome kincl of identification

Alzheimer Resource Center of Tallahassee: (850) 561-6869 Website: www.arc-tallahassee.org

r\lzheinrer's lr.u.drrti.n .f A.rerictr website: rrttp:// www.alzfd..org



New Health lnsurance Marketplace coverage
Options and your Health Coverage Form Approved

OMB No. 1210-0149
(expires 9.30-2023)

PART A: General lnformation
When key parts of the health care law take effect in 2o14, there will be a new way to buy health insurance: the Healthlnsurance Marketplace' To assist you as you evaluate options for you and your family, this notice provides some basicinformation about the new Marketplace and employment-based health coverage offered by your employer.

What is the Health lnsurance Marketplace?
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one-stop shopping" to find and compare private health insurance options. you may also be eligiblefor a new kind of tax credit that lowers your monthly premium right away. open enrollment for health insurance
coverage through the Marketplace begins in october 2o13 for coverage starting as early as January 1,2o14.

can I save Money on my Hearth rnsurance premiums in the Marketprace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn't meet certain standards. The savings on your premium that you,re eligible for depends onyour household income.

Does Employer Health coverage Affect Eligibility for premium savings through the Marketplace?
Yes' lf you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for
a tax credit through the Marketplace and may wish to enroll in your employer,s health plan. However, you may be
eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does
not offer coverage to you at all or does not offer coverage that meets certain standards. lf the cost of a plan from your
employer that would cover you (and not any other members of your family) is more than 9.5%o of your household incomefor the year, or if the coverage your employer provides does not meet the ,,minimum value,, standard set by the
Affordable Care Act, you may be eligible for a tax credit.l

Note: lf you purchase a health plan through the Marketplace instead of accepting health coverage offered by your
employer' then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer
contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for
Federal and state income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax
basis.

How Can I Get More lnformation?
For more information about your coverage offered by your employer, please check your summary plan description or
contact

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost' Please visit Healthcare.gov for more information. including an online application for health
insurance coverage and contact information for a Health lnsurance Marketplace in your area.

1 An emptoyer-sponsored health plan meets the "minimum value standard" if the plan,s share of the total allowed benefit costs covered bythe plan is no less than 6O percent of such costs.



PART B: lnformation About Health Coverage offered by your EmptoyerThis section contains information about any health coverage offered by your employer. lf you decide to complete anapplication for coverage in the Marketplace, you will be asked to provide this information. This information is numbered tocorrespond to the Marketplace application.

Here is some basic information about hearth coverage offered by this emproyer:
.As your employer, we offer a health plan to:

f] ntt employees. Eligible employees are:

f] sorn" employees. Etigible employees are:

.With respect to dependents:

I W" do offer coverage. Eligible dependents are:

f] w" do not offer coverage.

tr lf checked' this coverage meets the minimum value standard, and the cost of this coverage to you is intended to beaffordable, based on employee wages.

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discountthrough the Marketplace. The Marketplace will use your househord income, along with other factors, to
determine whether you may be eligible for a premium discount. rf, for example, your wages vary from week toweek (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed
mid-year, or if you have other income losses, you may still qualify for a premium discount.

lf you decide to shop for coverage in the Marketplace, Healthcare.gov will guide you through the process. Here,s theemployer information you'll enter when you visit Healthcare.gov to find out if you can get a tax credit to lower yourmonthly premiums.

4. Employer Identification Number (EtN)



The information below corresponds to the
employers, but will help ensure employees

Employer Coverage Tool.
their coverage choices.

,Completing this section is optional for
Marketplace

understand

the next 3 months?

"" ]fi[i";H::[ff,Sr::t.![':f"t;:-"*dins as a resurt o,r_1y3,j,,r-s or probationary period,.11p]"yeg eligible for coverage? (mm / dd / fwvl'(conii n ue)No (SroP ana retlrnihi. f*;i;,;;pr"y*)

lf the plan year will end soon
know, STOp and return form

and you know that the hearth prans offered wiil change, go to question .l 6. rf you don,tto employee.

16.Whatchangewilltheemployermakeforthenewo,"n,"u.,-

E :I4:r.r won't offer heirilr coverage
LJ hmployer will start offering health c"overage to employees or change the premium for the rowest-cost pranavailable only to the employee that meets-it'r" .nlni-r., varue standard.* (premium shourd reflect the

a. How _,,j,::::illll:9!1:: r1oo.i-.. s.. qr.iti"n it.l"'a' How much wourd the emplsyee rrJve trpil;"';;g-"iJh'r'ii. this pran? gb' How orten? Eweekrv '-E;"t'i;".5G - fi;;i;;; ;}i#"' "Ei*;*"-=euarterry 
fJyearry

' An employer-sponsored health plan meets the "minimum value standard,, if the plan,s share of the total allowedplan is no less than 60 percent ofsuch costs (section 368(c)(2)(c)(ii) ofthe lnternal Revenue code of 19g6)

benefit costs covered by the

14. Does the emphc
LJyes (Go to question 15) n 

-*" 
irroo ura ..t*n'ioimlo'employee)

[H ii?i:ffi :"Tff : t il, l,t,T::?$l; g
received *,e ma*,mJffintilffi;il;i;#":x'".:}.?.?[?';;$:#::T;:1,xFl:::"?#ri:iT#.i*1]fl;*,*?":.:,
wellness programs.



