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DESCRIPTION OF CNA  
The CNA shall have training in those supportive services that are required to provide and maintain bodily and emotional comfort and to assist the patient toward independent living in a safe environment.

Responsibilities:

· Assist the patient with bathing (bed or tub) and/or showering.

· Assist the patient with oral care (care of teeth and mouth).   Assist the patient with grooming (nail care for non-diabetics, shaving and hair care).

· Assist the patient with dressing and general appearance.

· Assist the patient with ambulatory activity (wheelchair, walker, or cane).

· Assist the patient with transferring to or from bed, a chair, bedpan or commode.

· Prepare and serve meals for the patient, following specific diets if so instructed.

· Assist the patient with eating.

· Assist the patient with prescribed range of motion exercises.

· Accompany the patient to and from the doctor’s office.

· Assist the patient with bathroom activities.

· Remind the patient to take medication.

· Accompany the patient for a walk or other regular activity.

· Observe, report, and document the patient status and the care of services provided.

The CNA will also:

· Wash the patient’s laundry.

· Shop for food for the patient when needed.

· Tidy the kitchen after meal preparation for the patient.

· Make the patient’s bed and change linens regularly or when necessary.

· Dust and vacuum the patient’s immediate environment.

· Tidy the patient’s bedroom.

· Keep the patient’s bathroom clean.

CNAs are not expected to:

· Scrub floors, wash windows or carpets.

· Do any general household maintenance, car maintenance or yard work.

· Provide assistance or care to other than the patient (unless otherwise agreed).

· Clean cabinets.

· Wash walls or wood work.
	Signature:
	
	
	Date:
	

	Print Name:
	
	
	SSN: ​​​​
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APPLICATION FOR EMPLOYMENT

For this type of employment, state law requires a criminal record check and PPD skin test as conditions for employment.

	Name:
	
	
	SSN:
	

	Birth Place:
	
	
	Date Of Birth:
	

	Address:
	

	City:
	
	
	State:
	
	
	Zip:
	

	Home Phone:
	
	
	Cell Phone:
	


Email Address: _______________________________________________________________________

	Where did you hear about us?
	
	
	Position applying for?
	

	Are you a CNA/LPN/RN registered in Georgia?
	

	What school did you receive your certification?
	

	Certification #:
	
	
	Expiration Date:
	

	If not a CNA/LPN/RN, what other training do you have?
	

	How many years of caregiving experience do you have?
	

	What other specialty certifications do you have?
	


	Have you ever been convicted of a crime?
	

	If yes, please explain:
	

	Employment will not be denied solely because of a conviction record, unless the offense is job related.


	Are you prevented from lawfully becoming employed in this country because of visa or immigrant status?
	Yes        or         No

	Proof of citizenship or immigration status will be required upon employment.


	Have you ever filed an application with Alliance Care?
	

	If yes, give date:
	

	Have you ever been employed with Alliance Care before?
	

	If yes, give date:
	

	Are you currently employed?  
	
	
	If so with who?
	

	May we contact your current employer for a reference?
	

	If yes, provide contact information on employment experience section.


	Did you graduate High School?
	

	If no, how many years of high school did you complete?
	

	Did you attend College? 
	

	If no, how many years of high school did you complete?
	

	Vocational school attended:
	

	Vocation studied:
	


	EMPLOYMENT HISTORY
	At least the last five years. Use back of paper if necessary.

	
	
	
	

	
	1 
	Current Employer
	

	
	
	Supervisor:
	
	
	Phone #:
	

	
	
	Address:
	

	
	
	City:
	
	
	State:
	

	
	
	Job title:
	

	
	
	Work performed:
	

	
	
	Dates employed:
	                        

	
	
	Reason for leaving:
	

	
	
	
	

	
	
	
	

	
	2 
	Previous Employer:
	

	
	
	Supervisor:
	
	
	Phone #:
	

	
	
	Address:
	

	
	
	City:
	
	
	State:
	

	
	
	Job title:
	

	
	
	Work performed:
	

	
	
	Dates employed:
	

	
	
	Reason for leaving:
	

	
	
	
	

	
	
	
	

	
	3
	Previous Employer:
	

	
	
	Supervisor:
	
	
	Phone #:
	

	
	
	Address:
	

	
	
	City:
	
	
	State:
	

	
	
	Job title:
	

	
	
	Work performed:
	

	
	
	Dates employed:
	

	
	
	Reason for leaving:
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ADDITIONAL EMPLOYEE INFORMATION

Please fill out completely.  The information you provide here will help the Staffing Coordinator find a case that best suits your experience and availability.

	Employee Name:
	
	
	Social:
	


	1.   Date you are available to begin work:
	

	2.   Number of hours available per week?
	

	3.   Are you available for weekend work?
	

	4.   Are you willing to work holidays?  
	

	5.   Do you drive?                      Yes   or    No
	
	

	6.   Do you smoke?                    Yes   or    No 
	
	

	7.   Can you lift?                        Yes   or    No 
	
	

	8. Can you do live-in work?    Yes   or    No 
	
	If yes, how many days?  ___________________

	9. Can you fill-in?                   Yes   or    No 
	
	If yes, what days?     S  –  M  –  T  –  W  –  T  –  F  –  S

	10. What days hourly are you available?                S  –  M  –  T  –  W  –  T  –  F  –  S

	11.  Can you do nursing home or hospital caregiving?          Yes   or    No 

	12.  Can you work on short notice?                                        Yes   or    No 

	13.  Do you have a valid driver’s license?                              Yes   or    No 

	Driver’s license # ____________________________
	
	Expiration date: ________________________

	14. Do you have a car? __________
	
	If yes, would you be willing to transport clients in it?   ____________

	15.  Please list any special limitations you may have.
	

	
	

	16.  Do you have experience with any of the following Patient care?  Check all that apply:
	

	
	Alzheimer’s Patients
	
	
	Post-Surgery
	
	
	Home Care

	
	Cancer Care
	
	
	Postpartum
	
	
	Nursing Home Care

	
	Diabetes Patients
	
	
	Infant Care
	
	
	Hospice Care

	
	Physical Therapy
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EMPLOYEE EMERGENCY CONTACT INFORMATION

	Employee Name:
	
	
	SSN:
	

	Home Phone:
	
	
	  Alternate Phone:
	


EMERGENCY CONTACTS:

	Name:
	
	
	Relation:
	

	Address:
	

	City:
	
	
	State:
	
	
	Zip:
	

	Phone:
	
	
	Alternate Phone:
	


	Name:
	
	
	Relation:
	

	Address:
	

	City:
	
	
	State:
	
	
	Zip:
	

	Phone:
	
	
	Alternate Phone:
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CONFORMATION OF RECIEPT OF
ORIENTATION HANDBOOK
I, ______________________________ (print name) have received the Orientation Handbook from Alliance Care, and have completed the orientation process with an Alliance Care representative.  I understand the policies and procedures regarding the scope of services of the company and the type of clients it serves.  I understand the client’s rights and responsibilities, and all other policies that are relevant to the employee’s range of duties and responsibilities.

