
ABC COMMUNITY SERVICES, LLC 

Application for employment 
ABC LLC is an equal opportunity employer and in conformity with applicable laws does not discriminate on the 
basis of race, color, religion, age, sex, national origin, equal pay, veteran status, disability and any other 
impermissible criteria according to applicable law. No question on this application is intended to secure such 
information to be used for such discrimination. This application will be given every consideration, but its receipt 
does not imply that the applicant will be employed. This application is valid for only thirty (30) days. For 
consideration of employment opportunities after thirty (30) days, you must reapply. 

Date of Application: ___________ _ Position(s) applied for: _______________ _ 

(Please Print) 

Name:------------------------------------------
(Last) (First) (Middle) 

Address:-----------------------------------------
(Number) (Street) (Apt. #) (City) (State) (Zip Code) 

Telephone: Home:(_) ___ __ _ Work: ( __ ) _____ _ 

Have you ever been involuntarily terminated from employment? Yes __ No __ 
Has your professional license ever been revoked, suspended, limited or not renewed? Yes __ No __ 

If you answered "Yes" or you are unsure in answer to any question above, please explain: 

If hired, can you furnish proof you are able to work in the U.S.? Yes__ No _ _  
(Proof of eligibility to work in the United States will be required upon beginning employment and any offer of employment is contingent 
upon such proof). 

Have you ever pied guilty to, pied no contest to, or been convicted of a misdemeanor or felony offense? 
(Responding "yes" will not necessarily disqualify applicant from employment. Do not include any traffic violation, information that has 
been sealed or expunged, or military convictions, except by general court martial.) Yes__ No 

If yes, please furnish details of conviction, offense, location, date and sentence: _________________ _ 

On what date would you be available for work? ______ _ 

Which schedule would you prefer to work? Full-Time __ Part-Time __ PRN __ 

Are you available for weekend and evening work? Yes __ _ No __ _ 

AN EQUAL OPPORTUNITY EMPLOYER 



EMPLOYMENT EXPERIENCE 

List your last three employers, starting with the most recent, including military experience. Please exclude those which 
indicate race, color, religion, sex, equal pay, disability, age, veteran status or national origin or any other criteria upon 
which an employer may not discriminate according to applicable law. 

Employer: Address: Start Date: 

End Date: 
Job Title: Duties: 

Phone: 
Fax: 

Starting Salary: Reason for leaving: 

Ending Salary: 
Supervisor Name: May we contact this employer? YES NO 

If No, please explain: 

Employer: Address: Start Date: 

End Date: 
Job Title: Duties: 

Phone: 
Fax: 

Starting Salary: Reason for leaving: 

Endinq Salary: 
Supervisor Name: May we contact this employer? YES NO 

If No please explain: 

Employer: Address: Start Date: 

End Date: 
Job Title: Duties: 

Phone: 
Fax: 

Starting Salary: Reason for leaving: 

Ending Salary: 
Supervisor Name: May we contact this employer? YES NO 

If No please explain: 

Employer: Address: Start Date: 

End Date: 
Job Title: Duties: 

Phone: 
Fax: 

Starting Salary: Reason for leaving: 

Endinq Salary: 

AN EQUAL OPPORTUNITY EMPLOYER 



EDUCATION· 

HIGH SCHOOL COLLEGE/UNIV. GRADUATE/PROF'L 

School Name 

No. of Years Completed 

Credits Earned 

Diploma/Degree Awarded 

Describe Major Course of 
Study: 
Describe specialized 
training, apprenticeship 
skills, and extra-curricular 
activities. 

Professional License(s): _______________________ Date(s) _______ _
Honors Received: 

------------------------------------

Professional, trade, business or civic activities and offices held: (Please exclude those which indicate race, color, 
religion, sex, equal pay, disability, age, veteran status or national origin or any other criteria upon which an employer may 
not discriminate according to applicable law): __________________________ _

DRIVING INFORMATION: Fill out the section below only if the position you are applying for requires a driving 
ualification. 