New Health Insurance Marketplace Coverage options and your Health coverage

Agency: Hor. Preferred Solution, Corp.

Dear staff

Effective october 1, 2013, you and/or your famiry members may purchase hearthinsurance coverage through a new treatih insurante marketplac", inri-.#; Ld;coverage through the employer's heatth plan. Any coverage you purchase inithe healthinsurance marketptace wiil be effective. gn_lanu rry r, 2014, if you ,noloi'1ior",. ffiii;member enroll on or before December 15,2013. ytu and/or you, trrnirv ,"ilGr;;ipurchase health insurance coverage through the health insurince marketplape no taterthan March 31, 2014, but the effeciive date of such coverage wilt ,rry o"p5;ii;d';;1"
date of enrollment "!rr !sr' evi

We are required by federal law to provide you with the attached notice. The purpose ofthis notice is to inform you of the existenie of the health insurance marketplace, giveyou a description of the services provided by the health insurance mrrretfra+",;;ji;llyou how to contact the health insurance maiketplace to request assistance.

ln addition, this notice helps you determine. whether you are eligible for a premium taxcredit or a cost-sharing reduction through the health inrrrrn." marketplac;.-y;;';;;
be eligible if the employer's plan's sharl of the total cost of benefits is less rthan 60%,the coverage is unaffordable, or if you are not eligible for the .or"irg". The health

i:ilnifr: 
marketplace wiil quarify you forcnv prErium tax credit oi. .ori"r;'ffi;

Finally, the notice. informs you that if you purchase coverage through the healthinsurance marketplace, you may lose any employer contribution toward the cost ofemployer-provided coverage. 'irv vvet .,r

lf you have any questions regarding this notice, please contact the Administrator.

Sincerely,

Signature
(Title)



Home Preferred Solution, Corp.

New []ealth Insurarrcc N4arketplacc C'overage Optiorrs ancl \"our llcalth ('ovcrauc

,\ckttorr ledgntcrtt

t. ____ ackrrorr ledge'thut I receir,ccl the "N*r, llerlth IrrsLtrntrce N4arketplace
('tlvcragc Optiorrs antJ Your IIr'alth ('orcrage" ercltartgc rtoliflcatiott or.l , _-,-,___

I agree [il rcliciv thc rrttticc providcd. I trndcrstand that it'I lrrrre anv clucstiotrs ot'il'l crtcotttrtcr

rrnv prohler.ns. I cur.r contltct the ,{drninistrltor.

I :nr1-l lot'ee N artrc S igtrittrrrc [)ltc

llcconoc irl icnto

\,'o. rcc()r1()1c() rptc lte rccitriiltl la lirt'tna de " Nttevas tlltcio ncs clc

cobcrtrrla crr el nrercaclo tlc scgrrros rt.tcltl icos r su ctltrct'tttra tncitlica" cl

['.sttlv clc acuerclo crr rcvisal cl lviso. [:ntienclo r,1Lrc si tcrtqo rtlgtttra 1-rregtutta tl si ttte t:l]cLrcrttro

co rr grrcblc nras. puedo contArrlar a I Aclrl i n i stri.lrl()r.

Norlbre cle e rnpleaclo Irinna [:cc ha



Give Form to the
requester. Do not
send to the lRS.

2 Business

7 List account nufrEJ$-EEE

Under penalties of perjury, I certity that

Here
Signature of
U.S. person )

entity name, if dttferent

4 Exemptlons (codes apply only to
cedain entities, not individuals: see
instructions on page 3):

Exempt payee code (if any)

Exemption from FATCA reporting
code (if any)

(Applias lo accouhts maintained outsjd}tha U.S_)

Requester's namE

FlYI.,t.Il* j

ffil:L:lllfg,T'1?;l,*yiyif:y;::*ry,urrv v_oi,,,*"iur ;";;t,,,0,#iibrur However, ror aresident arien, sore-proprietor, 1jF1ilil"1-;;iillJ#l#il:fiHiil: #?rifi;'[]. I;Lffi ", ,
ilJl,,Xi# 

is your emptoyer identificatiJn nrru"ilEir.riir.v., a" iJi'ilr; ;;.iil see How to get a

Note: lf the account is in more than one name, see the instructions for line 1. Also see what Name andNumber To Give the Requester lor guiaeiinei on vifrls-e number to enter.