I understand the duties and responsibilities of my job outlined to me in both the orientation handbook and in the employee orientation.  

I understand that I must report client progress and client problems to supervisory personnel.  I understand the procedures for handling medical emergencies and other incidents that affect the delivery of services in accordance with the service plan for the client.

I understand that it is my responsibility to report any known exposure to tuberculosis (TB) or hepatitis to Alliance Care.

	Signature:
	
	
	Date:
	

	Print Name:
	
	
	SSN: 
	


[image: image7.png]


EMPLOYEE STATEMENTS
I have never been shown by credible evidence (e.g. court or jury, departmental investigation, or other reliable evidence) to have been involved in, nor have I engaged in the abuse, neglect, sexually assault, exploitation, or deprivation of any person as a result of intentional or grossly negligent misconduct.

Applicant’s Initials________________



While employed with Alliance Care, I realize that any evidence found of abuse or neglect towards Alliance Care clients, or any evidence found of abuse or neglect during former employment is grounds for immediate dismissal and or legal action.

Applicant’s Initials ________________

I understand that if employed any misleading or false information on my application or given in an interview may result in dismissal.  I understand that I am required to abide by all rules and regulations of Alliance Care.  I have not knowingly withheld any information, which would affect my consideration for employment.  I authorize all persons to supply any information regarding my background.  I also release all persons from liability in providing background information.  I understand that neither this document nor any other written policies promulgated by Alliance Care constitutes a contract of employment.  I understand that my employment with Alliance Care will be at will and may be terminated at any time, with or without cause, by Alliance Care or myself. I understand employment is conditional pending results of background information. Ongoing background checks will be conducted and clear background checks will be a condition of employment.

Applicant’s Initials _______________

I, ______________________________, have applied for employment with Alliance Care, Inc.  I authorize the company to collect any information concerning my qualifications and past job performance.  Furthermore, I hereby release Alliance Care, Inc. or person completing this form from any and all liability in supplying the requested information.

[image: image8.png]



Applicant Signature: ____________________________________

Date: ___________________

SSN: ______________________
Alliance Care is an equal opportunity employer.
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ALLIANCE CARE ANTI-DISCRIMINATION POLICY
Alliance Care is committed to maintaining a work environment that is free of discrimination. This policy forbids any discriminatory employment action or any unwelcome conduct that is based on a person's race, color, religion, gender, national origin, age, disability, ancestry, marital status, veteran status, citizenship status, sexual orientation, or any other protected status of anyone's associates or relatives.  Alliance Care will not tolerate any form of harassment of our employees or other persons performing services for our company by anyone, including any supervisor, co-worker, vendor, client*, or customer*.
Harassment consists of unwelcome conduct; whether verbal, physical, or visual; that is based on a protected group status.

Alliance Care will not tolerate harassing conduct that:

· Affects tangible job benefits

· Interferes unreasonably with an employee’s work performance

· Creates an intimidating, hostile, or offensive working environment

Harassment may include:

· Jokes about another person’s protected status

· Kidding, teasing, or practical jokes directed at a person based on their protected status

Sexual harassment deserves special mention. Unwelcomed sexual advances, requests for sexual favors, and other physical, verbal, or visual conduct based on sex will not be tolerated. Sexual harassment is conduct based on sex, whether directed towards a person of the opposite or same sex and may include:

· Explicit sexual proposals

· Sexual innuendo or insinuation

· Suggestive comments

· Sexually-oriented “kidding” or “teasing”, jokes, and obscene visual material (including email)

· Physical contact such as patting, pinching, or brushing against another person

· Treating people differently, even in a non-sexual way, solely because of their gender

All employees are responsible to help assure that we avoid discrimination and harassment. IF you feel that you have experienced or witnessed any conduct that is inconsistent with this policy, you are to notify the human resources manager or your supervisor.

Alliance Care forbids retaliation against anyone for reporting discrimination or harassment, assisting in making a discrimination or harassments complaint, cooperating in a discrimination or harassment investigation, or filing an EEOC claim. If you feel you have been retaliated against you are to notify the human resources manager or you supervisor.

Alliance Care policy is to investigate all discrimination and harassment complaints thoroughly and promptly.  Alliance Care will keep complaints and the terms of their resolution confidential. If an investigation confirms that a violation of our policy has occurred Alliance Care will take corrective action up to and including immediate termination of employment.
*In certain situations, Alliance Care client’s or customer’s medical condition do not allow them rational control of themselves.  Clients or Customers with mental illness, dementia or Alzheimer’s have been determined to be not responsible for their actions and in fact are ill.  Alliance Care is responsible to care for these individuals and the actions that these individuals are taking are in fact not discriminatory.

I understand and agree to comply with this policy.
	Signature:
	
	
	Date:
	

	Print Name:
	
	
	SSN:
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EMPLOYMENT AGREEMENT

In consideration of the Services of the employee by Alliance Care, the employee and Alliance Care agree:

That for a period of six months after the effective termination date of the service to the client and within a radius of 100 miles of Alliance Care of Atlanta’s Duluth office that he or she will not:

· Engage in the practice of home-care or private duty work with any past or present clients of 
Alliance Care of Atlanta, Inc.

· Solicit or accept any business from present or past clients of Alliance Care of Atlanta, Inc.

· Give any other person or company any business from past or present clients of Alliance Care 
of Atlanta, Inc.

· Advise past or present clients to curtail their business association with Alliance Care of Atlanta, Inc.

· Disclose to any other person or company the names of past or present clients.

· Influence any clients or Independent agents to terminate their business and/or agreement.

· Should an employee violate this agreement between Alliance Care of Atlanta, Inc. and the employee, Alliance Care of Atlanta, Inc. employee admits that damages will be incurred to Alliance Care of Atlanta, Inc. Employee agrees that they will be liable for direct and consequential damages and for payment of amount equal to $1000.00 per occurrence for administrative expenses.

