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Employment Application 
	Applicant Information

	Full Name:
	     
	     
	   
	D.O.B
	     

	
Last
	First
	M.I.

	Address:
	     
	     

	
Street Address
	Apartment/Unit #

	
	     
	     
	     

	
City
	State
	ZIP Code

	Phone:
	(     )      
	E-mail Address:
	     

	Date Available:
	     
	Social Security No.:
	     
	Desired Salary:
	$     

	Position Applied for:
	     

	0  Are you a citizen of the United States?
	YES

 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	If no, are you authorized to work in the U.S.?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 


	Have you ever applied for this company?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	If yes, when?
	     

	Have you ever worked for this company?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	If yes when?
	     

	Have you been convicted of a felony within the last five years?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	If yes when?
	     

	If yes, explain:
	     

	Education

	High School:
	     
	Address:
	     

	From:
	     
	To:
	     
	Did you graduate?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	Degree:
	     

	College:
	     
	Address:
	     

	From:
	     
	To:
	     
	Did you graduate?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	Degree:
	     

	Other:
	     
	Address:
	     

	From:
	     
	To:
	     
	Did you graduate?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	Degree:
	     

	

	References

	Please list three professional references.

	Full Name:
	     
	Relationship:
	     

	Company:
	     
	Phone:
	(     )      

	Address:
	     

	
	
	
	

	Full Name:
	     
	Relationship:
	     

	Company:
	     
	Phone:
	(     )      

	Address:
	     

	
	
	
	

	Full Name:
	     
	Relationship:
	     

	Company:
	     
	Phone:
	(     )      

	Address:
	     

	Previous Employment

	Company:
	     
	Phone:
	(     )      

	Address:
	     
	Supervisor:
	     

	Job Title:
	     
	Starting Salary:
	$     
	Ending Salary:
	$     

	Responsibilities:
	     

	From:
	     
	To:
	     
	Reason for Leaving:
	     

	May we contact your previous supervisor for a reference?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	

	
	
	
	

	Company:
	     
	Phone:
	(     )      

	Address:
	     
	Supervisor:
	     

	Job Title:
	     
	Starting Salary:
	$     
	Ending Salary:
	$     

	Responsibilities:
	     

	From:
	     
	To:
	     
	Reason for Leaving:
	     

	May we contact your previous supervisor for a reference?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	

	
	
	
	

	Company:
	     
	Phone:
	(     )      

	Address:
	     
	Supervisor:
	     

	Job Title:
	     
	Starting Salary:
	$     
	Ending Salary:
	$     

	Responsibilities:
	     

	From:
	     
	To:
	     
	Reason for Leaving:
	     

	May we contact your previous supervisor for a reference?
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	


Phone:
(     )      


Supervisor:
     


Ending Salary:
$     


Responsibilities:
     


Reason for Leaving:
     


Phone:
(     )      


Supervisor:
     


Ending Salary:
$     


Responsibilities:
     


Reason for Leaving:
     

	May we contact your previous supervisor for a reference?
YES

0

NO

0



	Military Service

	Branch:
	     
	From:
	     
	To:
	     

	Rank at Discharge:
	     
	Type of Discharge:
	     

	If other than honorable, explain:
	     

	

	Disclaimer and Signature

	

	PLEASE READ CAREFULLY, INITIAL EACH PARAGRAPH AND SIGN BELOW

_________ I hereby certify that t have not knowingly withheld any information that might adversely affect my chances for employment and that the answers given by me are true and correct to the best of my knowledge. I further certify that I, the undersigned applicant, have personally completed this application. I understand that any omission or misstatement of material fact on this application or on any document used to secure employment shall be grounds for rejection of this application or for immediate discharge if I am employed, regardless of the time elapsed before discovery.

_______ I hereby authorize the company to thoroughly investigate my references, work record, education and other matters related to my suitability for employment and further authorize the references I have listed to disclose to the company and all letters, reports and other information related to my work records, without giving me prior notice of such disclosure. In addition, I hereby release my former employers and all other persons, corporations, partnerships and associations from any and all claims, demands or liabilities arising out of any way related in such investigation or disclosure.