1' The number shown on this form. is.my correct taxpayer identification number (or I gm waiting for a number to be issued to me); and2' I am not subiect to backup withholaing u"."*" id'l am exempt from backui withholding, or (b) I have not been notified by the lnternal Revenueffffi"ll?.}!:lr[":[:,;$mm:[u *tj;;idild ". 
a,e",h or 

" 
i"ir,'iit,I*p",t arr inieresiii Ji,ii"n-oio, (c) the rRS'has notified me that I am

3. I am a U,S. citizen or other U.S. person (defined below); and

Llijjlli--"-1:^f[lt:::t on this rorm (ir.1nD indicatins that I am exempt rrom FArcA reportins is correct.I ^ I v I EPUI Ur tg ts ugrrecL

ffi;*uiit"Ji'"i n:,.#:',Tffio"JlJr[13::Hili#$:,.?::ir?i'***:*l* lry:i"::i,i:!t!y subject to backup withho,ding becausevou have failed to report all interest and dividenos o.l;;i;;#;;:ffiffii ;#,"Tq rne rF{SInat vou are currentlv subject to backup withholdin
acquisition or aoanainmeni ;f .il;il;;;*rt" 

"*ijiilt,on 
nr .rahr ^^h+,h,,+i^-^ .^ ^':?:liPl:, iltm 2 does not appiv. For mortg"g" ini"i";i p"ia,acquisition or abandonment of secured ni"o.*;;rrai- iru;i;elffifii,:."j,;?.".Jftxlli[,f.i""".i:?].1if"'l;#iHif%xno",ill",l ilfiil,.*,in.i.",iit]J.t*][I.iii",i;;l;;;;ilil;ffi#?1iY.seetneinstructionsforPartll.later.:lili:, il,T, ;','SJii'#:l?T[::','?i,t:gJlItrlfJ$,Bili!1'l;il,,T,lli

Date >

General lnstructions
Section references are to the lnternal Revenue Code unless othenrvisenoted.

Future developments. For the latest Information about developmentsrelated to Form W-9 and its instruction", 
"r"n 

u. f"giJation enactedafter they were published, go to www.irs.g;;iF";;;i;.-

PUfpOSe Of FOfm 
r Form 1099-5 (proceeds from real estate transactions)
o Form 1 ,gg-K (merchant card and third party network transactions)

fl?#i1',:X1'"il,"J*Y{.fr:TrEfl{!fffi:i3#f l'JXXl i*J:#: * ;L?JT l-:fli"$;,",";;;lrierestl, 
10e8-E (student,oan interest),

SSliil",,siiilHli$$'y,x#lg.i1,ff1ffi;i"..xsi*.;*' i;";m10ee-c(cance,eddebt)
r€upayer identification number (ATIN), or.employbr identifidaiion numoer ' Form 1099-A (acquisition or abandonment of secured property)(ElN)' to report on an information.t"trln-ttr" irZr"i p-uii t" y"u, ;;il;; useform w-9 onry if you ire a u.s. person (including a residentamount reportable on an information return. eramprEJot intbrniaiion 

- 
atien-1, to provide your correct 1N.returns include, but are not limited to, ttre toflowlni.'-- 

-
. Form 1 oss.Nr (interest earned or paid) ,{!;;l? i"I:W il{#y;;;: #2ffifl:iii"J#,,1f; M,{:,!,#:"

later.

r Form 1099-DlV (dividends, including those from stocks or mutualfunds)
r Form 1099-MISC (various types of income, prizes, awards, or grossproceeds)
o Form .1099-8 (stock or mutual fund sales and certain othertransactions by brokers)

t 
31i:ffff3:i:Xate 

blx ror rederart"'

n ccorporation EsCorporation E partnership

! t-imitea liability company. Enter the tax classification (c=c corporation, s=S corporation, p=partnership) )'Note: Check the appropriate box in the line above for the t.LLC if the fLC i" 
"iri""jii"J"s 

a sinote-m6mha, I r 
^ 

+h-+ ,- 1:11^"lfj:Tl9l of.the singte-member owner. Oo not 
"h"J

LLC ir the LLc is crassiried as a sinoe-membeiriclnlil"ii"iffiIii".;',il" #l'.1:-ffiTJiljff;:,3,1il"'*.ifiJanother LLc that is not disreoarded-from ti," "**r toiii]s]iiiirut t"* purp";;"li;il;L",;singre-member LLC thais disregarded from the ownei st orrJ cnecilne "ft;;;;i; bll for the tax crassification of iis owner.

(number,stre@

.-, lllf-O
(Rev. October2Olg)
Department of the Treasurv
lnternal Revenue Service ' ) 

,Go 
lo www'irs'govrFormwg tor instructions and the ratest information.

Request for Taxpayer
ldentification Number and iertification

o
o
tro
o
J

o
tr

(,o

o
tr
o.



ATTESTATION OF COMPLIANGE
with Background Screening

Requirements

Authority: This form may be used by all emptoyees to comply with:

' the attestation requirements of section 435.05(2), Florida statutes, which state that every employee requiredto undergo Level2 background screening must iitest, *bj;;ii; i"natty of perjury, to meiting therequirements for qualiffing for employme-nt pursuant-t,o tnii crraptlr and agreeing to inform the employerimmediately if arrested foiany ot ine oisqualifying offensei *nir6'Lmpnyed by the emptoyer; AND

' the proof of screening within the previous 5 years in section 408.809(2), Florida statutes which requires proofof compliance with level 2 screening standards that have ueen scieeneo through the carl provider Backgroundscreening clearinghouse created rinder section 4g5.12, r.s., oir.re"ned within the previous s years by theAgency, Department of Health, Department oJ Elder Affair",-rh" Rgun"y for persons with Disabilities,Department of children and Families, or the oepartmeni or'iinanciar services for an applicant for a certificateof authority to operate^a continuing care retirem'ent community unoer cnapi"iosr, F.sl,'"nd in accordancewith the standards in section.408'-aos1z1, F's., if thatig"";y-ir ;"t currenfly implemented in the care providerBackground Screening Clearinghouse.'