I acknowledge and understand this agreement between Alliance Care of Atlanta, Inc. and me, the employee, and hereby bind myself to this agreement between me and Alliance Care of Atlanta, Inc.

Dated this __________ day of _______________________ 20______

Signature: ________________________________________________

Print Name: _______________________________________________

Company Representative:
Signature: ________________________________________________
Title: ____________________________________________________
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LIVE IN CARE AGREEMENT

I, __________________________________, understand and agree that “Live-In” care cases require that I sleep, eat, do my own personal care, and complete personal business while I am at the client’s residence.  For purposes of compensation, I understand and agree that I will be compensated a set rate for a 24-hour period.  I agree to utilize my break time when I have down time with my client.  I understand and agree that my down time will be the time in which I conduct my personal care as well as personal business. 

Rate of Pay and Right of Acceptance or Refusal: I understand and agree that my rate of pay for each job will be provided to me by Alliance Care prior to my accepting any position.  I will accept or refuse each job at the time of this offer.

Failure to Perform: As part of this agreement, I understand and agree that I will abide by the rules contained in the Alliance Care Orientation Packet and Description of Duties Performed by CNAs, of which I received copies.  I acknowledge that Alliance Care depends on my ability to complete these duties with a high degree of professionalism.  Failure to complete these duties can and will result in direct financial damage to Alliance Care.  I agree, that should I accept a job and then not report for work on time or accept a job and fail to materially complete the job duties (consistent with items covered in the Employment Orientation), that I have violated my employment agreement with Alliance Care and I will be obligated for direct damages.  Alliance Care is authorized to withhold payment to me for these damages.

	Employee Signature:
	
	
	Date:
	




PRN AGREEMENT
I _______________________________ understand that all work assignments provided by Alliance Care are on a case by case as needed basis.  I am not guaranteed any number of weekly hours.
	Signature:
	
	Date:
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AN OVERVIEW OF ALLIANCE CARE

CAREGIVING POLICIES
· Please be sure to report to work on time.  It is best to arrive 5-10 minutes early.

· Stay at the job until your shift is over.  NEVER leave a patient unattended.

· Employees must give the office adequate notice if unable to work.

· No call/no shows will not be tolerated. They will result in immediate termination.
· Please call the office during office hours only (Mon-Fri 8am-4pm) unless it is an emergency 
· Please dress appropriately and neatly for work.  Never wear shorts, sandals, or high-heeled shoes.  Please look neat and clean.  Keep jewelry and make up to a minimum.  Keep nails trimmed and hair pulled back.

· Please do not argue with, or do anything to upset the client.  If you and the client do not get along, please inform the Staffing Coordinator as soon as possible.

· Do not make personal phone calls or take care of personal business while at work.  NEVER make long distance phone calls.

· Do not sleep on the job unless it is a designated “live-in” case.

· Do not borrow ANYTHING from the client under any circumstances, even if they offer.

· Do not discuss your personal problems with the client.

· Do not discuss your wages or relationship with Alliance Care with the client.  

· Do not make any scheduling arrangements with the client, the client’s family or with any other Alliance Care caregiver.  All scheduling must be coordinated by the client’s Staffing Coordinator.

· Please be sure to have the client sign your time sheet.

· Always remember that patient care is our top priority.  Your main concern is to keep the client as happy and as comfortable as possible.

Please feel free to speak with a member of the office staff should you have any questions or concerns.  Thank you for your cooperation. 

	Signature:
	
	
	Date:
	

	Print Name:
	
	
	SSN: 
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COGNITIVE AND TECHNICAL SKILLS

Applicant Name: _________________________________

Date: _________________

1.  What common medical condition does a patient have when he is unable to speak, has partial paralysis, loss of motor skills, and confusion?


_____________________________________________________

2.  What common medical condition does a patient have when he has no pulse, no respiration, and a cold body temperature?

_____________________________________________________

3.  You have been sent on a new case and you are not familiar with the area.  The office has provided you with directions but you are unable to find the address.  You are scheduled at 8:00am and you’re late.  What should you do?

	

	

	

	


	


​​​​

4.  Name something important a caregiver can do to be successful on a case?

           ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

	

	

	


	


​​​​

5.  What steps should a CNA take when preparing to provide a tub or shower to a patient?
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STANDARD INTERVIEW FORM
JOB DESCRIPTION & ESSENTIAL FUNCTIONS
	
	Circle One

	Do you have a working telephone?
	Yes
	 No

	Do you have a reliable transportation?
	Yes
	 No

	If yes, list make of vehicle
	
	Year
	

	Are you willing to take a drug and alcohol screen?
	Yes
	No

	Will you submit to a criminal background check?
	Yes
	No


Once a condition job offer is made, please be aware all persons may be required to furnish health condition information and, if necessary, submit to an examination by a company-designated physician.  This information will be used to determine appropriate job placement.  It shall not be used to disqualify a person who may have a mental or physical disability.

The following are physical requirements to the job for which you are applying.  These physical requirements are essential functions of the job and are in addition to the skills, certification, and years of experience or other qualifications required to perform the job(s) for which you have applied.

	Are you able to perform the tasks or functions list below?
	Circle One

	Stand for long periods of time during your shift?
	Yes
	No

	Grip, grasp, and twist using your hands and wrists?
	Yes
	No

	Lift patients during your shifts?
	Yes
	No

	Climb stairs during your shifts? 
	Yes
	No

	Reach over your head?
	Yes
	No

	Understand safety information?
	Yes
	No

	
	
	

	Based on the information discussed and/or received, I feel as though I can perform the essential functions of the job
	Yes
	No


I have reviewed a summary, or had explained to me the functions of the job noted on this page.  (Due to various marginal functions of most jobs, a comprehensive description of all duties to be performed is not possible.)  The company reserves the right to assign duties not previously described or explained.  Should you have reason why you are unable to perform certain job function, it is your responsibility to report it to your supervisor.  The company reserves the right to modify job descriptions in the future, with or without notice to the individuals affected by the job modification.

IF THERE IS ANY QUESTION OR STATEMENT ON THIS FORM THAT YOU DO NOT UNDERSTAND, ASK FOR ASSISTANCE FROM THE PERSON INTERVIEWING YOU.

My above statements are true to the best of my knowledge and I understand that any false statements or omissions will make me subject to discharge.