Do you have a valid driver's license? Yes __ No 
If yes, license number: __________ _ Exp. Date: ____ State Issued: ___ _ 
Date of Birth: 

Do you have personal automobile insurance coverage? Yes No 
If yes: 

Name of insurance carrier: _____________________ _
Insurance agent name: ______________________ _ 
Policy No. 
Vehicle(s) covered: ______________________________ _

Year Make Model 

Year Make Model 

Coverage expiration date: ____________ _ 

REFERENCES: Give name, address and telephone number of three references who are not related to you and are not 
previous employers 

NAME ADDRESS TELEPHONE NUMBER 

AN EQUAL OPPORTUNITY EMPLOYER 



Applicants Must Read and Sign 

I, the undersigned applicant, certify and affirm that, to the best of my knowledge and belief; I 
["have" or "have not," as applicable] had a case of abuse, neglect, mistreatment or exploitation 

substantiated against me. As a condition of submitting this application and in order to verify this 
affirmation, ! further release and authorize [Provider Name], the Bureau of Developmental 
Services EDDS to have full and complete access to any and all current or prior personnel or 

investigative records, from any party, person, business, entity or agency, whether governmental 
or non-governmental, as pertains to any allegations against me of abuse, neglect, mistreatment 

or exploitation and to consider this information as may be deemed appropriate. This 
authorization extends to providing any applicable information in personnel or investigative 
reports concerning my employment with this employer to my future employers who may be 

Providers of !DD services 

Signature of Applicant Date 

Full Name:--------------------------------
(First) (Middle) (Last) 

AN EQUAL OPPORTUNITY EMPLOYER 



ACKNOWLEDGMENT OF APPLICANT 

I affirm that all information contained in this application is true, correct, and complete to the best of my knowledge. 
have not withheld any fact or circumstance that would, if discovered, affect my application unfavorably. I understand
that the misrepresentation or omission of any information called for in this application or other company 
records may disqualify me from further consideration for employment and may be cause for immediate 
dismissal if discovered at a later date. 

I further acknowledge that I executed an authorization so that ABC LLC can verify any and all information contained 
herein. This includes the investigation of references and employers listed within to provide you all information 
concerning my previous employment and other pertinent information. 

I understand that if the position I am applying for requires a driving qualification, an offer of employment is conditional 
on evidence that I have in full force and effect personal automobile liability insurance coverage and that, if hired, I must 
keep such coverage in full force and effect continuously throughout the period of my employment. I acknowledge that 
the ABC LLC may independently contact my automobile liability insurance carrier to verify that I have such coverage 
prior to an offer of employment, and if I am hired, thereafter the Company may check at any time and upon any 
frequency. 

I further understand that any offer of employment is conditional on being able to provide verification of entitlement to 
work in the United States. I also understand that I may be required to provide verification of information reported on 
this form. 

If employed by ABC LLC, I will comply with all rules, regulations, instructions and policies set forth and communicated. 
I further understand that said rules, regulations, instructions and policies shall be subject to modification or 
discontinuance at any time and without advanced notice. 

I acknowledge that I have read, understood and executed the attached document entitled "EMPLOYER'S 
AUTHORIZATION FORM TO OBTAIN CONSUMER REPORT" so that the Company can complete an investigation of 
my background and all statements contained in this application for employment as may be necessary in arriving at 
employment decisions, and I release from any and all liability any person or entity providing such information about me, 
pursuant to that authorization. I release all parties, including but not limited to the ABC LLC, and its other subsidiaries, 
and my prior employers from all liability for any damage that may result from the furnishing or use of any information 
concerning me. 

I also understand and agree that no representative of ABC LLC has any authority to enter into any agreement for 
employment for any specified period of time, or to make any agreement contrary to the foregoing unless it is written 
and signed by an authorized ABC LLC representative. I also understand if I should become employed by the 
Company that my employment is at-will and can be terminated by me or ABC LLC at any time without cause and 
without notice. 

I hereby acknowledge that I have read all of the above Statements and understand the same. 

Signature Date 

APPLICANT - do not write in box below 

HUMAN RESOURCES USE ONLY 

HIRING INFORMATION 

Department: __________ _ Position: ____________ _ 

Starting Date: _________ _ Starting Salary: _________ _ 

Full Time: 
------------

Part Time: ___________ _ 

AN EQUAL OPPORTUNITY EMPLOYER 



EMPLOYER'S AUTHORIZATION FORM TO OBTAIN 

CONSUMER REPORT 

Applicants Must Read and Sign 

I __________ UNDERSTAND that, pursuant to the Fair Credit Reporting Act, 
("Employer") will obtain a consumer report on me for employment purposes, including but not 
limited to hire, promotion, demotion or termination purposes. 

