Cultured Care, Inc.
Nursing Staffing and Home Health Agency

33 James Reynolds Road Unit E Swansea, MA 02777
Tel: 508-379-9060 Fax: 508-379-9064  email: info@ccihha.com

APPLICANT INFORMATION

Last Name First M.1. Date
Street Address Apartment/Unit #
City State ZIP

Phone E-mail Address

Date Available Desired Salary

Position Applied for
Are you a citizen of the United States? YES [ NO [] Ifno, are you authorized to work inthe U.S.? YES [ NO [

Have you ever worked for this company? YES [1 NO [ If so, when?

EDUCATION

High School Address

From To Did you graduate? YES [ ] NO [| | Degree
College Address

From To Did you graduate? YES [] NO []  Degree
Other Address

From To Did you graduate? YES [] NO []  Degree

REFERENCES (PLEASE LIST THREE PROFESSIONAL REFERENCES)

Full Name Relationship
Company Phone  ( )
Full Name Relationship
Company Phone ( )
Full Name Relationship

Company Phone ( )


mailto:info@ccihha.com

PREVIOUS EMPLOYMENT
Company

Address

Job Title

Responsibilities

From To

Reason for Leaving

May we contact your previous supervisor for a reference?

Company

Address

Job Title
Responsibilities

From To

Reason for Leaving

May we contact your previous supervisor for a reference?

Company

Address

Job Title
Responsibilities

From To

Reason for Leaving

May we contact your previous supervisor for a reference?

MILITARY SERVICE

Branch
Rank at Discharge

If other than honorable, explain

DISCLAIMER AND SIGNATURE

| certify that my answers are true and complete to the best of my knowledge.

YES

YES

YES

Phone ( )

Supervisor

NO

Phone ( )

Supervisor

NO

Phone ( )

Supervisor

NO

From To

Type of Discharge

If this application leads to employment, | understand that false or misleading information in my application or interview

may result in my release.

Signature

Date



CONFIDENTIALITY STATEMENT

The healthcare organization has a legal and ethical responsibility to safeguard the privacy of all
patients, employees and agents and to protect the confidentiality of information. Strict standards are
adhered to within the organization concerning patient and employee records and all other information
which is considered to be of a confidential nature.

As an employee, you recognize that in the course of your employment with the organization you will
have access to create or acquire confidential, privileged, or proprietary patient, employee, provider, or
trade information, secrets or processes. All employees must recognize that that this information is
solely the property of the organization regardless of its format or changing formats over time. Each
employee recognizes the right of the employer to determine questions of ownership.

Each employee recognizes that the disclosure of any of the above information would directly damage
the organization's business and integrity and could subject the organization to a serious business
loss. Accordingly, each employee promises as a condition of employment that during and after
employment with the organization or any of its affiliated subsidiaries, he/she will not disclose any such
information to any person or entity without first obtaining written consent from the organization.

Furthermore, each employee understands that his/her position within the organization is one of trust
and confidence. Each employee understands that he/she must pledge his/her best efforts and utmost
diligence to protect and keep the trade secrets and confidential or proprietary business information of
the organization secure.

As a condition of my employment/assignment, | hereby agree that, unless directed otherwise by my
supervisor, | will not at any time during or after my employment/assignment with the organization
disclose any patient information to any person whatsoever or permit any person whatsoever to
examine or make copies of any patient reports or other documents prepared by me, coming into my
possession or under my control, or use patient information for any purpose other than to provide
patient care.

| understand that the disclosure of my computer password, attempts to discover another person’s
password or unauthorized use of a password are not permitted. | will treat the information | have
access to as strictly confidential and will share information only with those who have a “need to
know”. | will access only that information that is within the scope of my job function/responsibilities.

| understand that upon termination of employment | must promptly return all such confidential
information or other organization property to the Human Resources/Personnel Department.

| attest that | have read and understand the above information regarding confidentiality and
understand that any willful or intentional breaches of confidentiality will result in disciplinary action up
to and including possible termination.

| hereby agree to adhere to the confidentiality standards of the organization.

Employee Name:

Employee Signature: Date:




Cultured Care, Inc.

Nursing Staffing and Home Health Agency

Pre-Interview Questionnaire
1- What is your job title?
2- Are you currently employed?
3- What is your job description at your current employment?
4- what has you work experience been?
5- What hours are you willing to work?
6- Are you willing to travel? How many minutes?
7- Are you willing to be On-Call? Work last minute visits?

8- If I called your last supervisor, what would they say your strengths or weaknesses are?

