MED-SOURCE HEALTHCARE SERVICE INC.                                         EMPLOYEMENT APPLICATION

IN-SERVICE 

IN-SERVICE TOPICS:

AIRBORN PATHOGENS- TB





______________

BLOOD BORNE PATHOGENS





______________

MEDICAL DEVICE ACT & REPORTING



 ______________

INFECTION CONTROL 






______________

By marking the above In-service topic (s) and signing below I am stating that I have been instructed on the indicated topics at the time of orientation. 

_______________________________________________


________________________

Employee Signature






Date

_______________________________________________


________________________

Instructor Name 






Title 

_______________________________________________


________________________

Instructor Signature






Date

PERSONNEL FILE REQUIREMENTS 

NAME:  ______________________________ DOB _______________________

DATE HIRED :______________________________________________________

DATE INACTIVATED/ TERMINATED: _____________________________________
EXPIRATION DATES INDICATED

	ANNUALLY
	RECVD
	EXPIRATION DATE

	TB TEST
	
	

	SOCIAL SECURITY CARD
	
	

	RESIDENT  CARD
	
	

	CAR INSURANCE
	
	

	DRIVER’S LICENSE
	
	

	PERFORMANCE EVAL
	
	

	COMPETENCY EVAL
	
	


BIANNUALLY

	CPR CARD
	
	
	
	
	


PRE-EMPLOYMENT PAPERWORK: 

APPLICATION 


□
2 REF CHECKED

□
ORIENTATION CHECKLIST
□
JOB DESCRIPTION

□
W-4 FORM 


□
1-9



□
CONFIDENTIALY OF PROTECTED 

HEALTH INFORMATION

□
MANTOUX OR CHEST XRAY

□
HEPATITIS B



□
CONFIDENTIALITY


□
COMP EVAL DONE?  YES□   NO □
CRIMINAL HX CHECK  ___________ INITIALS ________ DATE ____________

MISCONDUCT REGISTRY :   YES□
NO□

FILE COMPLETED BY: ______________________     TITLE: _________________

All prospective employees will receive consideration without discrimination because of race, color, creed, age, natural origin or handicap. All information provided herein will be kept confidential.

Date: ___________________

Position applying for: _______________________________________

PERSONAL
______________________       _________________          _______________                   ___________________________________

               First Name    
                                        Middle Int                              Last Name 


________________________________________________________________
____________________________

Street Address







  Phone
________________________    _________    __________    ________________                     _________________________

                 City



 State


                                Zip Code



_______________________________


 _____________________________

DOB





 Social Security number
______________________________________________________________________________________________________________

EMERGENCY CONTACT (person not living with you): __________________________       ___________________









Name 


Phone

Have you ever applied for employment with this agency:                      ___ YES   or  ___ NO

Please make your availability clearly on the Schedule below:

	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	
	
	
	
	
	
	


How many Hours a week are you available to work? __________________________________________

Are you available to work:             ___Evenings              ___Weekends          ___ Holidays

Are you legally eligible for employment in the United States?       Yes     or    No

How did you learn of organization?   _______________________________________________________

Position Applying for:       ___RN      ___LVN      ___CAN      ___Provider     ___PTA        ___Office Position       

EDUCATION
	
	School Name
	State of School
	# of years Attended
	Degree

	High School 
	
	
	
	

	College 
	
	
	
	

	Trade School
	
	
	
	


Employment

List Three years of employment History, starting with the most recent employer

Company Name __________________________
Phone Number: ________________

Address: ____________________________________________________________________

Dates of employment:  ___________ to ______________ Starting Pay: __________________

Job Description and Title: _____________________________________________________

Reason for Leaving: ___________________________________________________________

Company Name __________________________  Phone Number: ___________________

Address: ____________________________________________________________________

Dates of employment:  ___________ to ______________ Starting Pay: __________________

Job Description and Title: ______________________________________________________

Reason for Leaving: ___________________________________________________________

Company Name __________________________
Phone Number: ________________

Address:____________________________________________________________________

Dates of employment:  ___________ to ______________ Starting Pay: __________________

Job Description and Title: ______________________________________________________

Reason for Leaving: ___________________________________________________________

Was your name different from your present name during the above listed jobs   Yes    No 

If yes, what was your name: __________________________________________________________________________

Are you currently employed?    Yes 
No

Do you have reliable transportation    Yes     No

References

Name: ______________________________________      Phone Number: _______________

Address: ____________________________________________________________________

Name: ______________________________________      Phone Number: _______________

Address: ____________________________________________________________________

Name: ______________________________________      Phone Number: _______________

Address: ____________________________________________________________________

General

Have you ever been convicted of a crime in the past 5years, barring employment in a Home Care and Community Support Agency?     ___ Yes     or    ___ No  

If yes please explain: ____________________________________________________________________________________________________________________________________________________________________________________

Convictions will not necessary disqualify an applicant from employment. 