	Signature:
	
	
	
	Date:
	

	
	
	
	
	
	

	Company Representative:
	
	
	Date:
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EMPLOYEE DRUG & ALCOHOL

SCREEN CONSENT

Alliance Care Of Atlanta – Hereafter referred to as The Company

I hereby consent to submit to urinalysis and/or other tests as shall be determined by The Company in the selection process of applicants for employment, for the purpose of determining the drug content thereof.

I agree that individuals certified by the National Institute on Drug Abuse (NIDA), the College of American Pathologist (CAP), the Georgia State Department of Human Resources, or a qualified per certified or employed by a practicing collection company may collect specimens for these tests to be performed.  Moreover, I agree the collector of specimens may conduct their own tests, or they may forward them to a NIDA or CAP Certified, testing laboratory for analysis.

I further agree to and, hereby authorize the release of, the results of said tests to The Company.

I understand that it is the current use of illegal drugs that shall strictly prohibit me from being employed at The Company.

I further agree to Hold Harmless in every respect The Company and their agents, including specimen collection companies, designated testing laboratories as well as their duly authorized representatives, from any liability arising in whole or in part out of the collection of specimens, the testing of specimens, and the use of the information from said testing all being conducted in connection with The Company’s consideration of my continued employment.

I further agree that a reproduced copy of this Drug & Alcohol Testing Consent Form shall have the same force and effect as the original.

Job Applicant Statement of Acceptance

I have carefully read the foregoing and fully understand its content.  I acknowledge that my signing of this Drug & Alcohol Testing and Consent Form is voluntary act on my part and that I have not been coerced into signed this document by anyone.

	Print Name:
	
	
	SSN:
	

	Signature:
	
	
	Date:
	

	Company Representative Signature:
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EMPLOYEE DRUG & ALCOHOL 

SCREEN CONSENT

I, ________________________________, hereby understand that, as a condition of my employment, I may be subject to drug and/or alcohol testing for any of the following reasons:

● Pre-employment



● For Cause or Suspicion

● Post Hire




● Random

● Post-Accident



● Promotion and/or Job Transition
 I understand that when I am requested to produce a specimen for drug and/or alcohol testing, I must comply immediately.  I also understand that a positive drug or alcohol test or that my refusal to produce a specimen upon request can be cause for termination.  I further understand that the illegal use, sale, possession, or distribution of drugs or alcohol, as well as any illegally obtained prescription medication, is a violation of company policy and is cause for immediate termination.

I understand and accept the terms of this agreement as a condition of my employment.  _______

        (Employee Initials)

RELEASE OF CRIMINAL RECORDS

I, the undersigned do hereby authorize the above company to examine any and all criminal records and arrests on file in the counties in the State of Georgia or any other state.  In doing so, I understand that I am waiving my right of confidentiality concerning my criminal history.  I also hereby release any parties concerned from any actions whatsoever, arising out of or relating to the release of the requested information.  

At this time, would you Criminal/Background History Report show any derogatory information at all?  (Circle One)
Yes
No

Answering “yes” will not automatically disqualify you from employment consideration.

If yes, please explain in detail. __________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
	Signature:
	
	
	Date:
	

	Print Name:
	
	
	SSN:
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AGREEMENT TO WORK FOR ALLIANCE CARE
 & DAMAGES FOR FAILURE TO WORK
The purpose of this form is to provide the commitment of prospective Alliance Care employees to abide by specific rules in regards to work schedules and notification of time off.

I __________________________________ hereby acknowledge that Alliance Care (Company) depends on my commitments to work certain jobs at particular times. I understand that the Company uses my committed work times in representation and promises to their clients. As such, I acknowledge that my commitments to work become part of the Company and their clients. I further acknowledge that failure by me to maintain my commitments to work certain days and times represents a breach of the employment agreement with Company and causes direct and consequential damages to Company. Instead of direct and consequential damages to Company by any breach of the employment agreement, the Company may elect to take as damages any outstanding wages, compensations, or assets held by the Company for me should I violate my commitments to work with notice of less than 24-hours prior to the beginning of the scheduled shift. Expected from this damage provisions may be situations of verified immediate personal injury or sickness of an immediate family member or acts of God related to weather. Judgment as to exceptions from the above-mentioned damages is at the discretion of Company. I also waive any claims against Company for violations of employment laws as relate to collect of or assessment of the mentioned damages.

	Signature:
	
	
	Date:
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EMPLOYEE COVENANT AGREEMENT

This Employee Covenant Agreement (the “Agreement”) is made and entered into this ___ day of ____________, 20____, between ALLIANCE CARE OF ATLANTA, INC. (“Company”) and ____________________________ (“Employee” please print your name).

Company is willing to engage Employee and Employee is willing to continue to be engaged by Company subject to the terms and conditions set forth in this Agreement. In consideration of the mutual agreements, representations, warranties and covenants set forth herein, and other good and valuable consideration, the receipt and sufficiency of which are hereby acknowledged, Company and Employee agree as follows:

1. Definitions. As used in this Agreement, the following definitions shall apply:

(a) “Company’s Business” means the business of providing home and convalescent care.

(b) “Competing Service or Product” means any service, product or process in existence or under development which is the same as, similar to, or substantially the same as, the Company’s Business.

(c) “Competitor” means any business organization (of whatever form) or person engaged in whole, or in relevant part, in any business or enterprise which is a Competing Service or Product.

(d) “Confidential Information” shall mean any and all proprietary and confidential data or information of Company or any of its affiliates which is of tangible or intangible value to Company and is not public information or is not generally known or available to Company’s competitors but is known only to Company and its employees, independent contractors or agents to whom it must be confided in order to apply it to the uses intended.  Assuming the foregoing criteria are met, Confidential Information includes, without limitation, information with respect to the operations, customers, customer lists, marketing strategy and services of Company and its affiliates and further including, but not limited to: (i) data, computer programs, software, electronic codes, reports, inventions, innovations, patents, patent applications, documentation, drawings, computer files, computations, spreadsheets, policies, manuals, project files, know-how, formats, and test results; (ii) information about costs, profits, markets, contracts, lists of actual or potential customers, and information contained in proposals made to actual or potential customers; (iii) business and marketing plans, including without limitation the unique manner in which Company conducts the Company’s Business; (iv) forecasts, unpublished financial information, budgets, and customer identities, characteristics and agreements; and (v) employee personnel files and compensation information. Notwithstanding anything contained to the contrary herein, after three (3) years from Employee’s termination of employment with Company, all information which is not considered a “Trade Secret” under the Georgia Trade Secrets Act of 1990, O.C.G.A. §10-1-760, et seq., (the “Trade Secrets Act”) or any successor or replacement statute thereof, shall not be considered “Confidential Information” hereunder.