I UNDERSTAND that Employer will notify me upon my request of whether Employer received 
a consumer report on me for employment purposes and that Employer will notify me upon my 
request of the name and address of the consumer reporting agency that furnished the report. I 
also understand that before Employer takes any adverse action based in whole or in part on any 
information contained in a consumer report or investigative consumer report, Employer will 
provide me with a copy of the report, along with information necessary to contact the consumer 
reporting agency and a summary of my rights under the Fair Credit Reporting Act. 

I hereby AUTHORIZE Employer to obtain a consumer report on me for employment purposes 
and likewise AUTHORIZE any present or former employers, consumer reporting agencies, 
educational institutions, criminal justice agencies, departments of motor vehicles, public 
agencies, financial institutions, automobile liability insurers, or other persons/entities having 
knowledge of me to submit information or opinions about me so that my employment 
qualifications may be evaluated, and if hired, to submit such information in the future to evaluate 
my eligibility for continued employment. 

Signature of Applicant Date 

Full Name:--------------------------------
(First) (Middle) (Last) 

Other Names Used/Dates: 
----------------------------

Current Address: ______________________________ _ 
(Street) 

(City) (State) (Zip Code) 

Telephone Number: ( ) __________________________ _ 

Social Security Number: ___________________________ _ 

AN EQUAL OPPORTUNITY EMPLOYER 







s. To assist in evaluating, writing and reviewing programs according to company
procedures. The previous list is not intended to be an all-inclusive of job
responsibilities. Other duties may be required as assigned.

PHYSICAL DEMANDS: 

The physical and mental demands described here are representative of those that must be met by an 
employee to successfully perform the essential functions of this job. Reasonable accommodations may 
be made to enable individuals with disabilities to perform the essential functions. 

• Regularly required to sit (in a chair or vehicle), stand or walk for long periods of time
• Frequently required to lift, push or pull up to 50 pounds
• Frequently required to assist in lifting and transferring consumers with mobility limitations

Employee Signature: ___________________ _ Date: ______ _ 
Supervisor Signature: ___________________ _ Date: ______ _ 

DIRECT SUPPORT PROFESSIONAL (DSP) JOB DESCRIPTION - Page 3 of 3 Updated June 2021 



 
 
 
 
 
 
 
Applicant Name:  

Applicant Phone Number:  

Applicant Email Address:  

Direct Support Professional (DSP) Interview Questions 

1. Tell me about yourself:  

2. Do you have any experience working with people with intellectual and developmental 

disabilities? If so, please describe your experience.  

3. What makes you a good candidate for this position?  

4. What is your greatest strength and how would it help you in this position?  

5. What is your greatest weakness? 

6. What do you enjoy about working with people who need support?  

7. Describe a difficult situation you had with a client and how you dealt with it.  

8. Do you have any allergies to pets, smoke, or something other we need to be aware of? 

 

Notes:  



Applicant Name:  

Applicant Phone Number: 

Applicant Email Address: 

Pre-Screen Questions 

1. Do you have a valid driver’s license? ____Yes ____ No

2. Do you have valid car insurance? ____Yes ____ No

3. Do you have a reliable vehicle? ____Yes ____ No

4. What days and hours are you looking to work? __Monday __Tuesday __Wednesday

__Thursday __Friday __Saturday __Sunday

___Days (7a-3p or 7a-7p) ____ Evening (3p-11p) ____ Overnights (11p-7a or 7p-7a)

5. What side of town are you willing to travel to? __North __East __South __West

__Castleton/Fishers __Greenfield __Greenwood __Danville ____Speedway

6. Are you looking for part-time or full-time? ____ Part-Time ____Full-time

7. Do you currently have any certifications? __ CPR/First Aid ____ Core A&B __CPI ____

I-Train __TB ____ HHA/CNA ____ HCSP__ Other

Notes: 



 
 
 

 
BMV Check Instructions 

 

Go to this website: https://mybmv.bmv.in.gov/bmv/mybmv/default.aspx 

1. If you already have an account, click ‘login to my account’ and login using your existing username and 

password  

2. If you do not have an account, click ‘create a myBMV account’ and follow the prompts to complete the 

registration process 

 

 

 

 

 

 

 

 

 

 

 

Once you are logged in click on ‘view your driver record.’  

 

 

 

 

 

 

 

 

 

 

 

Print your driving record for your HR file  

 

 

 

 

 

 

 

 

 

 

If you have any questions, please ask! 

