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APFLICATION FOR EMPLOYMENT

All prospective employees will receive consideration without discrimination because of race,

color, sex, age, natural origin, or handicap. All information provided here in will be kept
confidential.

PERSONAL .

East Name First NMiddle - Date

Street Address Home Phone

City, State, Zip Biisiness Phone

8.5 # . Date of Birth

Emergency Contact (personnot living with you) Phone #

Have you ever applied for employment with the A gency? Yes No

How many hours a week are you available for work? Minimum Maximum

When will you be available for work?

Are you legally eligible for employment in the United Stafes? Yes No
How did you learn of our organization? __ Newspaper Ad __the Agency Employee _ Other
Are you willing to work Evenings Weekends

Position applying for: _ Admin/clerical Home Hezalth Aide Caregiver P

RN Therapist (Specify)
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APPLICATION FOR EMPLOYMENT
EDUCATION:
- SeboolName  Locationof Sehool  Course of Study Years Completed Degree/ Diploma

Callege:

Vo-Tech or Trade:

Eigh School:
Cther:
EMPLOYMENT:
--List the last 5 years of your employment history, starting with the most recent employer.
1. Company Name: Telephone:
Address: Dates of Employment:
- From: To: _
City State Zip Code Starting Pay: '
Name of Supervisor: Ending Pay:
Job Title and describe your work: Reason for Leaving!
2. Company Name: Telephone:
Address: Dates of Employment:
From: To:
City State Zip Code Starting Pay:
Name of Supervisor: Ending Pay;
Job Title and describe your work: Reason for Leaving;
3. Compary Name: Telephone:
Address: Dates of Employment:
From: To:
City State Zip Code Statting Pay:
Name of Supervisor: Ending Pay:
Job Title and describe your work: Reason for Leaving:

—_———
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ARPLICATION FOR EMPLOYMENT
Was your last name different from your present one during the above listed jobs? __Yes _ No

If Yes, what was your name? | Are you curvently employed? __Yes  No

May we contact your presext employer? Yes No
Do youhave relizble transportation if required? ‘ Yes No

PROFESSIONAL REFERENCES

--Persous who can furnish information about job performance.

1. Name: Telephone#
Address:

2. Name: Telephone#
Address: i

3. Name: : Telephone#
Address:

GENERAL

Have you been convicted of 2 crime in the past 5 years, bairing employment in a Home and
Community support services Agency? Yes No

Conviction will not necessarily disqualify an applicant from employment.
If yes, describe in f3ll:

Are you capable of performing' the job duties set forth in the job description? _ Yes _No

If you answered No, which job requirements can you not meet?
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APPLICATION FOR EMPLOYMENT

CREDENTIALS/SPECIALIZED SKILLS & QUALIFICATIONS/EQUIPMENT CPERATED

List all states in which licensed giving registration and expiration date. Summarize specizl job-
related skills and qualification acquired from employment or other experiences.

SIGNATURE

I certify that the facts contained in this application are true and complete to the best of my

knowledge and understand that, if employed, falsified staterments on this application SHALL BE
GROUNDS FOR DISMISSAL..

I authorized complete investigation of all statements contained herein and herby give my full
permission for the Agency to contact and fully discuss my background and history with all
persons and entities listed above to give the Agency any and all information concerning my
previous employment and any information they may have, and release all former employees and

others listed above from all Hability for any damage that my result from furnishing same to the
Agency. .

Tunderstand and agree that, if hired, my employment is for no definite period and may,

regardless of the date of payment of Iy wages and salary, be terminated at any time for any
lawful reason, without prior aotice and with or without cause.

This application for employment shall be considered active fora period of time not to exceed 45
days. Any applicant wishing to be considered for employment beyond this time period shail
inquire as to whether or not spplications are being accepted at that time.

I the undersigned understandall policies and procedures of the co

mpany and willing to comply
and abide with all rules.

#Caregiver Signature Date




PELA HEALTECARE SERVICES, INC.

EMPLOYEE CRIMINAL HISTORY CHECK -I-

I'have been informed that in compliance with Texas Senate Bill 332 (House Bill 1466) passed by
the 71* Legislature, this agency is required to perform criminal history checks on all employees

who provide care or have access to medical records of patients in an adult facility or in a client’s
home.

1 have been informed that the criminal history check will be conducted by the Texas Department

of human Services, office of the Inspector General, on behalf of the Texas Department of Health
and Texas Department of Human Services Contract Administrators.

Tunderstand that any records received by TDHS, are privileged information and are for the
exclusive use of TDHS, the Texas Department of Health, and the facility for which TDHS
requested the information. The records may not be released or otherwise be disclosed to any

PELsOn or agency except on court order or with the written consent of the person being
investigated.

Tunderstand that the offer of employment with this agency is conditional. This will be made
permanent once the criminal history check is returned and reveals that there have been no
convictions ox offenses prohibiting work as outlined by the law.

X

* Care giver Signature Date

Employer Signature Date



=

PELA HEALTHCARE SERVICES, INC.

CRIMINAL HBISTORY CHECK-II

The State of Texas requires the Agency to inform the applicant of our request for a criminal
check 115.54 (4). Before youare considered for employment a criminal check must be
conducted. Your signature will permit us to proceed with State Regulations.

<1 , give the Agency permission to

conduct a criminal history check.

~t~1 . have not been convicted of any offence; in the last

xr

5 years described in the health and Safety Code 250.005 that would bar employment with the
Agency.