______ I understand that nothing contained in the application, or conveyed during any interviews, which may be granted, or during my employment, if hired, is intended to create an employment contract between the company and me. In addition, I understand and agree that if I am employed, my employment is for no definite or determinable period and may be terminated at any time, with or without prior notice, at the option of either myself or and that no promises or representations contrary to the foregoing are binding on unless made in writing and signed by me and the company's designated representative.

_______ Should search of public records (including records documenting an arrest, indictment, conviction, civil judicial action, tax lien or outstanding judgment) be conducted by internal personnel employed By TRINITY LIVING PROVIDER SERVICE LLC. I am entitled to copies of any such public records obtained by unless I mark the line below. III am not hired as a result of such information; I am entitled to a copy of any such records even though I have checked the box below.

__________I waive receipt of a copy of any public record described in the paragraph above



	Signature:
	
	Date:
	


TRINITY LIVING PROVIDER SERVICES LLC.
Reference Check
(OFFICE USE ONLY)
Applicant Name________________________________________________________________

Position______________________________________________________________________

Reference Contacted:___________________________________________________________

Relationship to Candidate:_______________________________________________________

Dependable    ﬦYes or ﬦNo

Trustworthy ﬦYes or ﬦNo

Rehire            ﬦYes or ﬦNo

______________________________________

______________________________

Signature of Person Checking Reference
Date
DECLARATION
UNDER THE LAW, WE ARE REQUIRED TO RUN A CRIMINAL HISTORY CHECK ON ALL EMPLOYEES WHO COME IN DIRECT CONTACT WITH CLIENT.

“I CERTIFY THAT THE FACTS CONTAINEED IN THIS APPLICATION ARE TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE AND I UNDERSTAND THATIF EMPLOYED, FALSEIFIED STATEMENTS ON THIS APPLICATION SHALL BE SUFFICIENT GROUNDS FOR DISMISSAL.”

“I HEREBY AUTHORIZE INVESTIGATION OF ALL STATEMENTS CONTAINED HEREIN AND THE REFERENCES LISTED ABOVE, TO GIVE INFORMATION REGARDING MY PREVIOUS EMPLOYMENT AND ANY PERTINENT INFORMATION
THEY MAY HAVE PERSONAL OR PUBLIC, AND RELEASE ALL PARTIES FROM ALL LIABILITY FOR ANY DAMAGE THAT MAY RESULT FROM FURNISHING SAME.”

DUE TO THE NATURE OF THE JOB, I UNDERSTAND AND AGREE THAT IF HIRED, MY EMPLOYMENT IS TEMPORARY AND OF PRN NATURE.

_____________________________            __________________________________

SIGNATURE OF APPLICANT                      DATE
FOR OFFICE USE ONLY

(PLEASE DO NOT WRITE BELOW THIS LINE)
INTERVIED BY:_________________________________________________ DATE____________________

REFERENCES VERIFIED BY:______________________________________ DATE____________________

COMMENTS: _____________________________________________________________________________
HIRED? YES (  )    NO (  ) TEMPORARY (  ) PRN (  )

STAFF CATEGORY: _______________________________________________________________________

PAY RATE: $_______________________________________PER HOUR
__________________________________________________         __________________________________

ADMINISTRATORS APPROVAL SIGNATURE                                  DATE

TRINITY LIVING PROVIDER SERVICES LLC. EMPLOYEE CRIMINAL HISTORY CHECK
I have been informed that in compliance with Texas Senate Bill 332 (House Bill 1466) passed by the 71st Legislature this Agency Service 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.
I have been informed that the criminal history check will be conducted by the Texas Department of Aging & Disability Services (TDADS) Office of the Inspector General, on behalf of the Texas Department of Health and Texas Department of Human Services Contact Administrators.

I understand that any records received by TDADS are privileged information and are for the exclusive use of TDADS, the Texas Department of Health, and faculty for which TDADS requested the information. The records may not be released or otherwise disclosed to any person or agency except on court order or with the written consent of the person being investigated.