This form must be maintained.in th| emptgyee's personnel file. lf this.form is used as proof of screening for anadministratororchief financial officerto satistrr-ttre requirementsoian aoolication fora health care oroviderliQersg, please attach a copy of the screenini results'and suumiiwiiniie ticensure apptication.

Em ployee/Contractor N ame :

Health Care Provider/ Employer Name:

Address of Health Care provider:

I hereby attest to meeting the requirements for employment and that I have not been arrested for er andbeen found guilty of, rega.rdless of adjudication, or'"ni"r"o , pie" of nolo conteno"r", or"gl;lii; ;r*offense, or have an arrest.awaiting a ?inal disposition prohibitliJ unoer any of the following provisions ofthe Florida statutes or under any iimilar statute or anotnei juri.oi"tion,

Crlminal offenses found ln,secflon 435.04. F.S.

(a) Section 393.135, relating to sexual misconduct with
certain developmentally disabled clients and reporting of
such sexual misconduct.

(b) Section 394.4593, relating to sexual misconduct with
certain mental health patientJand reporting of such sexual
misconduct.

(c) Section 415.111, relating to adult abuse, neglect, or
exploitation of aged persons or disabled adutts. 

-

(d) Section 777.04, relating to attempts, solicitation, and
conspiracy to commit an offense listed in this subsection.

(e) Section 782.04, relating to murder.

(f) Section 782.07, relating to manslaughter, aggravated
manslaughler of an elderly person or disabled idu[, or
aggravated manslaughter of a child.

(g) Section 782.071, relating to vehicular homicide

(h) Section 782.09, relating to killing of an unborn quick
child by injury to the mother.

(i) Chapter 784, relating to assault, battery, and culpable
negligence, if the offense was a felony.

(j) Section 784.011 , relating to assautt, if the victim of the
offense was a minor.

(k)- Section 784.03, relating to battery, if the victim of the
ofiense was a minor.

(l) Section 787.0'1, relating to kidnapping.

AHCA Form # 3'100-0008, January 2017
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(m) Section 797.02, relating to false imprisonment.

(n) Section 787.025, relating to luring or enticing a child.

(o) Section 707,Q4(2), retating to taking, enticing, orremoving a child bevond.the state fimiti'wittr cilfiinat intentpending custody proceedings.

(p). Section 287.04(3), retating to carrying a child beyond thestate tines with criminat intent-to avoijfid;;ffi; chird at agystodv hearing or detivering the chitd io it 
" 

a"IiJn"t"operson.

(q)^Section 
I90.,!1!(1), retating to exhibitins firearms orweapons within 1,000 feet of alchool. -

1r) 
^Section Fg._1!E(2)(b), retating to possessing an electricwqapgn or device, destructive Oevice, or ottreiieapon onschool property.

(s) Section 794.01 1, relating to sexual battery.

(t). Former s. 194.041 , r9tati19 to prohibited acts of personsin familial or custodial authorif.

(u). Section 794.05, relating to unlawful sexual activity withcertain minors.

(v) Chapter 796, relating to prostitution.

(w) Section 7gB.O2, relating to lewd and lascivious behavior.

(x) Chapter 800, relating to lewdness and indecent
exposure.

(y) Section 806.01, relating to arson.

(z) Section 81O.O2, relating to burglary.

(aa) Section 910.14, relating to voyeurism, ffthe offense isa felony.

(bb)--S^ection 
910.145, retating to video voyeurism, if theoffense is a felony.

(cc) Chapter 812, relating to theft, robbery, and related
crimes, if the offense is a-telony. 

' - - - -' ' 
t

(dd) 
.Section 817.563, relating to fraudulent sale of controiled

substances, only if the offense was a felony.

(ee) Section 825,1.02, relating to abuse, aggravaled abuse,
or neglect of an elderly person or disabledi-dult.

(ff) Section 825.102S, relating to lewd or lascivious
g!f91ses c_o.mT'.tte.d upon or in tne presence oi"n lfO"rrYperson or disabled adult.

(gg) Section 825.103, relating to exploitation of an
eloeny person or disabled adult, if the offense was a
felony.

(hh) Section 826.04, retating to incest.

(i) Section 8.27.03, relating to child abuse,
aggravated child abuse, orneglect of a chiid

fi),. Section 827.04, relating to contributing to the
delinguency or dependency of a child.

$?r,F;g:r.r 
B27.os, retating to nestisent treatment

(ll), Section B2l.Ol1, relating to sexual performance by achild.