Caregiver Signature/Date Employer Signature/Date

Print Name of Caregiver - Print Name of Employer



PELAHEALTHCARE SERVICES, INC.

CREMINAL HISTORY CHECK-II

1 have been mformed thet the agency is required to conduct Criminal History Check before
making ao offer of employment. I understand that I am being hired on a temporary basis until the
results of the Criminal History Check are in within 72 hours. Iunderstand that if the Criminal

History Check reports a conviction of these offenses, I will be terminated. I also understand that 1
am being hired for the safety and welfare of the patients of this agency..

] _ , in the last 5 years, have not been convicted
of any offenses listed below from the Health and Safety Code 250.005.

An offense under,

Chapter 19, Penal Code {criminal homicide)

Chapter 20, Penal Code (Kidnapping and false imprisonment)
Section 21.11, Penal Code (Indecency with a child)

Section 25.031 Penal Code (sgreement to abduct from custody}
Section 25.06 Penal Code (Solicitation of a child)

Section 25.11 Penal Code (sele or purchase of a child)
Section 18.02 Penal Code (arson)

Section 28.02 Penal Code (robbery)
Section 29.03 Penal Code (aggravated robbery)

Will bar possible employment,

The offense listed below may potentially bar employment, however may be subject to an -
administrative review, o

An offense under:

Chapter 22, Penal Code (assault offenses)

Chapter 30, Penal Code (burglary and criminal trespass)

Chapter 31, Penal Code (thef)

Chapter 46, Penal Code. (weapons)

A felonyviolation of statute to control the Ppossession or distribution of a substance
Includedin chapter 481, Heslth and Safety Code (Texas Controlled Substance Act)

Chapter 32, Penal Code (fraud)
Section 21.07, Penal Code (public lewdness)
Section 11.08, Penal Code (public Indecency).

ke

Caregiver Signature/Date Employer Signature/Date



PELA HEALTHCARE SERVICES, INC.

Nurse ~ Aide Registry Check )
The State of Texas requires the Agency,
Alde Registry Check, before you are co
to proceed with State regulations.

Inc to inform the applicant of our request for Nurse
nsidered for employment. Your Signature will permit us

£

_ give the Agency permissions to conduct a Nurse
Aide Registry Check. :

wl . have no offense in the Nurse Aided Registry Check
(established under Health and Safety code,

chapter 253) as unemployable due to a finding that I
-have committed an act constituting “reportable conduct”.

e
o\

aregiver Signature/Date

Employer Signature/Date

E:‘Print Name of Caregiver

Print Name of Employer



PELAHEALTHCARR SERVICES, INC.

CRIERTATION TO PERSONNEL POLICIES

Date:

AGENDA ITEMS FOR DISCUSSIONS:

1. Orientation of all personzel to the policies and obj ectives of the Agency
2. Periedic Evaluation of employee performance

3. Personnej Policies

4. Disciplinary actions & procedures

5. Job description for each position

6. Safety/Assignment

7. Change in client conditions

8. Use of form

9. Infection confrol

10. Hepatitis B & Blood Bone Pathogen

This is to acknowledge that Thave been oriented on the above Agency Policies.

g

Caregiver Signature Ermployer Signature



FPELABEALTHCARE SERVICES, INC.

EMPLOYMENT VERIRICATION FORN

HAME OF EMPLOVYEE:
. East

Criminal History:

First

REE

Date Verified:

QOutcome:

Nurse Aide Registry:

Date Verified:

Qutcome:

Employee Mﬁﬁcenduct:

Date Verified:

Outcome:

PREVIOUS EMPLOYMENT:
Employer Name:

Address:

City _ State
Employment Date:

Start
Date Verified:

Zip Code

End

Reason for Leaving;

Outcome:

Employer Signature



PELA HEALUTHCARE SERVICES, INC.,

FLLEGAL REMUNERATION/HOME HEALTH NON SOLICITATION

Itis a policy of the Agency thet no employee shall intentionally or knowingly offer to pay or
egree to accept any direct or indirect, overtly or covertly in cash or in kind, to or from any

person, firm, association of persons, partnership, or corporation for securing or soliciting patients
or patronage,
{

Any employee found to be in violation of this policy would be terminated, and appropriate State
officials will be notified, since this is an offense in the State of Texas.

Policy: ' - It shall be the policy of this agency to follow the state and our staffs,

employees and representative are not to solicit patients from other
agencies.

This agency shall enforce a Written-policy to ensure compliance of the agency and its employees
and contractors with the Health and Safety Code, action 161.091 relating to the prohibition of
illegal remuneration for securing patients or patronage.

Violation of this policy may result in termination of employment or Contractual Arrangement

"*k-‘g:Caregiver Signature ‘ ' Date

Employer Signature Date



PELA HEALTHCARE SERVICES, INC.

CONFIDENTIALITY OF PROTECTED HEALTH INFORMATION AND
CLIENT’S MEDICAL RECORDS

The Agency will respect the patient’s rights to confidentiality of personal and medical
information in accordance with applicable state, federal, and HIPAA regulations. All emplovees
will be provided with information during orientation regarding respect of the patient’s privacy
and confidentiality of information obtained by the employee during the provision services and
through contact with the client’s medical record. Medical records will be secured at the
Agency’s office in file cabinets, In the event of agency closure, see Agency Closure Policy. All
office and field-based emplovees will maintain confidentiality of medical information and
records. Access to medical records will be limited to the minimum amount necessary to
accomplish the stated purpose according to professional judgment. Records will not be removed
from the office. The patient’s or designated legal representative’s written consent will be
required for the release of information as indicated in HIPAA privacy guidelines.