Additional Notes:



Cultured Care, Inc.
Nursing Staffing and Home Health Agency

CORI Request Form

Cultured Nursing, Nursing Staffing Agency has been certified by the Criminal History Board for
access to conviction and pending criminal case data. As an applicant /employee for the position of
healthcare staff applicant. | understand that a criminal record check will be conducted for conviction

and pending criminal case information only and that will not necessarily disqualify me. The
information below is correct to the best of my knowledge.

Employee /Applicant Signature

Last Name First name Middle Name

Maiden name if applicable Place of birth

Date of Birth Social Security Number

Address:

Sex Height (feet/inches) Weight Eye Color

State Driver’s License Number:

***The above information was verified by reviewing the following form of government issued
photographic identification:

Requested by:
Signature of CORI authorized employee

CHSB Use Only

Record Attached: No Record:




Cultured Care, Inc.

Nursing Staffing and Home Health Agency

DRUG FREE STATEMENT

Please be advised that Cultured Care, Inc. holds the right to random blood, urine, hair testing for drug
testing.

This policy is being implemented to maintain public safety.

All nursing personnel facing a drug or alcohol abuse are strongly advised to contact the substance
abuse program provided by the board of nursing at 617-727-9961.

| understand that | may be tested for drugs at any time during my employment with Cultured Care,

Inc., failure to comply with the drug testing policy may result in termination or suspension of
employment with Cultured Care, Inc.

Employee Name (Please print):

Employee Signature:

Date:




Cultured Care, Inc.

Nursing Staffing and Home Health Agency

HEPATITIS B VACCINE

DECLINATION

| understand that, due to my occupational exposure to blood or other potentially infectious materials, |
may be at risk of acquiring hepatitis B virus (HBV) infections. | have been given the opportunity to be
vaccinated with hepatitis B vaccination at this time. | understand that, by declining this vaccine, |
continue to be at risk of acquiring hepatitis B, a serious disease. If in the future | continue to have
occupational exposure to blood or other potentially infectious materials and | want to be vaccinated
with hepatitis B vaccine, | can receive the vaccination series at no charge to me.

Name of Employee (printed):

Signature: Date:




Cultured Care, Inc.
Nursing Staffing and Home Health Agency

EMERGENCY INTERVENTION

PURPOSE:

To provide timely and appropriate first responder interventions in the face of life-threatening changes
in the patient’s clinical status.

POLICY:

J All Cultured Care, Inc. Home Care Agency clinical staff are trained and have current
knowledge of appropriate emergency interventions.

J Cultured Care, Inc. Home Care Agency qualified personnel shall provide appropriate

emergency interventions should the patient exhibit changes which are judged to be life-
threatening while Agency personnel are in the home.

] Cultured Care, Inc. Home Care Agency personnel shall respect and honor competent patient's
wishes and any advance directives which are in place.

PROCEDURE:

] Activate the emergency medical system (EMS) (911 in most areas).

o Remain with the patient until EMS arrives.

° Provide pertinent information to EMS personnel.

] Notify the Clinical Supervisor describing all events.

] The Clinical Supervisor/employee shall notify the physician, describing all events.

° Qualified personnel may take appropriate measures to maintain/sustain life including:
. Initiating basic first aid
. Maintaining an open airway
. Initiating CPR

These actions shall not be initiated if a valid "Do Not Resuscitate" order has been signed by
the patient's physician and is in the patient's medical record.



Cultured Care, Inc.

Nursing Staffing and Home Health Agency

CONFIDENTIAL REFERENCE CHECK

| have applied to Culture Care, Inc for employment as a Home Health Aide, L. P.N. or R.N. | desire
that they be fully advised of my performance and qualifications from past/present employers and
associates. | hereby authorize Culture Care, Inc to request and, for my persons given as references,
to respond to information that may be sought in connection with my application for employment.

Name:

Signed: Date:

*hkkhkkkkhkkhkhkhhhkkhhhhhkhhhkhhhhkhkhhhhhhhhhhhhhkhhhhhhhkhkhhhhhhkhhkhkhhkhkhhhhhkhkhkkhkhhhhhhkhhkkhkhhhhhkhhkhkhkhkhhkhkhhkhkhkhkhkkkhkkhkhkkhkkkkkk
To be completed by your previous work reference

1. Employment dates — From to

2. Title:

4. Please describe his/her job:

5. How would you describe his/her interpersonal relationships/working with others?

6. Reason for leaving:

7. Would you re-employ him/her if you had a suitable opening?

8. General evaluation/comments:

Name of person completing form and title:
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