Are you capable of performing the job set forth in the job description? ___ Yes    or ___No

If answered No which job requirements are you not able to perform? ____________________________________________________________________________________________________________________________________________________________________________________

Credentials / Specialized skills & Qualification/ Equipment Operated_

Summarize special job-related skills and qualifications acquired from employment or other experiences. _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Authorization of Information  

I certify that the facts contained in this application are true and complete to the best of my knowledge and understanding. I understand that if any of this information is on this application is falsified that SHALL BE GROUNDS FOR MY DISMISSAL.

I authorize a complete investigation of all statements contained herein and herby give my full permission for the agency to conduct and fully discuss my background and history with all persons entities listed on the prior page to give the Agency any and all information they may have, and release all former employees and other listed in the prior page from all liability for any damage that may result from furnishing the same to the Agency.

I understand and agree that, if hired, my employment is not definite, and may regardless of the date of payment of my wages and salary, am terminated at any time for lawful reason without prior notice and with or without cause.

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

_______________________________________



___________________ Employee Signature







Date
Auto Insurance Replacement Letter

Auto insurance is not applicable to this file due to:

The applicant having an elected driver

The applicant does not require an automobile to see patient 

The applicant does not have a valid Driver’s license at this time

Not Applicable

Other __________________

By signing below I am stating that I the applicant do not currently have to provide the company with proof of auto insurance at this time.  I the applicant understand that I am not able to and will not transport patients.  I am also agreeing that I will not hold the company liable for any incidents that may occur while in the field.

__________________________




___________________

Employee Signature 






    Date 

STAFF ORINETATION
The following orientation will be used for all full time, part time and per-diem workers.

	Topic
	

	Agency Mission, Vision and Plan
	

	Types of Care Provider by the agency
	

	Policies and Procedures 
	

	Personal Policies and Job Descriptions
	

	Client Rights and Grievance Policy
	

	Ethics and Confidentiality of Patient Information
	

	Supervision and Evaluation
	

	Home Safety (Including bathroom, Electrical, Environment, Fire and Hazards)
	

	Safety Issues in the Home (including Security and Guns in the Home)
	

	Emergency Preparedness Plan / Action to take in the event of Disaster
	

	Actions to take in unsafe situations
	

	Infection Control in the Home  / Standard Precautions 
	

	Patient Care Responsibilities 
	

	Understanding and coping with Alzheimer’s Disease and Dementia  
	

	Identifying and Reporting Abuse, neglect and Exploitation
	

	Fraud and Abuse, False Claims, False Statements, Whistle Blowing 
	

	Community Resources 
	

	Quality Assurance 
	

	Documentation-Record keeping including Oasis
	

	Id Badge issued
	

	Hazardous Device Reporting 
	


_______________________________________________                               __________________

Employee Signature






       Date

PAS ATTENDENT 

	NAME:_________________________________________                     DATE OF HIRE: _____________

	


The PAS ATTENDENT is responsible for providing personal assistance services to the client in accordance with the established service plan to enable the client to function in the home and community.

QUALIFICATIONS

The Agency shall only employ an Attendant who:

Is at least 18 years of age or older.

An individual with high school diploma or GED.

Must be free of communicable diseases and open infections or wounds. 

Must have reliable transportation.

Must be able to read, write and comprehend English.  
DUTIES & RESPONSIBLITIES:

Shall perform services as identified on the Service Plan.

Shall report to the PAS supervisor on the day of awareness of any significant changes in client’s condition.

Shall report emergency situation to appropriate individuals in accordance with the policies immediately upon awareness.

PHYSICAL/ MENTAL/ ESSENTIAL FUNCTION OF THE JOB:

Must be able to stand and walk throughout majority of shift on various surfaces in client’s homes. 

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

Must be able to push/pull up to various weights while performing tasks, such as pushing client wheelchair and transferring the client.

Must be able to climb stairs at various clients’ house.

Must be able to bend turn and reach objects when performing various job functions such as cleaning throughout shifts. 

Must be free of communicable diseases and open infections or wounds. 

Must have reliable transportation.

REPORTS TO:
___Angie Sam___________________________________

The above listed job description has been reviewed and discussed with me and I have had an opportunity to ask questions regarding this position.

____________________________________



__________________

EMPLOYEE SIGNATURE







DATE
________________________________




__________________

SUPORVISOR SIGNATURE 







DATE
JOB ACCEPTANCE STATEMENT
I have read and agree to the terms specified in this job description for the position I presently hold. I have reviewed and sign a copy of this job description that has been given to me. 

I further understand that this job description may be reviewed at any time and I will be provided with a revise copy. 