A patient data sheet may be kept in the patient’s home for the purpose of communication
between all health care providers and family and for quick reference on patient’s status.
Example of items listed might include: vita] signs, glucose levels, and concern of problems. The
patient and/or authorizes family members will be educated by the skilled nurse or therapist upon
admissionre: the confidentiality of patient information and the need to protect it from loss or
unauthorized use. To further ensure confidentiality, any and all patient protected health
information transported to and from patient’s homes must be safeguarded according to the
agency’s policies, see Transporting of Notes and Other Protected Health Information Policy.

If a patient transfer to another health agency or healthcare setting, a transfer form will be utilized
per policy. Prior to beginning employment, personnel will be requested to sign an ‘Agreement
of Confidentiality” attesting to their understanding of, and agreement to maintenance of

confidentiality of all protected health information and other privacy and security requirements
required by HIPAA.

;A_QREEMEN_T OF CONFIDENTIALITY

&l understand that in the performance of my duties, I
may have contact with sensitive and confidential information about patients receiving services
from the Agency. I'will respect each patient’s right to privacy and will hold in confidence any

private or medical information of which I may become knowledgeable of in carrying out my
assigned duties.

I further understand that should I £ail to honor the aforementioned policies and confidentiality
information about patients, other employees, or the agency, such breach of confidentiality may
result in the implementation of the Disciplinary procedure up to and including possible
immediate DISMISSAL from employment at the Agency, and potentially, expose me to fines
and other sanctions defined in the enforcement section of the HIPAA regulations.

#Caregiver Signature/Date Employer Signature/Date _




PELA EEALTHCARR SERVICES, INC.

AGREEMENT FOR EMPLOYEE PROTECTION OF PRIVATE HEEALTH
INFORMATION

st understand that in performance of my duties, I may
possess sensitive and confidential information about patients receiving services from the Agency.

In recognition of the sensitive nature of this information and the prevailing privacy laws, [ agree
to abide by the following:

1. If Thave a fax machine in my home and receive patient information on the fax, I will
place the fax machine in a private Iocation and protect any PHI transmitted to me
regarding patients in my care

2. Uyon discharge of a patient, I will retumn any patient information in my possession to the
Agency for destruction.
3. In transporting patient information to the patient’s home or to the Agency, I understand

that I must carry the information in a closed system and in a locked vehicle.

I further understand that should I fzil to honor the requirements above, that this breach may be
cause for my termination of employment with the agency and potentially, expose me to fines and
other sanctions defined in the enforcement section of the HIFAA re gulations.

WCaregiver Signature Date

Employer Signature Date




PELA HEALTHCARE SERVICES, INC.

Empleyee Misconduct Registry Rules

The State of Texas requires the Agency to inform the applicant of our request for employee
misconduct checks in the Employee Misconduct Registry. Before you are considered for
employment, employee misconduct checks must be conducted. Your si gnature will permit us to
proceed with state regulations. '

#] _ give the Agency permissions to conduct an Employee
Misconduct check on me.

1 » have no offense in the Employee Misconduct Registry
(established under Health and Safety code, chapter 25 3) as unemployable due to a finding that I
have committed an act constituting “reportable conduct”.

Ktaregiver Signature/Date : Employer Signature/Date

8 : :
b Print Name of Caregiver ‘ Print Name of Employer



FELA HEALTHCARE SERVICES, INC.

FRIMARY FOME CARE EMPLOYEN AGREEMENT

v, . do hereby agree that as an employee of the
Agency, Iwill follow all the instructions given 1o me in my tasks assignment sheet, I agree that [
will not perform any act of administering any medication unless the client individual plan of care
anthorizes me to assist in administering medication.

I have read and understand the agency policies and procedures and I have also been given a copy
of my job description. I understand and agree to them as a condition of employment. I have been
instructed on agency’s safety and emergency services. I understand that failure to comply with
both procedures may cause injury to me or others or in unacceptable work performance and that
violation of any rules could result in termination of employment.

I have been informed and fully understand to report suspected or known cases of abuse and
neglect. I have been informedand do fully understand that T will never assume that a given client
is incapable of becoming physically aggressive or of injuring an employee. I understand that my
request for services rendered will not be processed until a properly completed time sheet is
submitted by me to the Agency at the appointed fime. T have been informed and understand if I
perform negligently, fail to work or quit without notice, I may be liable for harm suffered by the

client as aresult of these actions and can be subject to prosecution in the State of Texas for elder
abuse.

I understand that PELA HEALTHCARE SERVICES, INC receives clients from the State with
different hours and tasks, and services/employment are TEMPORARY because client may
transfer care to another agency, lost Medicaid eligibility, hospital/mursing home admission, dead
and/or client may choose that he/she no longer need our services due to your absences, lateness

or not satisfied with your work, As a result, PELA Healthcare Services, Inc will not be held :
responsible for your employment.

bl

Upon termination with the present client, I do hereby agree that as an employee of the Agency, I
am resporsible for notifying the director of Primary Home Care that T am available for re-

assigtument. If I fail to do s, it is agreed by both parties that I have voluntarily separated myself
from employment with the Agency.

§
Caregiver Signature/Date

Employer Signature/Date



PELA BEALTHCARE SERVICES, INC.
AGREEMENT FOR LIABILITY

YL » understand that I am not to transport my client in my vehicle,
client’s vehicle or any other vehicle because it is against the policy of the company..

That I will be liable for any cons equences whenever I chose to transport my client in my vehicle,
clients velicle or any other vehicle.