(e) “Customer” means any organization, entity or person who has bought or been supplied with any goods or services of Company or which Company has directed specific efforts to cause such organization or person to purchase or otherwise be supplied with goods or services.

(f) “Inventions and Ideas” shall mean all inventions, ideas, applications, trademarks, service marks, enhancements, modifications, improvements or other processes, methods and designs, technologies, computer hardware or software, electronic code, computations, original works of authorship, formulas, discoveries, patents, copyrights, copyrightable works products, marketing and business ideas, and all improvements, know-how, data, rights, claims and any other creation, whether or not patentable, related to the foregoing that relate, 
either directly or indirectly, to the Company’s Business that Employee may develop, invent, discover, or originate alone or in conjunction with any other person (i) during business hours or otherwise, during the term of this Agreement, or (ii) during the one (1) year period after the termination of Employee’s employment with Company.

(g) “Work Product” shall mean any original work of authorship fixed in any tangible medium of expression, including without limitation, all documentation, software, creative works, know-how, drawings, spreadsheets, reports, and information created, in whole or in part, by Employee during the term of Employee’s employment which is related directly or indirectly to the Company’s Business, whether or not copyrightable or otherwise protectable, excluding Inventions and Ideas.

2. Employee’s Status. Employee is an “at will” employee and nothing contained herein shall change such status nor shall anything contained herein constitute a commitment, guarantee, or agreement of any kind or nature that Company will continue to employ Employee. No change of Employee’s duties will result in, or be deemed to be, a modification of the terms of this Agreement.

3. Inventions and Ideas; Work for Hire. 
(a) Inventions and Ideas. Employee agrees that all Inventions and Ideas shall be the exclusive property of Company.  Employee shall keep accurate records relating to all Inventions and Ideas. During the term of Employee’s employment with Company and for a one (1) year period thereafter, Employee shall promptly disclose to Company all Inventions and Ideas (and records related thereto) made or conceived by Employee, in whole or in part. Employee understands and agrees that in partial consideration of Employee’s continued employment with the Company, the Inventions and Ideas (and all records related thereto) shall be the exclusive property of Company. Company shall have authority to execute, sell and deliver as the act of Employee, any license agreement, contract, assignment or other instrument that may be necessary or proper to convey to Company the entire right, title and interest in and to the Inventions and Ideas. Employee hereby assigns to Company all right, title and interest in such Inventions and Ideas currently existing or developed during the term hereof. Employee will execute any and all instruments and do any and all acts necessary or desirable in order to establish and perfect in Company the entire right, title and interest in such Inventions and Ideas. Employee further agrees that, during the term of Employee’s employment and at any time thereafter, Employee, at no expense to Employee, shall cooperate with Company and its counsel in the prosecution and/or defense of any litigation brought against or by any third party in connection with the Inventions and Ideas. 

(b) Work for Hire. Employee acknowledges and agrees that all Work Product shall be considered “work for hire” as defined in Public Law 94-553, the Copyright Revision Act of 1976, granting Company full ownership to the work and rights comprised therein. Should any Work Product not fall within the definition of “work for hire” as set forth in said Act, Employee hereby transfers and assigns to Company full ownership of and all rights to the copyright to the work. Employee shall not question or otherwise challenge, either directly or indirectly, during the term of Employee’s engagement with Company or after termination, Company’s ownership of the copyright to any Work Product or the validity of any copyright registration or application therefor by Company for any such works. Employee, at no expense to Employee, will execute all applications for registration of such copyrights, and will sign all other documents and perform all other acts necessary or convenient to carry out the terms of this Agreement.  
(c) Remedies. Employee agrees that in the event of any breach, threatened breach, violation or evasion of the terms of this Section 3, immediate and irreparable injury will occur to Company, such injury will be impossible to measure or remedy in monetary damages, and Company shall be authorized to seek recourse for all equitable remedies, including injunctive relief and specific performance; provided that such remedies shall not be exclusive of other legal or equitable remedies that would be otherwise available. Employee further agrees that, upon proof of the existence of a violation of any of the covenants contained in this Section 3, Company will be entitled to all costs and reasonable attorney’s fees incurred by Company in bringing such action. 

4. Nondisclosure of Confidential Information and Trade Secrets.  

(a) Employee acknowledges that as a result of his or her activities as an employee of Company, Employee will have access to the Confidential Information which Employee acknowledges as information that Company has legitimate interests in protecting and keeping confidential. In recognition of Company’s need to protect its legitimate business interests, Employee hereby covenants and agrees that Employee will treat and regard each item constituting Confidential Information as strictly confidential and wholly owned by Company and will not, without the prior written consent of Company, for any reason, either directly or indirectly, communicate to any third party, use, sell, lend, distribute, license, transfer, disclose, reproduce, copy or misappropriate, or permit any of his/her agents to do any of the above, and may in no event take any action causing, or fail to take action necessary in order to prevent any Confidential Information disclosed to or developed by Employee to lose its character or cease to qualify as Confidential Information, except as required by judicial and governmental action and as permitted hereunder. Upon termination of Employee’s employment with Company, Employee agrees to transmit all property belonging to Company, including without limitation, all Confidential Information, physical embodiments, and copies thereof, to Company.

(b) In the event of a violation or threat of violation by Employee, directly or indirectly, of the terms of this section, Company will have the right, and in addition to all other remedies available to it at law, in equity or under this Agreement, to affirmative or negative injunctive relief from a court of competent jurisdiction. Employee acknowledges that a violation of this section would cause irreparable harm and that all other remedies are inadequate. Employee further agrees that, upon proof of the existence of a violation of any of the covenants contained in this Section 4, Company will be entitled to all costs and reasonable attorneys’ fees incurred by Company in bringing such action. In the event Company should seek injunctive relief, Employee hereby waives any requirement that Company submit proof of the economic value of any interest sought to be protected under such injunction or that Company post a bond or any other security. Nothing in this Agreement shall be interpreted as a limitation or restriction on the provisions of the Trade Secrets Act or any legal rights or remedies granted thereunder.
5. Covenants against Solicitation. Company will sustain great loss, irreparable injury, and damage for which it will have no adequate remedy at law, if Employee should, for Employee’s own self, or on behalf of any other person, entity, company, or partnership, violate the covenants set forth below. Company would in such an event be deprived of the benefits it has bargained for pursuant to this Agreement.  
(a) Covenant Not to Solicit Customers.  During Employee’s employment with Company, Employee shall not, either directly or indirectly, on Employee’s own behalf or on behalf of any other person or entity, solicit, divert or appropriate to or on behalf of a Competitor, any Customer.  For the one (1) year period following the termination of Employee’s employment, Employee agrees that Employee will not, either directly or indirectly, on Employee’s own behalf or in the service of or on behalf of others, solicit or attempt to solicit orders or contracts for the supply of any Competing Service or Product to any Customer with whom Employee had direct and substantial contacts in an effort to further Company’s business relationship during the one (1) year period immediately preceding the termination of Employee’s employment with the Company. 