 

Thank you, 

 

Executive Leadership Team 

ABC Community Services, LLC 

https://mybmv.bmv.in.gov/bmv/mybmv/default.aspx


ABC COMMUNITY SERVICES, LLC 

VEHICLE CHECKLIST 

 

Today’s Date: _________________________ 

Applicant’s Name: First ________________________Last _______________________________ 

Vehicle Insurance Verified: YES_____ NO_____ 

Please make a checkmark next to each car part in the “Pass” or “Fail” areas as you complete the 

checklist.  

Brakes: Pass____ Fail____                                               Lights: Pass ____ Fail ____ 

Headlights Pass____ Fail____                                         Taillights Pass____ Fail____ 

Turn Signals Pass____ Fail____                                       Brake/Stop Lights Pass____ Fail____ 

License Plate Light Pass____ Fail____                            Parking Lights Pass____ Fail____ 

Safety Belts:  How many?                                                ____ Pass____ Fail____ 

Side view mirrors:     Left Pass____ Fail____                Right Pass____ Fail____ 

Rear view mirror Pass____ Fail____                              Windows: Pass____ Fail____                                          

Wipers: Pass____ Fail____ 

Horn: Pass____ Fail____                                                  Muffler: Pass____ Fail____ 

Bumpers:           Front Pass____ Fail____                      Back/Fender   Pass  ____    Fail ______ 

 

 

 

Approved: __________________________________ 

Signature ______________________________ 



EMPLOYEE DEMOGRAPHIC SHEET 

NAME:------------------------------

ADDRESS:-----------CITY/ST/ZIP __________ _ 

PHONE:---------- Email address:--------------

Social Security Number Date of birth Male/ Female Marital Status 

Emergency contact: Name Phone Number Relationship 

Do you have any allergies to any animals or smoke? a YES or c NO {if yes, please explain BELOW) 

AVAILABILITY 

SUNDAY MONDAY 
... / 

TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY 
, ... ..... ····-· , . .. .... ......... ...... .. 

START 

• TIME

END I 

I I 
Are there any upcoming dates you will be unavailable within the next 60 days? If so, please explain. 

______ ··_· ·_· -•�· ·�£--'"-•()-"--t(FORHUMAN,RESOURCES USE!ONLY 
Job Title: Pay Rate: 

Jlire Date: 



   

  

Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9

OMB No.1615-0047 
Expires 07/31/2026 

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions. 
ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 

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 (if any) Other Last Names Used (if any) 

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

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

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

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 

1. A citizen of the United States 

2. A noncitizen national of the United States (See Instructions.) 

3. A lawful permanent resident (Enter USCIS or A-Number.) 

4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any) 

If you check Item Number 4., enter one of these: 
USCIS A-Number 

OR 
Form I-94 Admission Number 

OR 
Foreign Passport Number and Country of Issuance 

Signature of Employee Today's Date (mm/dd/yyyy) 

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3. 

 Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three 
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure 
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional 
documentation in the Additional Information box; see Instructions. 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Check here if you used an alternative procedure authorized by DHS to examine documents.     

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the 
best of my knowledge, the employee is authorized to work in the United States. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

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

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4. 

Form I-9 Edition 08/01/23 Page 1 of 4 

http://www.uscis.gov/I-9
https://www.uscis.gov/i-9
https://www.uscis.gov/i-9


 
  

   
 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a

combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274). 

LIST A 
Documents that Establish Both Identity 

and Employment Authorization OR 

LIST B 

Documents that Establish Identity 

LIST C 
Documents that Establish Employment

Authorization AND 

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

1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

2. Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)

3. Foreign passport that contains a
temporary I-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

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

4. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the

Department of State (Forms DS-1350,
FS-545, FS-240)

3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form I-94 or Form I-94A that has
the following:

(1) The same name as the
passport; and

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

4. Voter's registration card 3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

5. U.S. Military card or draft record

6. Military dependent's ID card
4. Native American tribal document

7. U.S. Coast Guard Merchant Mariner Card
5. U.S. Citizen ID Card (Form I-197)

8. Native American tribal document
6. Identification Card for Use of Resident

Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian
government authority

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

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

For persons under age 18 who are 
unable to present a document 

listed above: 
10. School record or report card

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form I-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Acceptable Receipts 
May be presented in lieu of a document listed above for a temporary period. 

For receipt validity dates, see the M-274. 

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

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

● Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

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

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

*Refer to the Employment Authorization Extensions page on I-9 Central for more information.