W .
Caregiver Signature/Date Employer Signature/Date




PELA HEALTHCARE SERVICES, INGC

POLICY AND PROCEDURE FOR CLIENT CREDIT CARR/CASH
(SHOPPING)
| agrees as an employee of PLLA HEALTHCARE
SERVICES, INC that | must complete client’s task (shepping) according to client’s list and return
receipt, credit card or cash halance to cfient. | am NOT allowed to purchase personal item(s)
with client’s eredit card or cash. Accep%ing or taking money ot possessions from aged or
disabled elder is strictly prohibited.

tunderstand and agree that any form of dishonest act or criminal offense is strictly prohibited

by the Agency and will resultin immediate termination of employment, and prosecution by the
State. '

%
Caregiver Signature/Date Employer Signature/Date

B it LU




PELA HEALTHCARE SERVICES, INC,

PROVIDER JOR DESCRIPTION

QUALIFICATIONS:

L.

e R

JOB DESCRIFPTION:

Beat least 18 years ofage or, if less than 18 3fea1"s of age, must be a high school graduate

or enrolled in a vocational education program.

Experience of at least 6 months

Alility to follow oral and written mstructzons

Ability to keep smnple records _
Experienced in understanding and caring of the aged and disabled convalescing person
Not legal parent, foster parent, or spouse of a parent of a minor who receives the service
Not the parent of the individual who receives the service, except for FC services

Not designated by a HHSC case manager on HHSC® authorization for community care

sexvices form as “Do not hire”

i

The following tasks are inclusive, but not limited to be performed by the provider:

1.

2.

6.

BATHING 7. TRANSFER/AMBULATION
DRESSING | 8. CLEANING
EXERCISING 9. LAUNDRY

GROOMING | 10, MEAL PREPARATION
ROUTINE HAIR/SKIN CARE 11. BSCORT

TOILETING 12. SHOPPING

THAVE READ AND UNDERSTAND THE CONTENTS OF THIS DOCUMENT.

ol

Caregiver Signature/Date | Employer Signature/Date



PELA HEALTHCARE SERVICES, INC,

The agency staff will implement appropriate actions for clients in an EMergency situation.

PROCEDURE:

1. MEDICATL EMERGENCY/LIFE THREATENING SITUATION:
a. Call emergency rescue services 911 or direct member of the family to call
b. Stay with the client until the EIMErgency rescue service arrives

¢. Call administrative staff and report the emergency situation, only after help has
arrived,

. Change in the client condition:

a. Any changes in the client’s conditions will be reported immediately to
Administrative staff

b. The Administrative staff will determine the appropriate intervention for the client
and instruct the Caregivers.

- DEATH OF A CT.IENT:
a. If'the Client dies when the Caregiver is present, or is found dead by the
Caregivers, Administrative staff is to be contacted immediately. Administrative

staff will instruct the Caregivers in appropriate interventions, contact family
member,

. If the Client does not answer the door and the Caregiver has reason for concern about the
Clients safety:

a. Call the Administrative staff and report the situation

b. Summons appropriate assistance as directed by Administrative staff to gain entry
into the home to verify that the client is safe.

- If the caregiver is injwed in any way while on the job or in between shifts and the injury
is possible to prevent you from cairying out your responsibilities on the job or showing
up to work, you must contact Pela Healthcare Services, Inc. immediately or as soon as
possible after the injury occurs within 1 hour at 281-302-6475 or 832.577.5166.

!

Caregiver Signature/Date Employer Signature/date



PELA HEALTHCARE SERVICES, INC.

Emplovee Requirements

As a Representative of Pela Healthcare Services, Inc your appearance and behavior in the
community is very important to us. The following requirements are expected:
1. Wear clean and appropriate clothes (serabs uniform) to work,

2. Tum your cell phone off while working with clients, and never answer your phone in

client’s house.

3. Not have friends, pets, or family members accompany you when you're with a client
uniess authorized by the office.

4. You are prohibited to ask to borrow things from the client.

Should any misunderstanding or problem zrise between you and your client, please call

wh

the office for advice.
Never make call on the client’s phone unless it’s emergency.
Do not introduce new activities to the client, unless authorized by the client’s doctor.

Donot report to work if you are under the influence of alcohol and/or drugs.

v ow N o

You are not allowed to bring alcohol or any intoxication beverages as well as any illegal
drugs during your time on duty.
10. Smoking is not allowed inside the client’s home.

11. Carying of unauthorized or concealed weapons is not allowed.

s ‘
‘}%Caregiver Signature/Date Employer Signature/Date



PELA HEALTHCARE SERVICES, INC.

Employee/Caregiver agrees for the need to have a very fiexible schedule that will allow him/her
to work any day or hours of the day weekly.

Employee agrees and understands that he/she may be required to travel up to 50 miles to work a
two hour shift and then travel another 50 miles to work for another two hours shift in any given
day during any time of the day, if he/she needs to get up to 40 hrs 2 week.

Employee agrees and understands that this position is part time and that there is therefore no
guaranteed permanent employment of working 40 hours each week with. agency clients.

Employee understands and agrees that he/she will only be scheduled for a2 minimum of total
hours approved to his/her client by the state. The agency cannot predict the health or the personal

requests of its clientele, so changes to employee schedule may happen unexpectedly for
providing consistent hours weekly upon state order.

Employee understands and agrees that if assigned to work for a client and fail to comply with
scheduled hours/tasks, and/or agency receives complaints from your client/client’s family; the

agency will assign you to anather client if needed, and if such behavior continues, employment
will be terminated by the agency.