_____________________________________________                                 __________________

Employee Signature 






     Date

FIELD EMPLOYEE STANDARDS AND PROCEDURES

THIS AGENCY REQUIRES ADHERENCE TO THE FOLLOWING STANDARDS AND PROCEDURES
All employees are expected to dress in a manner appropriate to the health care environment, or as directed by the patient/client/family.  This includes hygiene, jewelry, hair, and makeup.

Please do not smoke in the presence of a patient/client.

Always wear your badge, licensed personnel must always carry the current nursing license and CPR card while on assignment.

You are expected to arrive on time to all assignments that you have accepted.  However there is a five minute grace period.  If you should run into an emergency situation that is going to cause you to arrive more than five minutes late or totally absent from your assignment,  you must notify the agency.  You may call the agency 24 hours a day if you need to cancel or reschedule your assignment.  A NO CALL, NO- SHOW is grounds for TERMINATION.
Failure to clock-in at the beginning of your scheduled shift and clock-out at the end of your scheduled shift as oriented in the pre-employment process will result in loss of wages.  
If you have a problem, incident or accident on the job, do not discuss it with the patient/client, call the agency immediately.

If the patient/client asks you to stay longer than your assignment, or to leave earlier, you must call the agency first for approval. 

Paraprofessional personnel (i.e. Aides) hereby acknowledge that they WILL NOT, UNDER NO CONDITIONS, DISPENSE OR ADMINISTER ANY MEDICATION.
Under no CIRCUMSTANCE are you to ask for, or accept any money from you patient/client or take home property that belongs to the patient/client, do not use patient/client credit/debit card to purchase items for yourself.
There  shall not be any involvement with the patient/client’s financial affairs (i.e. check writing)
You are expected to honor the confidentiality of any patient/client information which is obtained in the regular course of your employment.
No personal telephone calls should be made or received by you while on assignment.
Please do not discuss your pay or any other personal affairs with the patient/client/family.
As an employee of this agency, you are not authorized to accept any direct employment that may be offered to you by your patient/client/family.  If you are required to do so, please have the patient/client contact the agency.
It is imperative that all signed noted and documentation including daily log, be filled out properly and returned to the office as per our schedule. 
During the course of employment, this agency’s proprietary materials (i.e. forms, medical records) will be used only in connection with employment and will not be disclosed to anyone without authorization from the agency.
Never leave your patient/client unattended.
You must call in/call out to SANDATA using the patient/client assigned FVV equipment or the patient/client home telephone.  Do not use your cell phone, or call from another phone.
You are expected to work only the hours/schedule assigned to you. The agency does not pay for hours worked over those assigned to the patient/client by the state (DADS), OR OTHER HMO/INSURANCE COMPANIES.
______________________________           ____________________________   ____________

Applicants Signature                                                    Printed Name                                        Date

CONFIDENTIALITY AND NON-COMPETITION AGREEMENT

The agency requires that the Employee avoid disclosure of confidential information to anyone outside of the agency and refrain from engaging in unfair competition.

The employee agrees to refrain from prohibited competition with the Agency and to maintain the confidentiality of information regarding employees, clients, and the Agency.

The employee will have access to information not generally made available to the public, such as identity of clients, pricing, computer- related programs, etc. The Agency prohibits the utilization of this information for any purpose other than for the Agency’s own benefit and prohibits disclosure or unauthorized use during the course of employment or at any time thereafter of any confidential information regarding Agency personnel and/or personnel incidents related to any violations of the personnel policies.

During the course of employment and for a twelve month period thereafter the Employee is prohibited from engaging in any of the following: induce any employee of the Agency to resign, encourage any clients of entity to discontinue any relationship with the Agency, solicit, any client of the Agency (current and within the past twelve month period), enter into competitive employment of seek to provide competitive services while employed within twenty-five miles of any office of the Agency, or solicit referrals or opportunities from any referral source.

Upon termination of employment or at the request of the Agency, the employee, is required to return all of the Agency’s property including keys, client records, forms, manual, beeper, etc. to the Agency and will not retain copies. Failure to return a key will result in a $25.00 charge and failure to return a beeper will result in a $50.00 charge deducted from the paycheck.

Violation of this agreement will result in termination and any additional remedy available to the agency including legal action to remedy all damages including loss of profits, cost of replacing and training employees improperly solicited for competitive employment, etc.  suffered by the Agency.  Employee will be required to reimburse the Agency for all legal fees, costs and other expenses.

This agreement is in effect during the Employee’s employment and for twelve months thereafter.  It does not modify the right of the employee to resign at any time or of the Agency to terminate employment without prior cause, notice or liability and does not modify any other agency policy.   

