REGISTRATION APPLICATION

ElderCare at Home, Inc.

PLEASE PRINT ALL INFORMATION!  IF WE CAN NOT READ IT, WE WILL THROW IT OUT!
Personal Information:

____________________________________________________________________________________

Last Name



First Name


Middle/Maiden

____________________________________________________________________________________

Social Security Number

D.O.B.


US Citizen (Y/N?)

____________________________________________________________________________________

Address

____________________________________________________________________________________

Telephone



Beeper


Car

____________________________________________________________________________________

Sex

Race


Driver License #

____________________________________________________________________________________

Emergency Contact Name

Relation

Telephone

EMAIL ADDRESS: __________________________________________________________________

Text Messaging capable: _____________
POSITIONS:

( CNA/HHA
( LPN
   ( RN        ( Domestic Housekeeper
( Companion
( Sitter



‭ Care Manager (SW-RN-LPN-CCM-CMC)

DAYS/HOURS OF AVAILABILITY: (Please be detailed. Use separate paper if necessary).

____________________________________________________________________________________

TERRITORY WILLING TO TRAVEL: (mileage is not paid to get to your client's home/work).

PALM BEACH COUNTY:

(WPB
( Jupiter
  ( Palm Beach Gardens
    ( North Palm Beach   ( Royal P.B.   ( Loxahatchee (Wellington   (  Lake Worth/Lantana   ( Boynton Beach   ( Delray Beach   ( Boca Raton



BROWARD COUNTY:

( Ft. Lauderdale
  ( Margate   ( Pembroke Pines   ( Deerfield   (Coconut Creek   (Pompano   (Hollywood   (Plantation   (Lauderhill   ( Coral Springs  ( Sunrise ( Miramar   ( Hallandale

MARTIN/PT. ST. LUCIE COUNTIES:

‭Hobe Sound
‭Stuart
‭Jensen Beach
‭Palm City
‭Pt. St. Lucie
‭ W. St. Lucie

‭Ft. Pierce
‭Vero Beach

______________________________________________________________________________________

EDUCATION BACKGROUND

Name of School:________________________________________________________________________

Date of Graduation:_________________ Degree/type__________________________________________

INSERVICE EDUCATION: (attach copies)

( HIV/AID 4 hr

( HIV/AIDS 1 Hr Update
( OSHA 4 hr   ( Alzheimer's 4 Hr CORE Class

( Other Alzheimer's Inservice  ( CPR

( Other In-services:_________________________

EXPERIENCE CARING FOR CLIENTS WITH:
( Alzheimer's  ( Stroke
( Parkinson's ( Heart Problems ( Diabetes
HEALTH

1.
PHYSICAL in the last 6 months? WHEN:__________________EXPIRES:_______________


Does it clearly state "Free from Communicable Diseases"

2.
Have you had a TB test in the last 6 months?_______________Results:__________________


if NO, Have you had a PPD or Chest X-ray w/in 6 months?__________WHEN____________

WORK HISTORY:  (Start with your present employer and list in consecutive order. NO BLANKS or GAPS please. We need 5 years of verified experience., Use separate paper if necessary and sign it).

1.__________________________________________________________________________________

Company Name

Telephone #


Employed From - To

__________________________________________________________________________________

Supervisors Name



2.__________________________________________________________________________________

Company Name

Telephone #


Employed From - To

__________________________________________________________________________________

Supervisors Name



3.__________________________________________________________________________________

Company Name

Telephone #


Employed From - To

__________________________________________________________________________________

Supervisors Name



May we contact your present employer? ___________________________________________________

MILITARY SERVICE:  Branch____________Final Rank_______________Discharge Date_________

AUTHORIZATION TO RELEASE

I certify that the facts contained in this registration application are true and complete to the best of my knowledge and I understand that, if registered, falsified statements on this application shall be grounds for immediate deactivation and removal from our referral list.  I authorize investigation of all statements contained herein and the reference and employers listed above to give any and all information concerning my previous employment and any other pertinent information that they may have, personal or otherwise, including reasons for termination, and release those persons and companies from all liability for any damage that may result from the utilization of such information.

DATE:_______________PRINT NAME:___________________________________________________

SIGNATURE:_________________________________________________________________________
Rev 5/2007