Form I-9 Edition 08/01/23 Page 2 of 4 

https://www.uscis.gov/i-9-central/handbook-for-employers-m-274/60-evidence-of-status-for-certain-categories
https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274/120-acceptable-documents-for-verifying-employment-authorization-and-identity/123-list-c-documents-that-establish-employment-authorization
https://www.uscis.gov/i-9-central
https://www.uscis.gov/i-9-central/form-i-9-acceptable-documents/employment-authorization-extensions


 Supplement A, 
Preparer and/or Translator Certification for Section 1 

 

 

 

 

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

USCIS 
Form I-9 

Supplement A
OMB No. 1615-0047 
Expires 07/31/2026 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

Form I-9 Edition 08/01/23 Page 3 of 4 



 Supplement B, 
Reverification and Rehire (formerly Section 3) 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

USCIS 
Form I-9

Supplement B
OMB No. 1615-0047 
Expires 07/31/2026 

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

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change.  Enter 
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before 
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the 
Handbook for Employers: Guidance for Completing Form I-9 (M-274) 

New Name (if applicable)Date of Rehire (if applicable) 

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

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) 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 documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Date of Rehire (if applicable) New Name (if applicable) 

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

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) 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 documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Date of Rehire (if applicable) New Name (if applicable) 

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

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) 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 documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Form I-9 Edition 08/01/23 Page 4 of 4 

https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274


EMPLOYEE'S HANDBOOK 

WELCOME 

Acknowledgement of Receipt 
of ABC Community Services LLC 

Employee Handbook 

This Employee Handbook is an important document intended to help you become 
acquainted with ABC LLC. This handbook is not a contract, but a summary of important ABC 
LLC policies and procedures. 

Because the general business atmosphere of ABC LLC and economic conditions are always 
changing, the policies in this handbook may be changed at any time at the sole discretion 
of ABC LLC. 

Please read the following statements and sign below to Indicate your receipt and 
acknowledgment of the ABC LLC Employee Handbook. 

I have received a copy of the ABC LLC Employee Handbook. I understand that the 
pellicles rules, and benefits described in it are subject to change at the sole 
discretion of ABC LLC at any time. I further understand that my employment Is at 
will" and may be terminated at any time by myself or ABC LLC, with or without 
cause or notice, regardless of the length of my employment or the granting of 
benefits of any kind, including but not limited to benefits which provide for vesting 
based upon length of employment. 

I understand that the "at will" nature of my employment relationship may not be 
altered except in writing, which must be signed by me and an authorized member 
of ABC LLC's management team. 

I am aware that during my employment, confidential Information will be made 
available to me {I.e., Individuals' lists, Individuals' treatment plans and other 
related Information). I understand that this information is critical to the success 
of ABC LLC and must not be given out or used outside ABC LLC premises or with 
non-ABC LLC employees. In the event of termination of employment, whether 
voluntarily or involuntarily, I hereby agree not to utilize or exploit this 
information with any other 
individual or company. 

Employee's Printed Name Position 

,_ 

Employee's Signature Date 



Employee Acknowledgement 
Health Insurance Portability and Accountability Act of 1996 (HIP AA) 

By signing below, I am acknowledging my awareness of the requirements of the Health 

Insurance Portability and Accountability. Act (HIP AA) of 1996 and that I have read and 
agree 

to comply with HIPAA and have read the aforementioned information. 

I further acknowledge and understand that, as an employee, contractor, interim, or volunteer 
with ABC LLC, I am prohibited from releasing any protected health information (PHI) which may 

come to my attention in the course of my duties to any unauthorized person. Moreover, 

I acknowledge and understand that any breach of confidentiality, client or otherwise, 
resulting from my written or verbal release of health information or records provides 

grounds for disciplinary action, which may include my immediate termination as an 

employee of the ABC LLC or immediate termination of my contractual or volunteer 

relationship with ABC LLC. 

Employee's Name: 

Employee's 
Signature: 

Human Resource 
Signature: 

Date: 

Date: 





Specifically included in this Anti-Harassment Policy is a commitment to provide a workplace free of 
inappropriate conduct of a sexual nature. Such conduct may include a range of subtle and not so subtle 
behaviors and may involve individuals of the same or different gender. 