Truth of All information Given by Applicant. I hereby state that all the information that 1 provide
on this application or any other documents filled out in connection with my employment, and in
any interview is true and correct. I have withheld nothing that would, if disclosed, affect this
application unfavorably. I understand that if I am employed and any such information is later
found to be false in any respect, I will be dismissed.

Employee understands and agrees that he/she is in a probationary period of 3 months when
starting cate with Pela Healthcare Services, Inc.

BO NOT SIGN UNTIL YOU BAVEREAD & UNDERSTAND THE ABGVE STATEMENT AND AGREEMENT.
v 1 hereby acknowledge that I have read the above statements and understand the same.
In witness of the above, each party to this agreement has caused it to be executed on the date

indicated below,

%
Y Caregiver Signature/Date Employer Signature/Date




PELA HEALTHCARE SERVICES, INC.

Pela Healtheare Services, Inc. is committed to providing high quality care to our client in their
home.

NOTE: Regular attendance and punctuality are essential for our company to help assist our

clients achieve the highest level of care. Therefore, we have developed the following of
attendance policy;

1} Netify Agenc
It 1s important that the office be notified immediately of the following:
a. Requests fom client for a change in type of services we provide.,
b. Significant changes in a client’s condition (Le. they get admitted to hospital.)
c. Schedule or shift changes (i.e. if the client calls you to cancel an appt.)
d. New appointments for services that clients make directly with you.
2y Tardy :
Tardiness occurs when an employee is not present at work place on scheduled time.
Employees are responsible to call agency and client to notify of any delay.

3) No call/No show

In case of emergency, employces must report their absences. If unable to report to work,
notify the agency at 4-6 hrs prior to scheduled time. Any employee who fails to comply is

voluntary terminates his/her employment. The agency’s goal is to provide quality care
including safety of our clients.

4) Resignation
: All employees are required to give 2 weeks written notice prior to leaving the agency.
Failure to do so, yourlast paycheck will be held.

5) Workload

~ The number of clients served by Pela Healthcare Services, Inc changes all of the time,
There may be gaps intime when your client services ends. Employees willing to continue
with Pela Healthcare Services, Inc are required to contact the agency to reassign another
client, We try to assign another client, however if offered 2 clients and you decline, Pela

Healtheare Services will consider your employment with the agency terminated and will
10t be held responsible.

i

TCaregiver Signature/Date

Employer Signature/Date



BFPS Computerized Criminal Histery (CCH) Verification

I . have been notified that a Computerized
EMPLOYEE NAME (Pleasz print)

Criminal History (CCH) verification cheek will be performed by accessing the Texas
Department of Public Safety Secure Website and will be based on name and DOB information I
Suppiy.

Because the name based information is not an exact search and only fngerprint record searches
represent true identification to criminal history, the organization (as listed below) conducting the
criminal history check is not allowed to discuss any information obtained using this method,
therefore the agency may offer the opportunity to have a fingerprint search performed to clear

any misidentification based on the name search, if the search provides a criminal report I know
could not be mine,

For the fingerprinting process I will be required to submit a full and complete set of my
fingerprints for analysis through the Texas Department of Public Safety AFIS (automated
fingerprint identification system). T have been made aware that in order to complete this process [
must have the correct fingerprinting (FAST) form from this agency, make an online
appointment, submit a full and complete set of my fingerprints, and pay a fee of $9.95 to the
fingerprinting services company, L1 Enroliment Services.

Once this process is completed and the agency receives the data from DPS, the information on
my fingerprint criminal history record may be discussed with me.

(This copy must remaiz on file by your agency. Reguired for futare DPS Audits)

\E\'Caregiver Signature Check and initial each Applicable Space
CCH Report Printed:
Date Yes_ No Initial
: Purpose of CCH:
Agency Name (Please print)
Hire ____ Not Hired Initial
Employer Name (Please prin) Date Printed: Initiai
' Destroyed Date: Initial
Employer Signa}ture Retain in your files

Date




PELA HEALTHCARE SERVICES, INC.

Agreement upon Hire

Please indicate how you heard about PRLA Healtheare Services, Inc.

Client Referral (Client’s name):

Friend/Employee Referral (Print Name):

Other:

Please be advised that when dlient or client’s family refers you to work for him/her and
eventually terminates your services, or client leaves our agency, PELA Healthcare Services, Inc.
will not be held responsible for your continucus employment with the agency.

o€

s Caregiver Signature/Date \ Employer Signature/Date




PELA HEALTHCARE SERVICES, INC.

Date: August 26, 2019
To: All employees

Subject: Information Letter (Hourly rate increase)

Effective September 1, 2019, Texas Health and Human Services Commission (HHSC)
has mandate all home health agency to pay all employees (attendants) or contractors of a
provider for Community Attendant Services Providers (CAS), Family care Providers

(FC), Primary Home Care Program Providers (PHC), etc. a base wage of at least $8.11

per hour.

Reference: Texas Administrative Code, Title 40, Chapters 49 and 4] or contact HHSC
512.438.2188. '

For further questions, do not hesitate to contact agency administrator at 281.302.6475

Caregiver Signature/Date Employer Signature/Date



PELA HEALTHCARE SERVICES, INC.

HOURLY WAGES AGREEMENT

EMPLOYEE NAME:

DATE OF HIRE:

HOURLY WAGES:

PAY PERIODS:

£

~ Caregiver Signature/Date Employer Signature/Date



EMPLOYEERE AUTHORIZATION FOR AUTOMATIC DEPOQSIT
{(For Payroll Purposes Only)

Instructions: Please print cleg v. Complete the form below and submis lo your employer’s
Payroll Department.