I understand that the offer of employment with Agency is conditional. This will be made permanent once the criminal history check is returned, and reveals that there have been no convictions or offenses prohibited work as outlined by the law.
In pursuant to the bi-laws of DADS all employees working with individuals will receive the following background checks as verification of employability:
· Texas Department of Public Safety Crime Record Service 
· Nurse Aide Registry (NAR)
· Employee Misconduct Registry (EMR)
· Single Nurse Aide Registry/Employee Misconduct Registry Check (this will automatically search NAR and EMR for employability disqualifications) 

__________________________________                  __________________________

Signature of Employee                                               Date

__________________________________                  __________________________

Signature of Witness                                                  Date


[image: image1]
	Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-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 (Street Number and Name)
	Apt. Number
	City or Town
	State
	ZIP Code

	Date of Birth (mm/dd/yyyy)
	Social Security Number
	 Employee's E-mail Address
	Employee's Telephone Number


I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in connection with the completion of this form.
I attest, under penalty of perjury, that I am (check one of the following boxes):

[image: image2]
	Signature of Employee
	Today's Date (mm/dd/yyyy)

	Preparer and/or Translator Certification (check one):     
      
[image: image3] I did not use a preparer or translator.

[image: image4] A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)


I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my knowledge the information is true and correct.
	Signature of Preparer or Translator
	
	Today's Date (mm/dd/yyyy)

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

	Address (Street Number and Name)
	City or Town
	State
	ZIP Code


	Section 2. Employer or Authorized Representative Review and Verification 


	Employee Info from Section 1
	Last Name (Family Name)
	First Name (Given Name)
	M.I.
	Citizenship/Immigration Status



List A
OR
List B
AND
List C

Identity and Employment Authorization
Identity
Employment Authorization

	Document Title
	
	Document Title
Document Title

[image: image5]
Expiration Date (if any)(mm/dd/yyyy)
Expiration Date (if any)(mm/dd/yyyy)

	Issuing Authority
	
	

	Document Number
	
	

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

	Document Title
	
	Additional Information
QR Code - Sections 2 & 3 Do Not Write In This Space


	Issuing Authority
	
	

	Document Number
	
	

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

	Document Title
	
	

	Issuing Authority
	
	

	Document Number
	
	

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


The employee's first day of employment (mm/dd/yyyy):
 (See instructions for exemptions)

[image: image6]
	Signature of Employer or Authorized Representative
	Today's Date (mm/dd/yyyy)
	Title of Employer or Authorized Representative

	Last Name of Employer or Authorized 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 applicable)
	B. Date of Rehire (if applicable)

	Last Name (Family Name)
	First Name (Given Name)
	Middle Initial
	Date (mm/dd/yyyy)

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

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


I 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) I have examined appear to be genuine and to relate to the individual. 
	Signature of Employer or Authorized Representative
	Today's Date (mm/dd/yyyy)
	Name of Employer or Authorized Representative


	[image: image7.png]


                                                                                                                                  [image: image8.png]



TRINITY LIVING PROVIDER SERVICES LLC             

12677 HIRAM CLARKE RD. STE 202 

HOUSTON TX 77045


DECLINATION OF HEPITITUS B VACCINATION

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

______________________________________


________________________________

Employee Name Please Print




Social Security Number

______________________________________


________________________________

Employee Signature





Signature of Witness

______________________________________

Date

EMPLOYEE CONSENT FORM FOR HEPATITIS B VACCINATION

I_____________________________ as an employee of TRINITY LIVING PROVIDER SERVICES LLC. consent to take the Hepatitis B vaccination. I have been informed that this involves a series of three vaccinations. I have also been informed of the possible side effects and complications as well as the benefits of the series of infections. I understand that the medication will be administered free of any cost to me.

______________________________________


________________________________

Employee Name Please Print




Social Security Number

______________________________________


________________________________

Employee Signature





Signature of Witness

______________________________________

Date

	TRINITY LIVING PROVIDER SERVICES LLC             

12677 HIRAM CLARKE RD. STE 202 

HOUSTON TX 77045


EMPLOYEE ACKNOWLEDGEMENT FORM

I____________________________________ have read and acknowledged the POLICIES AND PROCEDURES established by TRINITY LIVING PROVIDER SERVICES LLC. 

ﬦ  I agree to conform to these POLICIES AND PROCEDURES.