(b) Covenant not to Solicit Other Employees. During Employee’s employment with Company, Employee shall not, either directly or indirectly, solicit, divert or hire or attempt to solicit, divert or hire, any person employed by Company for a determined period, or at will, for the purpose of having such person perform duties of any nature for another person or entity.  For the one (1) year period following the termination of Employee’s employment, Employee agrees that Employee will not, either directly or indirectly, on Employee’s own behalf or in the service of or on behalf of others, solicit, divert or entice, or attempt to solicit, divert or entice any person employed by Company (“Solicited Person”) with whom Employee had direct and substantial contacts during the one (1) year period immediately preceding the termination of Employee’s employment with the Company to perform duties or provide services for any Competitor which are substantially similar to those duties performed or services provided by or on behalf of such Solicited Person to Company, whether or not such Solicited Person is a full-time employee or a temporary employee of Company, and whether or not the engagement of the Solicited Person by Company is pursuant to written agreement or whether or not such engagement is for a determined period of time or is at will.  The provisions of this paragraph 5(b) shall only apply to those Solicited Persons that are employed by Company at the time of solicitation or attempted solicitation.

(c) Remedies.  The parties hereto acknowledge and agree that it would be difficult to ascertain damages in the event of a breach of the covenants set forth in this Section, and accordingly, Employee agrees that any violation by Employee of any of said covenants would cause irreparable harm to Company.  Employee further agrees that, upon proof of the existence of a violation of any of said covenants, Company will be entitled to injunctive relief against Employee and/or the principal on whose behalf Employee is acting in any court of competent jurisdiction having authority to grant the described relief, together with all costs and reasonable attorneys’ fees incurred by Company in bringing such action.  In the event Company should seek injunctive relief, Employee hereby waives any requirement that Company submit proof of the economic value of any interest sought to be protected under such injunction or that Company post a bond or any other security.
(d) Severability of Covenants. The parties hereto agree that each of the restrictive covenants described in this Section 5 are severable and separate, and the unenforceability of any such restrictive covenant set forth in any section, in whole or in part, shall not affect the validity and enforceability of the covenants set forth in any other sections herein. The covenants on the part of Employee shall be construed as an agreement, and the existence of any claim or cause of action of Employee against Company, whether predicated on this Agreement or otherwise, shall not constitute a defense to the enforcement by Company of said restrictive covenants.

6. Representations and Warranties.  Employee represents and warrants that: (i) Employee will not use in the performance of Employee’s job duties any confidential or proprietary information or trade secrets of any other person or entity; and (ii) Employee has not entered into and will not enter into any oral or written agreement in conflict with this Agreement.

7. Disclosure to Subsequent Employer.  Employee covenants and agrees that he or she will disclose the existence of this Agreement and the terms contained herein to any subsequent employer(s) until all covenants and provisions made by Employee hereunder expire.

8. Disclosure of New Employment.  Employee covenants and agrees that he or she will inform Company in writing of all employment or business ventures that Employee engages in until all covenants and provisions made by Employee hereunder expire.

9. Notices. All notices under this Agreement shall be in writing and shall be deemed to have been sufficiently given and effective for all purposes when presented personally, or three (3) days after being deposited in a U.S. postal receptacle for registered or certified mail addressed, return receipt requested, postage prepaid, or one (1) business day after delivery to a small package air courier with shipping prepaid, to the address set forth below their signature or at such other address as a party shall subsequently designate in a writing in accordance with this section.

10.  Venue. Each of the parties, for themselves and their successors and assigns, agrees to submit to exclusive personal jurisdiction and the sole and exclusive venue in the state and federal courts of the State of Georgia, and expressly consents to venue in the State or Superior Courts of Gwinnett County, Georgia, in any action or proceeding arising out of this Agreement, any act or omission of any person or entity relating to this Agreement, or the relationship of Employee and Company. Employee and Company hereby waive any objections or defenses to jurisdiction or venue in any such proceeding before such court.

11. General. This Agreement supersedes all prior agreements relating to the subject matter hereof whether written or oral, and shall only be modified by written agreement signed by both parties. The terms of this Agreement, except for Section 2, shall survive the termination of Employee’s employment with Company. Employee may not assign any of Employee’s rights, duties or obligations under this Agreement without Company’s prior written consent. The headings used herein are for purposes of convenience only and should not be used in construing the provisions hereof. This Agreement and all obligations of the parties hereunder shall be interpreted, construed, and enforced in accordance with the laws of the State of Georgia without giving effect to its rules governing conflicts of law. The failure of either party to enforce, in any one or more instances, any of the terms of the Agreement shall not be construed as a waiver of the future performance of any such term. Time is of the essence hereof.  This Agreement may be executed in any number of counterparts, each of which shall be deemed to be an original and all of which taken together shall constitute the same instrument.  If any provision of this Agreement is held illegal or unenforceable by any court of competent jurisdiction, such provision shall be deemed separable from the remaining provisions of this Agreement and shall not affect or impair the enforceability of the remaining provisions of this Agreement. Should any provision of this Agreement require judicial interpretation, it is agreed that the court interpreting the same shall not apply a presumption that the terms hereof shall be more strictly construed against one party by reason of the rule of construction that a document is to be construed more strictly against the party who itself or through its agent prepared same. All of the conditions, representations, and obligations imposed hereunder are made solely for the benefit of the parties to this Agreement. No other persons shall have standing to require the satisfaction of any condition, warranty, representation, or covenant made herein. The parties hereby agree to execute such other documents, instruments, affidavits, or certificates and to perform such other acts as may be necessary or desirable, to carry out the purposes of this Agreement. Should either party resort to litigation to enforce this Agreement, the prevailing party shall be entitled, in addition to other relief as may be granted, to recover its reasonable attorneys’ fees and costs in such litigation from the party against whom enforcement was sought.  

IN WITNESS WHEREOF, the undersigned have executed this Agreement as of the date first above written.