I hereby authorize PELA HEALTHCARE SERVIES, INC. (Employer) to initiate credit
entries, and, if necessary, debit entries and adjustments for any credit entries in errer, to the

debit the same to such accoutant.  reco gnize that sometimes there may be delays in crediting

my account due to banking procedures or errors. For which PELA BREALTHCARE
SERVICES, INC, (Employer) cannot be held responsible,

BEGIN AUTOMATIC DEPOSIT

(Checking OR Savings Account)

Please start Automatic Depositte my:

Checking Account # . Savings Account #

Bank Routing Number A

Amount {0 be deposited: Net Pay Check OR | Other Amount: §
Name of Financial Institution

City, State, Zip Code

Bank Branch Phone #

ROTE: FOR CHECKING ACCOUNT, YOU MUST ATTACH A BLANK VOIDED CHECK TO THIS FORM

Ca:regiver Name (Print):

Caregiver Signature/Date:

TS LT



PELA HEALTHCARE SERVICES, INC.

EMPLOYEE INFORMATION
(For Payroll Purposes Only)

Name:
Address:;

City State Zip Code
Social Security Number: DOB: (mm-dd-yyyy)
US.Citizen: ___ Yes  No 1.9 Form on File: Yes No
Work Authorization Expiration; - Gender: OM  OF
Telephone: (Cell): - Home:

Number of Dependents (Tax Exemptions): Marital Status: M OIS

Date of Hire: (mm-dd-yyyy)

Pay Rate: § (circle one) per hr/wk/visit/admission/month/other

Frequency of pay: El/ Biweekly (Every other Friday)

¥Caregiver Signature: Date:

Employer Name:

Employer Signature: Date:




Form w-4

Department of the Treasury
Internal Revenue Service

Employee’s Withholding Certificate

» Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

P Give Form W-4 to your employer.
» Your withholding is subject to review by the IRS.

OMB No. 1545-0074

2020

Step 1:
Enter

a) First name and middle initial Last name

{b} Social security number

Personal
Information

Address

City or town, state, and ZIP code

» Does your name match the
name on your social security
card? If not, to ensure you get
credit for your earnings, contact
SSA at 800-772-1213 or go to
WWW.SSa.gov.

[ single or Married filing separately
|:| Married filing jointly {or Qualifying widow(er))

{c)

[[] Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2—4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can

claim exemptio

n from withholding, when to use the online estimator, and privacy.

Step 2:

Multiple Jobs
or Spouse
Works

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse

also works. The correct amount of withholding depends on income earned from ali of these jobs.

Do only one of the following.

{a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3—4); or
{b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate withholding; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This option
is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld .

>

TIP: To be accurate, submit a 2020 Form W-4 for all other jobs. If you (or your spouse) have self-employment

income, including as an independent contractor, use the estimator.

Complete Steps 3—4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. {(Your withholding will
be most accurate if you complete Steps 3-4(b) on the Form W-4 for the highest paying job.}

Step 3: If your income will be $200,000 or less ($400,000 or less if married filing jointly):
g?;])?n dents Multiply the number of qualifying children under age 17 by $2,000» §
Multiply the number of other dependents by $500 .» 3
Add the amounts above and enter the total here 3
Step 4 {a) Other income (not from jobs). If you want tax withheld for other income you expect
{optional): this year that won't have withholding, enter the amount of other income here. This may
Other include interest, dividends, and retirement income 4(a)
Adjustments
(b} Deductions. If you expect to claim deductions other than the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and
enter the result here 4{b})
(¢} Extra withholding. Enter any additional tax you want withheld each pay period 4{c})
S‘l‘ep 5 Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete,
Sign
Here » }
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer's name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3.

Cat. No. 10220Q

Form W-4 (2020)



Texas Employer New Hire Reporting Form

Submit within 20 calendar days of new employee’s - N
first day of work to: To ensure the highest level of accuracy, please print neatly

. i ital letters and avoid contact with the edges of the
ENHR Operations Center, P.O. Box 149224 n capi nd av ;
Austin, TX 78714-9224 boxes. The following will serve as an example:

Phone: 1-800-850-6442 FAX: 1-800-732-5015 E
Online: www.employer.texasattorneygeneral.gov

Employer Information

1. Federal Employer [D Number (FEIN}: 2. State Employer ID Number (Cptional):
Please use the same FEIN that appears on quarierly wage reports.

N N N O O .

3. Employer Name:

| I T T T PP PP PP T T T

4. Employer Address (Pleass indicate the address where the Income Withholding Crders should be sent):

L L T T T TP T T T T [ [ ]

L P T PP T[T

5. Employer City (if US): 6. State (if US): 7. ZIP Code (if US):
ety e -t
8. Province/Region (if foreign): 9. Country {if foreign): 10. Postal Code (if foreign):
NN,
11. Employer Telephone {Optional): 12. Employer FAX {Opticnal):

. N N O I N

13. New Hire Contact Person (Optional):

PP ]

14, Sacial Security Number {SSN): 15. Date of Hire (MM/DD/YYYY):

N I I I B B (N e N N e D D O

16. Employee First Name:

‘T Employee Information

e e PP

17. Employee Middle Name:

vt PP rr P ]

18. Employee Last Name:

e v e r PP

19. Employee Home Address:

L LT T T T [T ]

NN .