_______________________________

_________________________

Employee Signature




Date

_______________________________

_________________________

Supervisors Signature




Date

TRINITY LIVING PROVIDER SERVICES LLC
CARE ATTENDANT QUALIFICATIONS & JOB DESCRIPTION
 
JOB SUMMARY
Responsible for providing primary home care services to the client in accordance with the Detailed Task Assignment plan to enable client to function in the home and community. 
 
DUTIES AND RESPONSIBILITIES 
1. Shall perform services as identified on the Detail, task Assignment Plan 

2. Report Supervisor on day of awareness any significant changes in client’s circumstances or condition. 

3. Shall report emergency situations to appropriate individual in accordance with written policies immediately upon awareness. 

4. Check for safety measures to be taken on an ongoing basis for client and attendant protection. 

5. Must complete time sheet in accordance with TDHS and contract Agency requirements. 

 
 QUALICATIONS 
1.   Be at least 18 years of age

2.   Not be spouses of clients

3.   Be neither legal nor foster parents of minor children who receive their service

4.   Meet Attendant Staff requirements as outlined by TDHS

5. Free to communicable disease and open infectious wounds.

6. Must have a valid Texas driver’s license and current automobile insurance if motor vehicle user in within the course and scope of employment.

7. Must have reliable transportation.

 
PHYSICAL/MENTAL/ESSENTIAL FUNCTIUONS OF THE JOB 
1. Must be able to stand and walk throughout majority of shift on various surfaces in client’s homes. 

2. Must be able to lift carry items up to 30 pounds such as mop buckets, groceries and bags and trash. 

3. Must be able to push/pull up to various weights while performing tasks such as pushing Clients in wheelchair and transferring with Hoyer lift. 

4. Must be able to climb step stools and stairs at various client’s houses 

5. Must be able to bend, twist, and reach when performing various job functions such as cleaning throughout shifts. 

6. Must be able to handle objects such as wheelchairs, brooms, mops, dishes, and vacuum cleaner. 

7. Must be able to communicate effectively with client. 

8. Overall environment: Must be able to work in various degrees of temperatures, depending upon client’s housing setting. Position requires working with various cleaning solvents, fumes, dust, odors. 

9. Must be sensitive to the needs of the aged, disabled, and conscientious about Services clients need 

10. Must not be short tempered and must be slow to anger and be able to respond in a calm manner and able to work in an often, stressful situation when dealing with residents who may be abusive and threatening. 

11. Must be alert and able to identify hazards, should one occur, in order to, avoid them, by reporting immediately if directed to take corrective measures. 

 
 I_________________________________, have read the above qualifications and job description and fully understand the condition set forth herein. I will perform these duties to the best of my knowledge and ability. 
 

_________________________________________________            _______________________________________ 
 EMPLOYTEE SIGNATURE




         DATE
_________________________________________________            _______________________________________ 
SUPERVISOR SIGNATURE



        
         DATE
TRINITY LIVING PROVIDER SERVICES LLC
Staffing Policy Employee Acknowledgement Form

TRINITY LIVING PROVIDER SERVICES LLC enforces its policy and procedures that govern all personnel used by the agency including Employees, Volunteers and Contractors

•  All employees are required to participate in all personnel job-specific training.

•  TRINITY LIVING PROVIDER SERVICES LLC will ensure all personnel are properly oriented to tasks performed;

•  All employees must ensure demonstration of competency for tasks when competency cannot be determined through education, license, certification or experience;

•  All employees must continue systematic program for the training of all personnel; and ensure personnel are informed of changes in techniques, philosophies, goals, client’s rights, and products relating to client’s care.

•  All employees must participate in personnel in appropriate employee development programs;

•  All employees must agree to our written job description (statement of those functions and responsibilities which constitute job requirements) and job qualifications (specific education and training necessary to perform the job) for each position within the agency;

•  All employees must go through a background check and criminal history checks and searches of the nurse aide registry and the employee misconduct registry for unlicensed personnel in accordance with $97.247 (relating to Employability and Use of Unlicensed Persons);

•  TRINITY LIVING PROVIDER SERVICES LLC will do an annual evaluation of employee and volunteer performance

•  All employees will be disciplined accordingly for wrong actions

TRINITY LIVING PROVIDER SERVICES LLC pediatric attendants for clients must be provided by staff who have been instructed and have demonstrated competency in the care of pediatric clients; and

All employees who are direct care staff and who have direct contact with clients (employed by or under contract with the agency) must sign this statement that they have read, understand, and will comply with all applicable agency policies.