(mm) section 843.01, rerating to resisting arrest with viorence.

(nn) Section 843.025, relating to deprivinq a law
enrorcement, correctional, or coreciional -probation 

officermeans of protection or communication.

(oo) Section 843.12, relating to aiding in an escape.

(pp) Section.84q.13, relating to aiding in the escape of
Juvenle inmates in correctional institutions.

(qq) Chapter 847, relating to obscene literature.

(n) 
.Section S74.OE(1), relating to encouraging or recruitinganother to join a criminal gang.

(ss) Chapter 893, relating to drug abuse prevention andcontrot, onty if the offensj w"s a Iefony oiiflny'oit 
", 

p"rson
involved in the offense was a minor.

(tt). Section 91 6..!.075, relating to sexual misconduct withcertain forensic clients and reporting oi such-.&r;i'
misconduct.

(uu) Section 944.35(3), relating to inflictinq cruet or
rnnuman treatment on an inmate resulting In great bodilyharm.

(w) Section 944.40, relating to escape.

(ww) Section 944.46, relating to harboring, concealing, oraiding an escaped prisoner.

(xx) Section 944.42-, relating to introduction of contraband
into a correctional faciligr.

(yy) Section 985.701, relating to sexual misconduct in
Juvenite justice programs.

(zz) Section 905"211_, relating to contraband introduced into
detention facilities.

(3) 
.The security background investigations under this

section must ensure that no person iubject to tnis iection
has been found gullty of, regardless of daiua[ation, oi
entered a plea of nolo conlendere or guilty to, 

"nv 
&f"n."

that constitutes domestic vioten.e 
"s 

-aJtifieo'ii 
,{. iii .za,

whether such act was committed in tnis Jtate oiin ,*tn",jurisdictlon.

AHCA Form # 31OO-OOOB, January 2017
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(a) Any authorizing statutes, if the offense was a fetony.

(b) This chapter, if the offense was a felony.

(c) Section 4Og.g2O, relating to Medicaid provider fraud.

(d) Section 409.9201, relating to Medicaid fraud.

(e) Section 741 .28, relating to domestic violence.

(0_Section 2t04, relating-to attempts, solicitation, andconspiracy to commit an oifense riJtiJi. tiiir'lr'j[.iJtion.

f].,S":tio"-qg.Os4, .retating to fraudutent acts through
matt, wre, radio, electromagnetic, ptrotoetectionic, -oi
photooptical systems.

(h). S-ection.817.234, relating to false and fraudulent
tnsurance claims.

(i). Section 817.481, relating to obtaining goods by using afalse or expired credit card 
-or 

ot 
"i "i"jiiJl-ri;;?i;"offense was a felony.

!]^*:li:19@, retating to fraudutenfly obtainins goodsor seryices from a health care provider.

(k) Section 817.S0S, relating to patient brokering.

(!) !.e-ctio1 817i568, relating to criminat use of personal
identifi cation information.

(m) Section p17.60, relating to obtaining a credit cardthrough fraudulent means.

(n) S-ection 817.61, relating to fraudulent use of credit cards, ifthe offense was a felony.

(o) Section 831.01, relating to forgery.

(p) Section 831.02, relating to uttering forged instruments.

(q) Section 831.07, relating to forging bank bills, checks,drafts, or promissory notes.

(r) S.ection ggl-09, relating to uttering forged bank bilts,checks, drafts, or promissory notes.

(s) Section 831.30, relating to fraud in obtaining medicinaldrugs.

(t)..Section 831.31, relating to the sale, manufacture.
oelvery, or possession with the.intent to sell, manuiacture,
or detiv-er any counterfeit controiled ,rb;t*;;; if'ilJIr"n."was a felony

(u) Section 895.03, relating to racketeering and collection ofunlawful debts.

(v) Section 896,101, relating to the Florida Money
Laundering Act.

llilirl:flI,:f ?iriXiExemption 
rrom Disqualirication through the Agency ror Hearthcare

Date of Decision:

tr I have been grdnted an Exemption from Disquatification through the Florida Department of Health.
Date of Decision: 

,
nA copy of the Exemption from Disquatification decision letter must be attached**

lf you are also using.this form to provide evidence of prior LeveL 2 screening tting"rprin,irg) 
'n11,",^,,?,.,j^u,l?:j:H^ry"^:ld"J;;i,;;,pi"t;J;;ilil'tn,, e0 days, prease provide thefollowing information. A copy of the pridr screerirg i""rrc ;ff';; ffiHj,;:

Purpose of Prior Screening:
Screening conducted by: Date of Prior Screening:

tr
tr
!

tr
tr
tr

Agency for Healthcare Administration
Department of Health
Agency for Persons with Disabilities

Department of Elder Affairs
Department of Financial Services
Department of Children and Family Services

AHCA Form # 3100-OOOB, January 2017
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Attestation

Under penalty of perjury, l,
hereby swear or affirm that I meet thetEl[tTJ,H:::Xyt:#: [ffi::[:ifJ:[:Tjl1,*t1ilT

:l#ff tlff #fiT,,il1f;::,,*"[:ffi [:;:;;,i:tilil;'i:ilff ffiff ffi H,,,:i:ff ,',",::,[
il :il"jit 

"Tfl 
fi li" S :'i y,,9., one n s e s wh i r e e m p r o*. ;, #; Jiiil: :T,Iffi ::l,.r,ilkl;pursuant to Chapter 40g, part ll F.S.

