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2803 Flight Safety Drive

Vero Beach, FL 32960
To register, all applicants must be prepared as follows:
References: Bring names, addresses and phone numbers of your previous clients, registries, agencies or employers for at leas the last five years.
* WE CHECK REFERENCES.

Documents (Must be originals)

· Driver’s License or Photo ID
· Social Security Card
· Work Authorization
· Proof of Car Insurance
· License/Certificate:    


· RN/LPN Current License

· CNA’s – Current Florida State Certificate 
· HHA’s – minimum of 49 hour HHA certificate that shows the curriculum stipulated by the State of Florida
· Physical – Within the last 6 months, signed by a doctor
Stating that you’re free of communicable diseases
· Current CPR Card
· HIV Update: One hour for CNA’s and HHA’s

· Certificate of Professional Liability Insurance
· Level II Background Screening (We’ll assist you in  scheduling an appointment for fingerprint screening)
If you have any questions, please call 772-770-0022
	Last Name                                           First Name                                       MI                       Social Security Number



	Addresses for the last five years, current address first

        Street                                                   City                                                                    State                           Zip

1.

	2.

	3.

	 Telephone                                                          Cell Phone                                        Emergency #

(     )                                                                     (     )                                                    (     )    

	Are you legally authorized to work in the USA?   ____Yes ____No   Should you become an independent contractor with Douglas Health Services, you will be required to provide documentation proving your identity and eligibility to work in the USA.

	Position interested in: CNA______ HHA____ Companion/Homemaker_____
	Start Date:

	How were you referred to Douglas Health Services? ____Newspaper     ____Employee Name___________________

___Job Fair/Open House       ____Trade Publication         _____Employment Agency     ____One Stop Career Center





      



Today’s Date_____________































 

Education

	High School                                     Location             
	Yr. Graduated
	Course or Major
	Diploma/Degree

	
	
	
	

	
	
	
	

	
	
	
	


Professional and Paraprofessional Clinical Health Care Applicants Only

	License Type
	License/Certification Registration #
	Expiration Date



	
	
	

	
	
	

	
	
	


General Information

	Have you ever been convicted of a felony or misdemeanor?   ___Yes  ___No  If yes, please explain:



	Have you ever been bonded?  ___Yes  ___ No:  If yes, by whom? ____________________________Date___________________

Have you ever been refused a bond? ___Yes ___No     If yes, please explain__________________________________________





Douglas Health Services LLC    Registration Application 
Please list all your work experience beginning with your most recent job.

Include military experience, summer, part-time employment and any verifiable work performed on a voluntary basis.   Use additional sheets if necessary.

Douglas Health Services LLC

Registration Application 
Please list all your work experience beginning with your most recent job.

Include military experience, summer, part-time employment and any verifiable work performed on a voluntary basis.   Use additional sheets if necessary.

	Company Name  (Current or most recent employer)
	Employment Dates
From Mo.____Yr____    to   Mo.____ Yr.___

	Company Address
	Title
	Salary    

Hourly                 Annual              

	Job Duties and Accomplishments


	               Current Supervisor
	Telephone 
	May we contact
Yes ______  No ___________



	Reason for Leaving



	Company Name
	Employment Dates

From Mo.____Yr____    to   Mo.____ Yr.___


	Company Address
	Title
	Salary:

Hourly ________Annual _________

	Job Opportunities


	Supervisor
	Telephone
	May we contact?

Yes _________No________


	Reason for leaving



	Company Name
	Employment Dates

From Mo.____Yr____    to   Mo.____ Yr.___


	Company Address
	Title
	Salary:

Hourly ________Annual _________

	Job Duties and Accomplishments


	Supervisor
	Telephone
	May we contact?

Yes _________No________


	Reason for leaving



REFERENCES:

	Name                                                      Company                                   Title                                         Phone #



	Name                                                      Company                                   Title                                          Phone #




DOUGLAS HEALTH SERVICES LLC

AVAILABILITY
Please check your availability:

Visits _______
       Shifts _________
       # hours ________

Mornings __________ Evenings____________ Overnights _____________ 

Live-in _____________           Temporary Live-in ______________

Include the number of days you will need off each week of live-in:

_____________________________________________________

Days Available:

Client contracts often require care 7 days per week.  If a client contract is offered, you must be prepared to work alternate weekends and holidays with other care team providers as needed. 

Monday _______
Tuesday _______    Wednesday _______   Thursday _______

Friday _______
Saturday _______   Sunday _______

Many clients request that the caregiver cook.  Are you comfortable cooking?

YES_______ NO _______

Are you able to drive a client on errands and to appointments?

 YES_______ NO _______

Please add any additional information:

__________________________________________________________________________________________________________________________________________________________________________________________
Applicant Acknowledgement: I certify that the information in this registration form is accurate, current and complete.  I understand that misstatements or omissions may result in disqualification from further consideration or refusal of assignments.  I authorize Douglas Health Services LLC to conduct investigations in which information may be obtained through personal interviews with business associates, personal acquaintances, financial sources or other third parties regarding my employment history, credentials, character and credit background and to obtain any relevant information (including a criminal background check) needed to make a referral decision.  I authorize Douglas Health Services t disclose this registration information along with any information obtained through reference checks or during the course of the interview process for local, state, federal, contractual or accreditation audit purposes.  I also authorize Douglas Health Services and any individual or entity providing information to Douglas Health Services from all liability for any damages from the disclosure of this information.  I also understand and agree that a medical examination and /or medial screening may be required.  If medical restrictions cannot be reasonably accommodated, I may not be referred.








APPLICANT’S SIGNATURE ________________________________________________________DATE ________________________________                                                                                                                     _____________________________