I______________________________have read and acknowledged policies and procedures established by TRINITY LIVING PROVIDER SERVICES LLC.

______________________________________________ 
________________________________

Employee Signature 





Date

______________________________________________ 
________________________________

Supervisor






Date

TRINITY LIVING PROVIDER SERVICES LLC
TRANSPORTATION OF CLIENTS
It is the policy of TRINITY LIVING PROVIDER SERVICES LLC. that any staff member employed by the agency should not drive any patient/client in their own car, and at no time should an employee ever drive a client’s car for any reason. Providers/attendants may drive their own cars to do shopping only if it is an assigned task. Clients should not be present in the car in that circumstance. Providers may also accompany clients to doctor’s appointments, et cetera only if transportation such as Metro Lift has been arranged.
TRINITY LIVING PROVIDER SERVICES LLC. will not be responsible for any traffic accidents and/ or mishaps that may occur as a result of employees driving a client’s car or vice versa.

_____________________________                           _________________

Employees s signature                                                  Date

_____________________________                           _________________
Agency staff signature                                                 Date
TRINITY LIVING PROVIDER SERVICES LLC.
NATURAL DISASTER EMERGENCY PREPAREDNESS PLAN

In order to provide continuing care or service in the event of a natural disaster or any other circumstances which interrupt the provision of home-care services, the Agency maintains emergency preparedness plan which addresses at least following:

1. Establishment of a “calling triage” or in the absence of a telephone service, other forms of communication such as radio announcements, to provide public information and inform staff of a plan of action.

2. Plan for communication with patients and/ or caregivers, physician and other health-care providers associated with the patients.

3. Plan for communication with patients and/or caregivers, physicians and other health-care providers associated with the patients.

4. Plan of action for all patients receiving care of services from the Agency.

5. Methods for provision of care or services to those patients who are dependent upon the Agency for life sustaining activities, in conjunction with other community resources such as the Police or Red Cross Society.

__________________________                                   _______________________

Employee Signature                                                     Date

__________________________                                   _______________________

Administer                                                                    Date

TRINITY LIVING PROVIDER SERVICES LLC
ABUSE, NEGLECT AND EXPLOITATION

It is the policy of TRINITY LIVING PROVIDER SERVICES LLC to make sure that all its employees report suspected cases of abuse, neglect and exploitation to the supervisor and appropriate agency officials promptly while providing care to our clients.

The agency will comply with all applicable laws and requirements when reporting or investigating suspected abuse, neglect and exploitation.

I hereby acknowledge the receipt of above policy.

______________________                    _________________

Signature of employee                          Date

______________________                    _________________

Signature of witness                             Date

TRINITY LIVING PROVIDER SERVICES LLC
INFECTION CONTROL

All TRINITY LIVING PROVIDER SERVICES LLC Patient and caregivers should practice infection control precaution to minimize the spread of infectious deceases between staff, patients and family members.

1. Effective hand-washing is recognized as the most important method of preventing the spread of infection between patients, staff and family members.
Hands should therefore be washed before and after caring for the patient.

After handling soiled articles.

2. It is recommended that deposable gloves be worn when handling and disposing of:

Blood

Urine 

Feces

Sputum

And any other body secretions
3. Soiled articles such as used Kleenex and old equipment should be placed in plastic bags and re-bagged and disposed of properly.

4. Use extra precaution when handling articles being used by patients with any infectious or contagious illness.

For patients that use needles or blood drawn please dispose of needles in a red puncture resistant container which will be left in the home. When the container becomes full dispose of it (do not try to overfill it):

The top should be sealed. The container bagged and disposed of properly. Remember, gloves should be worn when handling the container.

5. If you are wearing gloves to care for clients please change gloves after they are soiled 
For any questions concerning infectious diseases, contact your physician.