Em ployee/ConGctor S.d;ture
DateTitle

AHCA Form # 3100-OOOB, January
35.090 Rule 59A-



Home Preferred Solution Corp.,

TAX EXEMPT FORM

I, , I{EREBY ACKNOWLEDGE THAT I AM AN
INDEPENDENT CONTRACTOR, TI{EREFORE, I AM RESPONSIBLE FOR
MY SOCIAL SECURITY AND TAXES. I ALSO ACKNOWLEDGE THAT I
WILL RECEIVE AN IRS 1099 FORM FOR TI{E PRECEDING YEAR BY
FEBRUARY I" OF EACH YEAR WHICH WILL ALSO BE SENT TO TIIE
INTERNAL REVENUE SERVICE. AS AN INDEPENDENT CONTRACTOR, I
AM NOT ELIGIBLE FOR ANY BENEFITS SUCH AS VACATIONS,
DISABILITY OR TINEMPLOYMENT AND WILL NOT BE COVERED BY
WORKMEN' S COMPENSATION.

EMPLOYEE SIGNATURE:

DATE:

SOCIAL SECURITY NUMBER:

POSITION:



Employment Eligibility Verification
Department of Homeland Security

U.S. Citizenship and Immigration Services

USCIS
Form I-9

OMB No.l6l5-0047
Expires 0713 I

iff *:;s,&?,l:tr:Jxff rTs:,si"* rlete and

,,H, ,,,,,,,,y,qlrur uLdruu, uI r]auonal oflgtn may be illegal.

;ignSectiontof foffi
Last Name (Famity Name) %

First Name (Given Name) Midc lle lnitial (if any) Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number (if any) City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Email Address Employee's Telephone Number

I am aware that federal law
provides for imprisonment and/or
fines for false statements, or the
use of false documents, in
connection with the completion of
this form. I attest, under penalty
of perjury, that this informationi
including my selection of the box
attesting to my citizenship or
immigration status, is true and
correct.

Check one of thr

I t R citize
T--.l .

followin

of the t

g boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions)
Jnited States

L. ra,,v,'u,u.Eir rduurrar or rne unlleo states (See lnstructions.)
3. A law.fut permanent r"s@

ran ltem Numbers 2. and 3. above) au

enter one of theselyou check ltem Numbe 4.,

thorjzed to work until (exp. date, if any)

USCIS A.Number
-.]." Form l-94 Admission Nrr"f* I ^_ [-

Signature of Employee

%
lf a preparer and/or translator assisl I . lhat nar<nn Ml lcT ^^--t

oday's Date (mm/dd/yyyy)

ousrness days after the employee,s first day of emolovn
gy!no_1i1ep by the Secretaa; ofoHS, ooiufr"-ntj'iiofriio,

List A
Document Title 1 I

-

Employers t
nent, and mt
m List A OR
structions.

OR

-ir

rr their authorized reorese
ust physically examine, or
a combination of docume

List B
%

rc r,rE rrepdrcr anoror transtator Certification on page 3.

ntative must complete and sign S""tion7 w,tf,in-iiE
e.xa.mrnre consistent with an alternative orocedure
ntation from List B and List C. Enier jnV uOOitio,iuf

Alrn %

ssuing Authority

)ocument Number (if any)

:xpiration Date (if any)

Document Title 2 (if any) Additional lnformation

lssuing Aulhority

! Cfrect< here if you used an alternative

Document Number (if any)

Expiration Date (if any)

Document Titte 3 (if any)

lssuing Authority

Documenl Number (if any)

Expiration Date (if any)
to examine documents.

Certlfication: I attest, under penalty of perjury, that
employee, (2) the above-listed documentation upp"
best of my knowledge, the employee is authorized t

:(1) I have examin
,ars to be genuine
to work in the Uni

red the
and t(

ted Ste

documentation pr€
r relate to the empl<
rtes.

)sented by th€ above-named
,yee named, and (3) to the

First Day of Employment
(mmlddlyyyy).

trrilproyer or Autnonzed Signature of Employer or Authorized Representative Today's Date (mmlddtyyyy)

Employer's Business or Organization Name tmployer's Business or Organization Address, City or Town, State, Zlp Code

failing to comply With the requirements for nnmntatina r}.io r^-* o^- L-,-.-- - . ..;;ffiilffi rffiffij;xifJffiililff]
lNTl-nlc^Drrirar A ?r^r,

S;:ij::['H]S]SllJlJi::;,"fl ;[:f#ff,""":j:,T:",*::"*::":*llt t::r::I,,,:. to present ror Form ,-e Emp,oyers cannot ask
STJJ?#::I"Jt"l:ffi:5lff j:Jilgi:.Tjl,",t,H:ilri*;:,:j:fiii^1yj {:.ffii:x?ti".xffi:[,J:f;:T.":,.JilH!".iilTltil,, 

",
supprement B, Reverirication and Relrire. r,";ti.s ";;i";;. ;il"",ffi;U::"J;"ir"j:Tir$#,f:Hil[:;Tff:ffi Tff:fl:::?:il1;
lG--a!^- r F

For reverification or rehire, complete Supplement B, Reve on
h-or:m I-9 Fldition OBlOll23

Page 4.