Employee Signature: ________________ _ Date: ______ _ 

HR Rep/Designee Signature: _______________ Date: ______ _ 



Intimidation and Harassment 

ABC Community Services, LLC, affirms its commitment to provide a 

work environment free from intimidation and harassment. Abuse of 

the dignity of anyone through ethnic, racist, or sexist slurs or through 

other derogatory or objectionable conduct is offensive employee 

behavior and will be considered intimidation and/or harassment. If 

you engage in such behaviors, you will be subject to disciplinary 

action, including discharge. Likewise, if you feel you have been the 

object of harassment or intimidation based upon the aforementioned, 

you are to advise your Human Resources Department, follow the 

normal open-door policy. 

Signature 

Print Name 

Date 



 

Created 9/1/2020                                                                                                                          Revised 6/1/2022 

SEXUAL HARRASSMENT 
 

It is our policy to prohibit any acts of sexual harassment to any of our employees. Furthermore, 

ABC Community Services, LLC affirms its commitment to provide a work environment free from 

sexual harassment.  

Sexual harassment includes many different types of behaviors, including unwelcome advances, 

unwanted touching, obscene jokes or comments, offers of benefits in exchange for sexual acts, 

or threats of adverse consequences for refusing advances. It can include both physical and 

verbal conduct. 

Sexual harassment can be defined as any unwanted behavior that is sexual in nature. Sexual 

harassment does not discriminate. Victims can include individuals of all genders and sexual 

orientations. Victims can also be bystanders who are forced to witness their coworkers being 

harassed. 

Below is Examples of Types of Behaviors that Are Considered Sexual Harassment: 

• Spreading sexual rumors of a sexual or romantic nature 

• Repeated hugs or unwanted touching 

• Leaving unwanted gifts of a sexual or romantic nature 

• Making sexual jokes 

• Asking an employee about their sexual life 

• Employers discussing their sex life in front of employees 

• Commenting on the attractiveness of others in front of employees/co-workers. 

• Repeated compliments of an employee’s appearance 

 

If any employee feel they have been subjected to sexual harassment, they are advised to contact Human 

Resources or its designee and follow the normal open-door policy for reporting. 

 

_________________________________________________                        _______________ 

Signature                                                                                                                   Date 

 

_________________________________________________ 

Print 



CONFLICT OF INTEREST 

ABC Community Services LLC., is judged by the collective and individual performance of it's 

owners, managers, and employees. We have a paiticular interest in preserving our reputation and 

the reputation of our employees for the utmost honesty and integrity. Thus, ABC LLC, holds itself 

and its employees to the highest standards of lawful and ethical conduct. 

Therefore, you must be careful that your relationship with clients, client family members, vendors 

or other activities do not subject you or the Company to question or undue criticism. You must 

refrain from engaging in any activity that could conflict with your status as an ABC LLC, 

employee. This includes the use of your position with the Company for personal profit or 

advantage or entering transactions or relationships where it may appear you have a conflict of 

interest or are improperly benefiting from your affiliation with the Company. Good judgment and 

common sense are to supplement these provisions to avoid even the appearance of impropriety. To 

the extent there is a conflict or ambiguity between permissive conduct and that which is not 

permitted, the latter shall have precedence. 

If you question the propriety of a transaction or activity, you should seek guidance from your 

Human Resources Department. 

Signature 

Print Name 

Date 



ABC COMMUNITY SERVICES
., 
llC 

WORKPLACE VIOLENCE 

It is our policy to prohibit any acts or threats of violence by any Direct Support Professionals, 
former direct support professionals, or visitor against any direct support professional, 
individual, or visitor on our premises at any time or while they are engaged in business with, or 
on behalf of, the company, on or off our premises. 

Additionally, direct support professionals have a "duty to warn" their supervisor or other ABC 
Community Services LLC's management of any suspicious workplace activity, situations, or 
incidents that they observe or that they are aware of. This includes, for example, threats of 
violence, aggressive behavior, offensive acts, threatening or offensive comments or remarks, 
and the like. 

Direct Support Professionals reports made pursuant to this policy will be held in confidence to 
the maximum extent. ABC LLC will not condone any form of retaliation against any Direct 
Support Professionals for making a report under this policy. 

Employee Signature: _______________ Date: _____ _ 

HR/ Designee Signature: ______________ Date: _____ _











April 12, 2024  

To: ALL Employees of ABC Community Services, LLC 

From: Executive Leadership  

Effective Immediately: 

This is what is needed for a complete visit that meets your job requirement.