20. Employee City (if US): 21. State (if US): 22. ZIP Code (if US)
J N e A e O O O R = R B
23. Province/Region (if foreign): 24. Country (if foreign): 25. Postal Code {if foreign):
Lt PP T ]
26. State Where Employee Was Hired {Opticnal): 27. Employee DOB (MM/DDIYYYY) (Optional):

I B e B B

28. Employee's Salary (Dollars and Cents) {Optional):

I A O O I A R R

29, Salary Frequenc% %Check One ONLY)} {Optional):

Hourly Weekly D Biweekly l:l Semi-Monthly I:I Monthly I___‘ Annually

REV 12/13 ENHR RPT FORM



Employment Eligibility Verification USCIS

: Form I-9
Department of Homeland Security OMB No. 16150047

U.S. Citizenship and Imunigration Services Expires 08/31/2019

B- START HERE: Read Instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: it is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegat discrimination.

Section 1. Employee Information and Attestation (Employees must comp!ete and sign Section 1 of Form -9 no later
than the first day of employment but not before accepting a job offer.)

Last Name {Family Name) First Name {Given Name) Middle Initial Other Last Names Used (if any)
Address (Streef Number and Name) Apt. Number | City or Town State ZIP Code
Date of Birth (mm/dd/yyvy) U.8. Social Security Number Employee’s E-mail Address Employee's Telephone Number

HEERERNERNR

I am aware that federal law provides for imprisonment andfor fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, thatl am (check one of the following boxes):

[] 1. A citizen of the United States

[] 2. A nongitizen national of the United States (See instructions)

|:] 3. A lawful permanent resident  (Alien Registration Number/USCIS Number}:

[_—_[ 4. An allen authorized to work  until (expiration date, if applicable, mm/ddfyyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

QR Code - Seclion 1

Allens authorized to work musl provide only one of the following document numbers fo complete Form 1-9: Do Hol Wite In This Space

An Alien Registration Number/UUSCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number:

OR
2. Form [-84 Admission Number:

OR

3. Foreign Passport Number:

Couniry of Issuance:

Signature of Employee Today's Date {mm/ddivyyy)

Preparer and/or Translator Certif:catton (check one): B
[:] ldid not, use'a preparer ar translator D A preparer(s) andfor Eranslator( } asmsted the emp!oyee in completmg Sectlon 1 ] :
(Fle!ds be!ow must be comp!ez‘ed and s:gned when preparers and/or fransfafors assrst an emp!oyee in comp!etmg Sectron 1 )

i attest, under penalty of perjury, that { have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is frue and correct.

Signature of Preparer or Translator Today's Date {(mm/ddiyyyy)
Last Name {Family Nama) First Name {Given Name)
Address (Street Number and Name} City or Town State ZIP Code

@l  Employer Comb‘rétEA' Next P age : @

Form 19 07/17/17 N Page 1 of 3



Employment Eligibility Verification
Department of Homeland Security

U.S. Citizenship and Immigration Services

USCIS

Form E-9
OMB No. 1615-0047
Expires 08/31/2019

of Acceptable Documents.”)

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authonized representative must complete and sign Section 2 within 3 business days of the employee’s first day of employment. You
must physically exarnine one document from List A OR a combination of one document from List B and one document from Lrsr G as listed on the "Lists

. Last Name {Family Name) First Name {Given Name) M.E. | Citizenship/immigration Status
Empiloyee Info from Section 1
List A OR List B AND ListC
ldentity and Employment Authorization Identity Empleyment Authorization
Document Title Docurnent Titte Document Title
Issuing Authority Issuing Authority tssuing Authority

Document Number

Document Number

Document Number

Expiration Date {if any){mm/ddfyyvy}

Expiration Date (if any}{mm/dd/vyyy)

Expiration Date (if any){(mm/dd/yyyy)

Document Title

Issuing Authority

Additional Information

Document Number

Expiration Date (if any)(mm/ddfvyyy)

Document Title

Issuing Authority

Document Number

Expiration Daie (if any){mm/iddiyvyy)

QR Code - Seclions 24 3
Do Mot Write In This Space

Certification: I attest, under penaity of perjury, that (1} | have examined the document(s) presented by the ahove-named employee,
(2) the above-listed document(s) appear to be genuine and fo relate to the employee named, and {3} to the best of my knowledge the
employee is authorized fo work in the United States.

The employee's first day of employment (mm/dd/yyyy):

{See instructions for exemptions)

Signature of Employer or Autheorized Representative

Today's Date (mm/ddfyyyy)

Titte of Employer or Authorized Representative

Last Name of Employer or Autherized Representative

First Name of Employer or Authorized Representative

Employer's Business or Organization Name

Employer's Business or Organization Address {Street Number and Name)

City or Town

State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)

A. New Name (if applicabls)

B. Date of Rehire (if applicable)

Last Name (Family Name)

First Name (Given Name) Middle Initial

Date {mm/ddyyyy)

C. If the employee’s previous grant of employrnent authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided helow.

Document Title

Bocument Number

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

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relfate to the individual.

Signature of Employer ar Authorized Representative

Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

Form [-9 07/17/17 N

Page 2 of 3



i s e Fotm 1754
5% TEXAS o rss
& £ Health and Hurman

- Services

Consumer Sirectad Services {Cos)
Service Provider and Ermployer Certification of Retationship Status for CHS

Se gvice Provider Name Maiden Namie ~— if applicable

Incd Fvidual Receiving Services

. . . !
- e e
Employer Néme !