	COMPANY: 

ALLIANCE CARE OF ATLANTA, INC
Name: ________________________________

Title: _________________________________
Address: 3500 Duluth Park Lane, Suite 810
                Duluth, GA 30096
	
	EMPLOYEE: 

Printed Name: ___________________________
Signature: _______________________________
Social Security #: _________________________
Address: ________________________________

               ________________________________
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ALLIANCE CARE
TUBERCULOSIS ANNUAL SCREENING

Employee Name: _____________________________________ SSN: ____________________

Date_______________ Hire Date _______________Date of Last Screening _______________

New Hire
YES

NO



Do you have any of the following symptoms?

Cough lasting more than 3 weeks


YES

NO

Unintended weight loss



YES

NO

Fatigue 





YES

NO

Low grade fever




YES

NO

Night sweats





YES

NO

Chills






YES

NO

Loss of appetite




YES

NO

Pain with breathing




YES

NO

Blood in sputum




YES

NO

Comments_________________________________________________________________________________________________________________________________________________

I understand that if I am exposed to tuberculosis or have any of the above symptoms at any time during my employment at Alliance Care I will report those symptoms or exposure to the Alliance Care nurse immediately. I may call Alliance Care nurse to answer questions regarding tuberculosis symptoms and exposure at any time.

Employee Signature_______________________________________ Date: _______________

Nurse Signature __________________________________________ Date: _______________
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GEORGIA SUBSEQUENT INJURY TRUST

FUND POST OFFER OF EMPLOYMENT

MEDICAL INQUIRY

Applicant’s Name: ________________________________________
Completion of this report is requested to assist your employer in meeting the knowledge requirement of the Georgia Subsequent Injury Trust Fund.

To the best of your knowledge do you have or have had any of the following medical problems?

Answer YES or NO

	_______ 1.  Epilepsy
_______ 2.  Diabetes

_______ 3.  Arthritis

_______ 4.  Amputated foot, leg or hand
_______ 5.  Loss of sight of one or both eyes or a 

                    partial loss of uncorrected vision of 

                    more than 75% bilaterally

_______ 6.  Residual disability from Poliomyelitis
_______ 7.  Cerebral palsy
_______ 8.  Multiple sclerosis
_______ 9.  Parkinson’s disease
_______ 10. Cardiovascular disorders

_______ 11. Tuberculosis

_______ 12. Mental retardation, provided the 

                     employee’s intelligence quotient is 

                     such that he falls with the lowest 2 % 

                     of the general population; provided, 

                     however, that it shall not be 

                     necessary for the employer to know 

                     the employee’s actual intelligence 

                     quotient of the general population

_______ 13. Psychoneurotic disability following 

                     confinement for treatment in a                       

                     recognized medical or mental          

                     institution for a period in excess of                             

                     six months

_______ 14. Hemophilia

_______ 15. Sickle cell anemia
_______ 16. Chronic osteomyelitis
_______ 17. Ankylosis of major weight bearing 

                     joints

_______ 18. Hyperinsulism


	
	_______ 19. Muscular dystrophy

_______ 20. Total occupational loss of    

                     hearing as defined in Code 

                     34-9-264

_______ 21. Compressed air sequelas
_______ 22. Ruptured intervertebral disc
_______ 23. Back conditions (Identify below)

              ___ a. back surgery

              ___ b. degenerative disc disease

              ___ c. multiple back stains

              ___ d. chronic back pain

              ___ e. other (explain)

_______ 24. Neck conditions (Identify)

              ___ a. neck surgery

              ___ b. degenerative disc disease

              ___ c. multiple neck strains

              ___ d. chronic neck pain

              ___ e. other (explain)

_______ 25. Knee conditions (Identify)

              ___ a. left knee surgery

              ___ b. right knee surgery

              ___ c. other (explain)

_______ 26. Hip replacement surgery
_______ 27. Any permanent condition that has

                     been rated by a doctor as 20 %, 

                     or more, impairment to the foot, 

                     leg, hand, arm, or to the body as 

                     a whole

_______ 28. Any other chronic medical 

                     condition or pre-existing disease

                     (explain below)


For “yes” responses indicate the nature of injury or illness and name of physician in Remarks.

Remarks __________________________________________________________________________________​_
	Employee Signature:
	
	
	Date:
	

	Employer Signature:
	
	
	Date:
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COOKING SKILLS EVALUATION
Applicant Name: _________________________________

Date: _________________

Many positions require for the caregiver to be able to prepare healthful meals for the elderly.

1.  Can you cook wholesome meals? _________________________________________________

	2.  Please describe 3 wholesome meals that you are able to cook for an elderly person:

	1. Breakfast
	
	2. Lunch
	
	3. Dinner

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


3.  Please describe in DETAIL how you will prepare the 3 wholesome meals listed above:
1.
   __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

   __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

2.

   __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

   __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

3.

   __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

   __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

Comments: 

   __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

                __________________________________________________________________________

   __________________________________________________________________________

I acknowledge and understand that I am required to prepare healthy meals for the client. I also acknowledge that I am able to prepare at least 3 healthy meals.
Signature: _______________________________________________
Date: ___________
Print Name: ______________________________________________
Company Representative: ___________________________________

Title: ____________
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APPLICANT REFERENCE CHECK 

CONSENT FORM
To be completed by Applicant: 

I authorize Alliance Care of Atlanta to verify any or all employment information pertaining to my previous employment. I also authorize Alliance Care of Atlanta to request a copy of any transcripts pertaining to my education. I release my previous employers and all persons and organizations from all claims and liabilities of any nature arising from any information provided pursuant to this request. 

__________________________


 ___________________ 

Applicant’s Signature




 Date
To be completed by Alliance Care:

TO: _________________________________ 

                               Employer 

Applicant’s Name: _____________________ 
Date: ________________ 

The applicant listed above has submitted an application for employment with our agency. The applicant has given Alliance Care of Atlanta consent and authorization to verify their employment with your company/facility. Please verify any/all information pertaining to the employee’s work performance, quality of work, etc. Any information provided will be held in confidence. Thank you for your cooperation. 