Electronic Visit Verification (EVV) 

All employees working directly with clients (patients) are required to login to the EVV system. 

o The 21st Century Cures Act requires Medicaid providers … to use an 
electronic visit verification (EVV) system to document services rendered.

o Providers are responsible for ensuring the system selected complies with 
federal requirements, including documentation of the following 
information:

1. Type of service performed

2. Individual receiving the service

3. Date of the service
4. Location of service delivery

5. Individual providing the service

6. Time the service begins and ends

7. Staff notes for the service delivered must be input in the EVV 
system before leaving the client's home

***Failure to comply with state and federal regulations is a direct violation of ABC Community 

Services, LLC policy and procedures and will result in disciplinary action(s) up to and including 

termination of employment. *** 

Check one:

o I agree and will follow the EVV rule.

o I disagree and will not follow the EVV rule.

Employee Name (printed): ____________________________________________________ 

Employee Signature: ___________________________________ Date: _________________ 

HR Signature: _______________________________________ Date: ___________________ 



 
 
 
 

PRN MEDICATION ADMINISTRATON PROTOCOL 
 
*Please read this policy in its entirety in order to ensure your full understanding. Failure to follow this protocol will 

result in immediate disciplinary action* 

 
1. If a target behavior is identified the DSP staff must FIRST, call the on-call supervisor.  

a. When calling, please have the following information ready to give to the on-call 

supervisor:  

1. Individual’s name 

2. Name of the PRN medication 

3. Identified target behavior 

4. What happened prior to the behavior  

5. What de-escalation techniques has DSP staff used to try and stop the target 

behavior  

6. HAS THE BEHAVIOR CONSULTANT (BC) BEEN CONTACTED?  

2. Next, the on-call supervisor is required to get APPROVAL from one of the following in order 

for the DSP staff to administer a PRN controlled medication.  

1. The CEO/NP, Jacqueline Edwards 

2. The COO, Arnetta Jackson 

3. The individual’s Primary Care Physician (PCP) 

4. The individual’s Behavior Consultant (BC)  

5. The individual’s Guardian  

3. Once APPROVAL has been given by one of the above people, the DSP staff can then administer 

the PRN controlled medication.  

4. The DSP staff are still required to follow all documentation policies regarding administering a 

medication including initialing the MAR when giving a PRN medication. Additionally, staff 

should fill out an ABC Community Services, LLC Incident Reporting form after giving the 

medication. Please include as much information as possible on the form, including who you 

talked to and who gave you permission to administer the PRN medication. Once the form is 

complete, please submit the form to your supervisor within eight (8) hours of the incident. (If you 

are unable to physically submit the form, you may take a photo on your mobile advice and text/email to 

(765) 615-9356 or admin@abccommunityservices.com).  

 

If you have any questions regarding any of the information contained in this letter, please reach out to 

your supervisor immediately.  

 

Employee Name (printed): _____________________________________________________________ 

Employee Signature: ________________________________________ Date: ____________________ 

HR Signature: ______________________________________________ Date: ____________________ 



Pay Period Start Pay Period End Pay Date
01/04/2026 01/17/2026 01/23/2026

01/18/2026 01/31/2026 02/06/2026

02/01/2026 02/14/2026 02/20/2026

02/15/2026 02/28/2026 03/06/2026

03/01/2026 03/14/2026 03/20/2026

03/15/2026 03/28/2026 04/03/2026

03/29/2026 04/11/2026 04/17/2026

04/12/2026 04/25/2026 05/01/2026

04/26/2026 05/09/2026 05/15/2026

05/10/2026 05/23/2026 05/29/2026

05/24/2026 06/06/2026 06/10/2026

06/07/2026 06/20/2026 06/26/2026

06/21/2026 07/04/2026 07/10/2026

07/05/2026 07/18/2026 07/24/2026

07/19/2026 08/01/2026 08/07/2026

08/02/2026 08/15/2026 08/21/2026

08/16/2026 08/29/2026 09/04/2026

08/30/2026 09/12/2026 09/18/2026

09/13/2026 09/26/2026 10/02/2026

09/27/2026 10/10/2026 10/16/2026

10/11/2026 10/24/2026 10/30/2026

10/25/2026 11/07/2026 11/13/2026

11/08/2026 11/21/2026 11/27/2026

11/22/2026 12/05/2026 12/11/2026

12/06/2026 12/19/2026 12/25/2026

12/20/2026 01/02/2026 01/08/2026

Pay Schedule 2026
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