Page I ol4

I



LISTS OF ACCEPTABLE DOCUMENTS
All documents containing an expiration date must be unexpired.n Documents extended by the issuing authority are considered unexpired.

Employees may present one serection from List A or acombination of one serection from List B and one serection from List c.Examples of many of these documents appear in the Handbook for Employers (M.274).

*Refer to the Emproyment Authorzation Extensions page on tqaent4 for more informailon

LIST A
Documents that Establish Both ldentity

and Employment Authorization

LIST B

Documents thal Establish ldentity

LIST C
Documents that Establish Employment

Authorization

1. U.S. Passport or U.S. passport Card 1. Driver's license or lD card issued bv a State or
outlying possession of the Unjted dtates
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

'1. A Social Security Account Number card.
unless the card includes one of the following
restrictionst

(1) NOT VALTD FOR EMPLOYMENT

(2) VALTD FOR WORK ONLY W|TH
INS AUTHORIZATION

(3) VALTD FOR WORK ONLY WtrH
DHS AUTHORIZATION

Permanent Resident Card or Alien
Registration Receipt Card (Form l-551)

Foreign passport that contains a
temporary l-551 stamp or temporary
l-551 printed notation on a machine_
readable immigrant visa

2. lD card issued by federal, state or local
government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,
and address

4. EmploymentAulhorization Document
that contains a photograph (Form l-766)

Certification of report of birth issued by the
Department of State (Forms DS-13S0,
FS-545, FS-240)

3. School lD card with a photograph5. For an inCiviOuiTtemporarily-auth-orized
to work for a specific employer because
of his or her status or parole:

a, Foreign passport; and

b. Form 1,94 or Form l-94A that has
the following:

(1) The same name as the
passport; and

(2) An endorsement ofthe
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

3. Original or certified copy of birth certiircafe
5. U.S. Military card or draft record

6, Military dependent,s lD card

4. Native American tribal document7. U.S. Coast Guard Merchant Mariner Card

5. U.S. Citizen tD Card (Form l-197)8. Native American tribal document

6. ldentification Card for Use of Resident
Citizen in the United States (Form l_179)

9. Driver's license issued by a Canadian
government authority

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Se_clten 1! of the M27don
u s cis.gqy/i.Q-c94r-q!.

The Form'l-766, Employment
Authorization Document, is a List A. ltem
Number 4. document, not a List C
document_

For persons under age 1g who are
unable to present a document

listed above:
10. School record or report card6. Passport from the Federated States of

Micronesia (FSM) or the Republic of the
Marshall lslands (RMl) with Form l_94 or
Form l-94A indicating nonimmigrant
admisston under the Compact of Free
Association Between the United States
and the FSM or RMI

11. Clinic, doctor, or hospital record

'12. Day-care or nursery school record

May be presented in rieu of a document risted above for a temporary period.
For receipt validity dates, see the M-274.

o Receipt for a replacement of a lost,
stolen, or damaged List A document.

r Form l-94 issued to a lawful
permanent resident that contains an
l-551 stamp and a photograph of the
individual.

r Form l-94 with ,,RE" notation or
refugee stamp issued to a refugee.

Receipt for a replacement of a lost, stolen, or
damaged List B document.

Receipt for a replacement of a lost, stolen, or
damaged List C document.
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Supplement A,
Preparer and/or Translator certification for Section I

Department of Homeland Security
U.S. Citizenship and Immigration Scrvices

USCIS
Form I-9

Supplement A
OMB No. 1615-0047
Expires 0713112026

Last Name (Famity Name) from Section 1. First Name (Given Narne) lrom Section 1. Middle initial (if any) from Section 1.

ill?'Li3;,li:iJ:'::T;:,y"Jlf::y::y,:::fT:i";,fir.;; nl** in tne spuce, p,",io.o above Each preparer or transratormust complete, sisn, and date a separate certification area. Em[ror"r;;;:i';"i;"1;;?"t:""r?rfflJi 
";::tT;,nH:H?Jr-};completed Form I-9.

fffii:rfi',?Tiilifl,il,X"ill|;J:1tJ fffii:sisted 
in the compretion or section 1 or this rorm and thar to rhe best or my

I attest, under penalty of perjury, that I have assisted in the completion of Section 1knowledge the information is true and correct.

I attest, under penarty of perjury, that r have assisted in the completion of section 1knowledge the information is true and correct.