TRINITY LIVING PROVIDER SERVICES LLC

HANDWASHING FOR INFECTION CONTROL

1. Wet your hands under warm running water. This carries away germs and other contaminants.

2.  Lather your hands and wrists with soap. Although soap and water do not actually kill germs, they loosen the skin oils and deposits that harbor germs. Do not forget your fingernails.

3. Now, thoroughly rinse your hands in warm running water. Make sure your fingers point downward. This keeps water from running up your arms to bring new bacteria back down to your hands.

4. Dry your hands with a clean towel or paper towel. Do not dry off with a used towel which may put germs back on your hands.

Please acknowledge that you have reed and understood the infection control and handwashing requirements

___________________                                        _____________________

Signature                                                              Date

___________________                                        _____________________

Supervisor Signature                                          Date

TRINITY LIVING PROVIDER SERVICES LLC

EMLOYEE PAYMENT PROCEDURE

It is the policy of TRINITY LIVING PROVIDER SERVICES LLC to have an established time frame designed for payment of employees, and to inform agency staff of payroll procedures in compliance with Fair Labor Laws governing payment to employee. The following payroll procedures will be adopted:

1. Office personnel will submit a timed sheet indicating total hours worked, and time taken for lunch and paid time-off.

2. Contact staff will submit an invoice sheet of visits which must include patients’ name and signature, type and number of visits.

3. Pay will be on the 10th and 25th of every month. If the day falls on a Saturday, it will be paid on then preceding Friday, and if it falls on a Sunday, it will be paid on the Monday. The pay period is 1st to 15th, and 16th to the last day of the month.

4. ALL EMPLOYES WORKING FOR TRINITY LIVING PROVIDER SERVICES LLC MUST HAVE A BANK ACCOUNT FOR DIRECT DEPOSIT, 
5. The employee cannot hold the agency responsible for any mailed check that is missing in the mail. Employees are expected to report promptly all cases of missing checks to the agency office for tracking purposes, or for check replacement.

____________________________                            ____________________

Employee signature                                                  Date
 

TRINITY LIVING PROVIDER SERVICES LLC
UNIVERSAL PRECAUTIONS EMPLOYEE ACKNOWLEDGEMENT

AKA Universal Blood and Body Fluid in the Precautions

I_________________, serving as a health care employee in the capacity of _________________ have received and read the handout entitled “Universal Precaution”, understand the meaning thereof, and agree to comply will all condition and directive set forth within. I understand that the afore mentioned, Universal Precautions, is accepted of standard policy and procedure by the Company and is subject to all definitions, interpretations, and restrictions thereof.

HUMAN IMMUNODEFICIENCY VIRUS (HIV)

I________________have received counseling regarding Human Immunodeficiency Virus (HIV), precautions including the use of month/face adapter in performance of cardiopulmonary resuscitation (CPR) and the wearing of protective gloves, gowns as needed in blood drawing.

_________________________                                            ______________________

Employee Signature                                                           Date

_________________________                                            ______________________

Witness                                                                                Date

TRINITY LIVING PROVIDER SERVICES LLC

JOB ORIENTATION
Below are, the task associated with the service plan that is required for all attendants employed with TRINITY LIVING PROVIDER SERVICES LLC. It is a requirement as an attendant that you are, able to assist the client with all needs should they be requested
Bedroom Yes No 
	· Assist with getting in/out of bed 
	· Make Bed 
	· Change Bd Linen 


 
Bathroom Yes No 
	· Bathing 
	· Toileting 
	· Grooming 
	Clean Sink, Tub, Toilet, and surfaces 


 
Personal Care Yes No 
	· Help with dressing 
	· Help with Transferring 
	· Help with Walking 


 
Health Yes No 
	Manage Medication 

	Nursing Care 
	Occupational Therapy 
	Physical Therapy 
	Speech Therapy 


 
Meal Preparation Yes No   
	Plan Menus
 
	Prepare and Serve Meals 
	Wash, dry store dishes & utensils 
	Help with Feeding 
	Clean sink, stove, counters, refrigerators 


 
Household Yes No 
	Wash, dry fold clothes and linen 

	Empty and take out trash 
	Clear, dust and organize surfaces 
	Vacuum Carpets 

	Sweep floors 

	Wet or dry mop in rooms 
	Complete yard Work 
	Sterilize door knobs 


 
Shopping Yes No 
	Prepare list 

	Run errand 
	Buy food and Supplies 
	Store items as requested 


 
 
Transportation Yes No 
 
	Take to social activities 

	Take to doctor’s appointments 
	Take to other activities (religious, etc.) 