Je tvice Provider's Relationstic o Indivicdugl

" | Designzted Represenistive {DR) ~— if applicable

& evice Provider's Relationship to Employer Service Proviger's Relztionship tc DR

Service Provider: Place 2 check mark iy he column that describyes your statis and relationship,

ea=tion 1 All Programs
#i =service providers must enswer the following gueslions.

Service Provider Stafus and Relationship

£ Are you under ags 18?

Ars you the individual's legally authorized repesentative (LAR)? (That is, the individual's raturat parent, legal/adopted
parent, stepparent or managing conservator ilthe individual is under age 18 [a minod, or the court-appointed guardian of
an individual of any age.) . . _ ) .

1. Are:_ you the Sp(_)us',e;‘ ofthe individuaf's LA
. stepparent or managing conservater if the
glardian of an individual of zuy age.)

R? [That is, the spouse of the individual

s nat’ufé[ parent, !egéi/adopted parent,
indvidual is upder age 18 fa minor], or

the spouse of the court-appeinted

Are you the spouse® of the individual?
mark this item Not Applicable (N/A) )=

(Constmer Managed Personal Aftendent Services‘(CMPAS) servics providers

Are you the spouse* ofthe enmiployer? (CMPAS service providers mark this ftem N/A )™
i ¥

ffthe individual is a Texas Depariment of Fanily

and Protective Services {DFPS) foster child or adult, are

you the
individual's foster pareat? (If the individuat is ot 2 DFPS foster child/zdult, mark this item N/A) .

If the individual is a DFPS foster chitd or adulf are ydu the spouse* of the individual's foster parent? (If ihe individuai is
not @ DFPS foster child/adult, mark this item NAY . o .

Are you the power of attorney

(attorney in factor egend) for financial responsibifities on bek
Are you the DR or the CDS employer for the dividzl?

alf of the individuzl?

Are you the spouse” ofthe employer's DR?

ziegal marriags or a marrhge without formaiifies (commen Taw merriage) In accordance with the Texas Pamily Coge,

FE—e spousal relationsh ipin quest.iohg 4and 5is not aplicable %cr CMFAS.

(The spouse may be emb!oyed.)

>®olon 2@ Medically Drependent ChiidrenProglra[u (MOCP) © N oo
r<oviding services iy the NDCP program, please answer the following additional questions. (Mark these items NIA if the individual is not
< Hled iy MOCP) ST ‘ ' Lo e :

.. Service Provider Status and Relafionship |

- Yes Mo WA
Are you the parent or pimary caregiver of‘theindi\riduai?

Oioin
ulinll=

Aré you the spouse* ofthe parent or primary caregiver?




Form 1734
Page 2/ 08-2015.¢
S ool ¥ Home and Community -hased Services (HCS) and Texass Fome Ehving (Txbamb)
i g roviding respite, adeplive sids or behaviorsl suppiont services in ke HOS or TeHmL program, plegss answer the following additonsl
e emstions, as applicable. (Mark these ftems N/ ifthe individual Is ot receiving an epplicable HCS or TxHmL service.)

Servie Provider Status and Relafionship

Yes HNo M/A
“ . . g - . L) - . _‘——‘ﬂ
i, Are you & parsen living i the same househald 5 the individual? (Applies o respite services.) D D D )
| . f _ _ Al i Bl

5 Are you the spouse™of 2 persen living in the saime fousehold as the individual? {Applies to respite services,) 1 D

- o . L 0
. . T |
3. Are you a person related to the individuz! witin the fourth degree of consanguinity or within the second degree of mlin 3 i
afiinity? (Applies to adaptive sids and behaviersl support servicss,) oot N {

e etion 4: Commuridty Living Assistance and Support Services (CLASS) — Respite Service Providers Crsly
o goviding respite services in the CLASS program znd the primary caregiver is the Community First Cholce {CFC) Personal Assisfance

& E-vices/Habilitaticn {PAS/HAB) service provider, please answer fhe foliowing additional question. (Mark this item N/A if the individual is net
w=e3iving CLASS raspite services. Also mark ihis flem N

? /A if the individual is receiving CLASS respite servicss, but the primary caregiver is ot
e CFC PAS/HAB service provider.)

Service Frovider Status and Relatlonship
i, Do you live in the sarme household as the indiridyal?

_Yes Ho WA

Isliali=

e=:tion §: Primary Home Care (RiHC), Commurity Atisridant Services (CAS) and Family Care (FC)
P rbvidin‘g PHC, CAS or FC, please an

swer the fllowing additional questions. (Mark these items N/A if the individual is not enrolled in PHd; ‘
A:‘_‘SchC‘}'_. . , . } - )

|

Are yc:i;_ the spouse® of the primary caregiver for the individual? R 1

Setvics Erovider Status and Relationshlp

Yes ‘No. WA
Are yoﬁ the primary caregiver for the individua?

O
il

Ialls
O

& =y itemn ghove is marked Yes, the service puevE
== CBSE option for this individual, Jf evary iteme
=08 for this individual udess contraindicaied by
2= the service provider cetify that the responsks

der is not ofigible to e 5 peid serviee provider {employee, confractar or vendor) in
bove is marked No or N/A, the service provider meets relationship eligibility for employment

requirements of the individual's program. (N/A only applies where indicated.} The employer
are accurafe, . . '

'R ployer check one: Theservice provider [ 1is or [ |is.pot sligibile for smployment in CDS for this individual,

y

— Printe@ Employer Name. . © Signature — Empioyer- L “..  Dae

Prirted Sarvice Povider Name

Signafure— Servies Provider Deate