I attest, under penalty of perjury, that I have assisted in the completion of Section 1knowledge the information is true and correct.

of this form and that to the best of my

of this form and that to the best of my

of this form and that to the best of my

Signature of Preparer or Translator

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name)

Signature of Preparer or Translator

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name)

Signature of Preparer or Translator
Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name)

Signature of Preparer or Translator

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name)

Form I-9 Fldition 08/01/23
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Date (mm/dd/yyyy)

Dale (mm/dd/yyyy)

Date (mm/dd/yyyy)

Middle lnitial (if any)

City or Town State ZIP Code



Supplement B,
Reverification and Rehire (formerly Section 3)

Department of Homeland Security
U.S. Citizenship ancl Immigration Services

USCTS
Form I-9

Supplement B
OMB No. t61s-0047
Expircs 01/3t/2026

Last Name (Famity Name)from Section 1. First Name (Given Name) from Section 1. Middle initiat 1;f any; trom Seciion t.

reverification' is rehired within thiee years of ihe date the'originaiF;;i-;;r" compreted,tr provides proof of a regar name change. Enterthe employee's name in the fields anove' use a new section ior each reverification or rehiie. fi"il; the Form r-9 instructions beforecompleting this page' Keep this page as part or irre employee's Form l-9 record. Additional guidance can be found in theHan{b-oo[ {o1 lpployerq Gqidange-fqr cl.pieiirg r"rm L9 (M-224) 
coro' Aqdrtronal guidancr

Date of Rehire (if applicailej

Last Name (Family Name) Frrst Name (Given Name)

ist C document.]ion to ,no*employment authorization. Enter the documlnt information in the spaces berow.

Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

I attest, under penalty of perjury, thut to fh"
i;;;ffiil#.l.,oo"genuineandtoretatetotheindividualwhopresentedit.

Name of Employer or Authorized Represeniative Signature of Employer or Authorized n"piu."ntrtiu"

Additionat tnformation (tnitiat and Oat" euin notriilnl
Check here if you used an
alternative procedure authorized
by DHS to examine documents

Date of Rehire (if appticabte)

Lasl Name (Family Name) First Name (Given Name)

tion: lf the employee require_s r."r9Jifi.gtion,
employment authorization. Enter the documlnt information in the spaces berow.

Document Number (if any) Expiration Date (if any) (tnmtddtyyyy)

I attest, under penalty of perjury, tf,rr ro,

lmplolle 
presente ent;t'on' *n" oo"'ttntatiln I uxumii"u upp"ul to o" genuine and to reiate to the individuar who presented it.

Name of Employer or Authorized R"pru."nt"ti* Signature of Employer or Authorized nupr"runtrtiru Today's Date (nm/dd/yyyy)

Additional lnformalion ltnitiai anO Oate eactr notation.l
Check here if you used an
alternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicabte)

Last Name (Family Name) First Name (Given Name)

tion: lf the employee requires r"rerificution
employment authorization. Enter the documlnt inrormaiion in the spaces ;;il.

Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

I attest, under penalty of perjury, thil t;
employee presented documentltion, the documentatiln t exami-nJapp"i'l to be genuine ana to reiate to the individual who presented it.
Name of Employer or Authorized Representative Signature of Employer or Authorized R"pr*"-ntuti*

Additional lnformation ltnitiaGnO OateEcn notatrorrl
Check here if vou used an

fl alternative procedure authorized
by DHS to examine documents.
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REF'ERENCE REQUEST FORM
To be Completed by Applicant:

Reference Name:
Facility Name:
Telephone:

I have applied to Home preferred sorution corp.o for a position as a
. I authorize you to respond to the

31esiigns 
b** so tha1.th" Ag"ncy@

tilis informatb;;;s#j!"6'#"J#fl"fft#ffiapplication' I release vou from all liabilitv in supplying

Applicant's Signature

I worked for you from

Applicant's Printed Name

to asa

To be Completed by Former Employer:

Would you rehire? yes No
Is the above information comect? t I yes I f NoIf no. please explain:

Job Skill

Job Knowledge

Initiative

Attendance

Ability to Work with Others

Judgement

Honesty

Ability to Accept Directions

Grooming and Appearance -

Time Management

Comments:

Signature Date

Excellent Very Good Good Poor



HOME PREFERRED SOLUTION 

COVID VACCINATION RECORD 

TYPE OF IMMUNIZATION: 

JOHNSON AND JOHNSON VACCINE: 

-----COVID 19 SINGLE DOSE 

MODERNA VACCINE: 

-----COVID 19 FIRST DOSE 

-----COVID 19 SECOND DOSE 

PFIZER VACCINE: 

-----COVID 19 FIRST DOSE

-----COVID 19 SECOND DOSE 

SELECT WHO ADMINISTERED 

1. ------CUN IC

2. ------PHARMACIST

3. ------PHYSICIAN OFFICE

4. ------OTHER

SIGNATURE -------------------

DA TE ADMINISTER ED--------------------

DA TE ADMINISTER ED--------------------

DA TE ADMINISTER ED--------------------

DATE ADM IN ISTERED----------------s---

DA TE ADM IN !STER ED--------------------

DATE---------------------- -