Jacqueline Perez

Human Resource Coordinator

DIRECT DEPOSIT CONSENT
I, ______________________________ (print name) authorize my employer, Alliance Care, to initiate electronic credit entries and, if necessary, adjustments for any credit entries made in error to my financial institution. I understand that I must have a standard checking account.  I understand I must attach a voided check or have a direct deposit form from my bank to start my direct deposit.  NO PREPAID CARDS are accepted!
Signature: ____________________________________________

Date: ____________________

Printed Name: ________________________________________

SSN: ____________________

Address: _____________________________________________

City: ____________________
State: _______________
       Zip Code: ________________

DOB: ___________________
Home Phone: ____________________________

Cell Phone: ___________________________

                                                           Documentation In-service 

Documentation of your work is vital to the overall care of your client. If you did not document your work correctly it is like you did not do it. Proper documentation is also important for legal issues arising from your care of the client. It is also important for proper payment from insurance companies who monitor the health and personal care needs of their clients.

Even though payroll is done every two weeks, billing is done weekly so it is important to have your flow sheets and time sheets in the office weekly by midnight EVERY Sunday.
The top of the flow sheet needs to have the client’s name and your name printed NEATLY so it can be easily read. The correct dates are very important for record keeping, be sure the correct dates are on the flow sheets. The week ending will be Friday’s date that week.

If you are servicing two clients in the same home for the same hours you only need one TIME SHEET by will need a SEPARATE FLOW SHEET FOR EACH CLIENT. You cannot document for more than one person per flow sheet.
For each skill refer to the guidelines below for checking off the skill. If any assistance is needed you need to check off the skill. As it is clearly stated checking off the skill means that there was some kind of assistance given not necessarily completing the entire skill for the client. Examples: bathing- any washing, pericare, partial bath, setting up the shower or bathroom area, standby assistance, bed bath, etc. is considered bathing.

Skills list and proper documentation:

Personal Care:

Bathing – A complete shower, tub bath, bed or sponge bath should be documented as bath/shower. A partial bath, pericare etc. should be documented under partial bath. Every effort to allow the client time for self-care such as helping to wash their self etc. should be made, assist as needed. Any washing of the body, pericare, partial bath, set up for the bath, assistance transferring in and out of the tub or shower, standby assistance where the client cannot shower unless someone is in the home for safety, bed bath, shower is considered bathing and either shower/bath or partial bath should be checked.

Grooming – Any assistance with shaving, brushing hair, oral care (brushing teeth), ect., including setting up equipment and cleaning up after the client.

Dressing – Changing the clients clothing, laying out clothing, buttoning buttons, zipping zippers, helping with shoes and tying shoe laces all count as dressing assistance. 

Dentures – Denture care should be documented. Use care in handling dentures and be sure they are safely stored in a denture cup to prevent damage. 

Oral Care – Rinsing the mouth, brushing teeth, and using oral swabs is considered oral care and should be checked. This includes setting up oral care equipment for client.

Toileting – Documentation includes helping someone to and from bathroom, on or off the toilet, using or emptying a commode, bedpan, urinal, etc.  If any help is needed with toileting, check off toileting. 
Incontinence Care – If the client is incontinent of urine or stool, this should be checked,  If you give pericare or wash the genital or rectal area also check partial bath.  If you change disposable brief also check off change brief. 

Skin Care – Checking the skin for breakdowns should be completed daily. Frequent foot care should be completed, checking for cracks or open/red areas especially in diabetic patients. Dry skin care should be cared for with light massage lotion and no hard rubbing which can damage the skin. If a client has bathing, bathroom, or positioning checked off, skin care should also be checked off as you should be checking skin. If you are applying skin cream or ointment to the skin, check skin care. Any open or red areas or bruising should be documented in the comment section and reported ASAP to the office.
Shampoo – If any assistance including set up is required for washing the hair it should be checked.

Medication Reminders – Medications should be set up in boxes by the nurse or the family. CNA’s may only remind clients to take their meds at a certain time. You may not fill boxes or administer any other medications without specific proxy care orders from the doctor which will require training from one of our nurses. If family asks you to do this refer them to the office and report it yourself as well. If you are providing reminders the medication reminder box should be checked.

Nail Care – All clients should have clean nails including under their nails. Orange sticks can be purchased at the grocery store by the client or family for this purpose. Everyone should have nail care and nail care should be checked. 

Empty Cath Bag – Emptying a Foley catheter bag should be documented here.

Universal Precautions – MUST be documented for every client every day to include hand washing and gloves.

Safety Checks – Should also be done and documented on every client every day. 

Appetite – p = poor, f = fair, g = good
Comments – Anything not covered in the flow sheet or that needs description should go here, as well as, anything unusual or out of the usual routine. If you are documenting a problem requiring immediate attention such as a fall or bruise or sore, NOTIFY THE OFFICE right away. 

If a client has a fall, illness, or injury it must be reported immediately to the office at 678-417-1600. If the client goes to the emergency room or is admitted to the hospital or passes away it also must be REPORTED IMMEDIATELY TO THE OFFICE. On call is available 24 hours a day 7 days a week for EMERGENCIES. In an emergency call 911 first and when the situation is under control, call the office.

New open sores, red sores, and bruises should be reported to the office right away.

Clients have the right to refuse care. It should be documented in the comments and REPORTED THAT DAY TO THE OFFICE. Confused clients should be encouraged to allow care but can never be forced to comply. Often a confused client will allow the care a little later in the day.
Documentation Quiz
Name:








Date:

TRUE/FALSE

1. Flow sheets are due into the office by midnight every Sunday


T
F

2. Two clients in the same home each need their own flow sheet


T
F

3. A partial bath is considered bathing





T
F

4. Zipping zippers is not considered dressing assistance



T
F

5. Dentures should be stored on a paper towel on the sink



T
F

6. Only female clients require nail care





T
F

7. You may always fill medication boxes





T
F

8. Safety checks are only required for fall risks




T
F

9. If a client needs hands on help to transfer, check transfer


T
F

10. All fall risk clients should have monitor ambulation checked


T
F

11. PT exercise programs are not documented on the flow sheet


T
F

12. Discussing meal choices with the client is considered meal planning

T
F

13. Report falls ASAP to the 27/7 on call line 678-417-1600


T
F

14. If the client goes to the emergency room call on call ASAP


T
F

15. Clients have the right to refuse care





T
F

16. Refusal of care should be documented and reported that day to the office
T
F

17. If a client passes away report it to the office ASAP



T
F

18. Universal precautions do not apply for every client



T
F

19. Emptying a commode is not considered toileting assistance


T
F

20. Proper documentation is important should legal issue arise


T
F
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3500 Duluth Park Lane     Suite 810     Duluth, Georgia 30096     (678) 417-1600     (678) 417-1603 Fax

www.alliancecare.org