 
 
Social activities Yes No 
	· Reading 
	· Playing Games 
	· Visit with your loved one  



As an employee of TRINITY LIVING PROVIDER SERVICES LLC, I have completed and understood the job description and what is required of me 
______________________                                                                   _____________

Employee signature                                                                               Date

______________________                                                                   _____________

Supervisor signature                                                                              Date
	TRINITY LIVING PROVIDER SERVICES LLC  

12677 HIRAM CLARKE RD 
HOUSTON TX 77045
Ph: 713-242-8167, Fax: 832-802-6648







            POLICY AND PROCEDURE

EMPLOYMENT RESPONSIBILITY

TRINITY LIVING PROVIDER SERVICES LLC IS RESPONSIBLE FOR EMPLOMENT OF ATTENDANT. IN THE EVENT THAT ANY CLIENT DECIDES TO TERMINATE SERVICE WITH THE ATTENDANT TRINITY LIVING PROVIDER SERVICES LLC INC WILL OFFER EMPLOYMENT WITH AN ALTERNATIVE CLIENT AS AVAILABILITY OF HOURS PERMIT. CLIENTS DO NOT GOVERN ATTENDANTS EMPLOYMENT WITH TRINITY LIVING PROVIDER SERVICES LLC.
____________________________

        ____________________________

ATTENDANT SIGNATURE
DATE
____________________________
___________________________

ADMINISTRATOR
DATE
TRINITY LIVING PROVIDER SERVICES LLC
MEMO

SEPTEMBER 25, 2012
POLICY AND PROCEDURE

CLOCK-IN GUIDELINES

TO ALL EMPLOYEES:


BEGINNING SEPTEMBER 1, 2012 ALL EMPLOYEES WORKING FOR TRINITY LIVING PROVIDER SERVICES LLC WILL USE A CLOCK IN DEVICE TO RECORD HOURS WORKED. THE EMPLOYEES ARE RESPONSIBLE TO WORK ONLY THEIR APPROVED HOURS IN CORRELATION WITH THE CLIENTS PLAN OF CARE. ANY HOURS WORKED OUTSIDE OF THE CLIENTS PLAN OF CARE IS SUBJECT TO NON-PAYMENT. ALL HOURS ARE TO BE RECORDED AND CALLED IN WITHIN 24 HOURS OF THE WORKED DAY. ALL HOURS NOT CLOCKED IN WILL NOT BE PAID ALL EMPLOYEES WORKING FOR TRINITY LIVING PROVIDER SERVICES LLC. UNDER PRIMARY HOME CARE SERVICES, INCLUDING COMMUNITY ATTENDANT SERVICES AND FAMILY CARE, ARE ALL INCLUDED IN THESE GUIDELINES.
____________________________

        ____________________________

ATTENDANT SIGNATURE
Date
____________________________
___________________________

ADMINISTRATOR
DATE
[image: image9.emf]TRINITY LIVING PROVIDER SERVICES LLC  

MEMO

SEPTEMBER 1, 2015

PAY RATE CHANGE

TO ALL EMPLOYEES:


BEGINNING SEPTEMBER 1, 2015, THE EMPLOYMENT MINIMUM WAGE WILL INCREASE FROM $7.86 TO $8.10 PER HOUR. ALL EMPLOYEES WORKING FOR TRINITY LIVING PROVIDER SERVICES LLC UNDER PRIMARY HOME CARE SERVICES, INCLUDING COMMUNITY ATTENDANT SERVICES AND FAMILY CARE ARE ALL INCLUDED IN THIS PAY RATE CHANGE. THE FIRST-RATE INCREASE WILL BE REFLECTED ON THE NEXT PAYROLL CYCLE, WHICH IS SEPTEMBER 25, 2015 

SHOULD YOU HAVE ANY QUESTIONS FEEL FREE TO CONTACT OUR OFFICE

OFFICE ADDRESS:

12677 HIRAM CLARKE RD
HOUSTON TX 77045 STE 202
PH: 713-242-8167
FAX: 832-802-6648
____________________________

        ____________________________

ATTENDANT SIGNATURE
DATE
____________________________
___________________________

ADMINISTRATOR
DATE
TRINITY LIVING PROVIDER SERVICES LLC
PROBATION

AS AN EMPLOYEE OF TRINITY LIVING PROVIDER SERVICES LLC A ONE YEAR PROBATIONARY PERIOD IS REQUIRED TO MAKE SURE THAT ALL EMPLOYEE SKILLS ARE ADEQUATE TO CLIENT CARE. DURING THIS TIME THE ADMINISTRATOR WILL CONDUCT AN EVALUATION IN JOINT COMMUNICATION WITH OUR STAFF AND CLIENTS TO MAKE SURE THAT ALL TASK ARE COMPLETE AND CONSISTENT WITH THE PLAN OF CARE. 
OVERTIME

ABSOLUTELY NO OVERTIME IS ALLOWED ALL EMPLOYEES MUST FOLLOW THEIR SCHEDULE ACCORDING TO THE CLIENTS PLAN OF CARE.
SHOULD YOU HAVE ANY QUESTIONS OR CONCERNS FEEL FREE TO CONTACT OUR IFFICE.

OFFICE ADDRESS:

12677 HIRAM CLARKE RD

HOUSTON TX 77045 STE 202

PH: 713-242-8167

FAX: 832-802-6648
____________________________

        ____________________________

ATTENDANT SIGNATURE
Date
____________________________
___________________________

ADMINISTRATOR
DATE
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G.P.S
TRINITY LIVING PROVIDER SERVICES LLC Direct Deposit Agreement Form

Authorization Agreement

I hereby authorize GPS to initiate automatic deposits to my account at the financial institution named below. I also authorize GPS to make withdrawals from this account in the event that a credit entry is made in error.

Further, I agree not to hold GPS responsible for any delay or loss of funds due to incorrect or incomplete information supplied by me or by my financial institution or due to an error on the part of my financial institution in depositing funds to my account.

This agreement will remain in effect until GPS receives a written notice of cancellation from me or my financial institution, or until I submit a new direct deposit form to the Payroll Department.

Account Information

	Name of Financial Institution:
	
	

	Routing Number:
	
	

	Account Number:
	
	☐ Checking | ☐ Savings


Signature

	Authorized Signature (Primary):
	
	Date:
	

	Authorized Signature (Joint):
	
	Date:
	


Please attach a voided check or deposit slip and return this form to the Payroll Department.

PAY DATES: 10TH AND 25TH OF EVERY MONTH 
TIME DATES ARE AS FOLLOWS

1ST – 15TH PAID ON 25TH
16TH-31ST PAID ON 10TH
IF PAY DATES FALL ON THE WEEKENDS THE PAY WILL BE ISSUED ON FRIDAY 

TRINITY LIVING PROVIDER SERVICES LLC
COPY OF

PHOTO ID

&

SOCIAL SECURITY

TRINITY LIVING PROVIDER SERVICES LLC             


12677 HIRAM CLARKE RD. STE 202 


HOUSTON TX 77045

















USCIS  





Form I-9 





OMB No. 1615-0047 





Expires 08/31/2019





 





Employment Eligibility Verification 





Department of Homeland Security  





U.S. Citizenship and Immigration Services 





1





. A citizen of the United States





2





. A noncitizen national of the United States 





See instructions





)





(





. A lawful permanent resident





3





. An alien authorized to work    until 





4





)





See instructions





(





):





expiration date, if applicable, mm/dd/yyyy





(





(





Alien Registration Number/USCIS Number





):





Some aliens may write "N/A" in the expiration date field.





Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  





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





1





. 





Alien Registration Number/USCIS Number:





2





. 





Form I-94 Admission Number:





3





. 





Foreign Passport Number:





Country of Issuance:





OR





OR





QR Code - Section 1   





Do Not Write In This Space





Issuing Authority





Document Number





Issuing Authority





Document Number