___________________________________________



________________

Employee Signature 








 Date

EMPLOYEE POLICIES AND PROCEDURES

I understand that copies of policy and procedure manuals are available and that it is my responsibility to read, understand and conform to all applicable Agency policies including personnel policies. It is also my responsibility to comply with periodic changes and revisions. 

I have read the Agency’s Policy and Procedures on Abuse, Neglect, and exploitation and agree to comply with and be bound by the Policy. 

I understand that information contained in any Agency manual does not constitute a contractual relationship between the Agency and its employees, nor is it an expression of my term of employment


I affirm that I have auto insurance coverage as required by this state and the Agency and I agree to keep it fully in force on any vehicle I use for the conduction of Agency business during the term of my employment. The Agency has the right to request proof of insurance at any time during the term of employment and that I am required to follow all Agency requirements and state and local laws. 

I understand that only the Agency has the authority to admit clients and will supervise with appropriate personnel all services provided. 

As a caregiver, I will carry out the plan of treatment, submit time sheets, clinical and progress notes as appropriate and, at a minimum, on a weekly basis, I will participate in developing and reviewing plans of care, periodic client evaluations and care conferences, discharge planning and schedule coordination.  I will provide services within he geographic area covered by the Agency. I will attend required staff meetings and in-service training.  Home health aides are required staff meetings and in-service training. Home health aides are required to have 12 hours of in-service training annually.

I understand that I must remit documentation of services performed prior to payment for those services and that payroll procedures require timely and accurate completion of documentation that must be submitted prior to payment for services provided.  I understand that all information, both written and verbal, regarding the client and employee’s health conditions is strictly confidential and protected under federal and state law.  The presence of a communicable or venereal disease; testing; results or known infection by HIV, Hepatitis, Tuberculosis; information concerning child abuse is protected under specific law.  All information in connection with the examination, care of provision of services to any client will not be disclosed without the individual’s written consent except as may be necessary to provide services as required by law.  Information may be used in statistical or other summary form or for clinical purposes only if the identity of the individual is not disclosed. I understand the violation of client/employee confidentiality is subject to civil and criminal penalties.

If I mistakenly exceed my accrued or earned sick or vacation leave balance, I authorize the Agency to deduct from my paycheck (s) to correct accrued or earned sick or vacation leave balance.  I understand that this company does not routinely perform drug test on its employees but may do so at its discretion.

_____________________________________________________

            _______________________.

Employee Signature






  Date 

Statement Regarding

POSSIBLE CONFLICT OF INETREST

The purpose of this Conflict of Interest is to protect you, the signer and Med-Source Healthcare Services, Inc. from adverse criticism which could result from business dealing or relationship where a possible known conflict of interest exists. The questionnaire should reveal conflicts so that prior resolution may avoid embarrassing situations.

Having received and read that Agency Policy on the Possible Conflicts of Interest and the Code of Ethics, my answers to the following questions are as follows:

(Please check the appropriate response.)

I represent that I (_____) do OR (_____) do not own or hold any form of ownership interest in accompany which either does competes with Med-Source Healthcare Services, Inc.
I further Represent that I (______) have OR (______) have not accepted any payments, gifts, or entertainment from the company that either does business or competes with Med-Source Healthcare Services, Inc. 

I further represent that I (including any member or firm of my family) (_______) do OR (______) do not have a relationship with any person or firm which does business directly or indirectly or competes with Med-Source Healthcare, Inc.
NOTE: If you answer “I do” or “I have” to any of the above numbered questions, please explain in full on the reverse side on this page by referencing that number.

It is understand that my answers include such relationships, which I have directly or indirectly which might benefit me indirectly. For example, if a company employs my husband or wife the foundation may purchase services from, I will be expected to reveal that fact in my answer.

My signature below is an acknowledgement that, in my opinion, no conflict of interest exists between myself and Med-Source Healthcare Services, Inc. except as I have indicated on the reverse side. 

I certify that the information given is true; to the best of my knowledge and belief, and that I will promptly report any future change in my situation which might produce a possible conflict of interest.

____________________________________

_______________________________

Name (Print)





Position Title (Print)

____________________________________

________________________________

       Signature






Date


EMPLOYEE/CONTRACTOR SAFE WORKING PRACTICES AGREEMENT

As a condition of employment I, _________________________________ do hereby agree to 






(Please Print Full Name)

Comply with the following safe working practices:

I have read and agree to follow established agency safety procedures.

I agree to report any work-related accident or injury to my supervisor as soon as it occurs, but no later than the end of my duty shift or visit.

3

If I need treatment for a work-related injury, I agree to:

Notify my EMPLOYER of the need for treatment.

If my job involves the handling of patients, I agree to enlist assistance, or use mechanical lifting devices for all patients whom I cannot safely handle by myself.

I agree to utilize available personal protective equipment (e.g. infection control equipment, biomedical waste disposal items, gait belts and lumber belts)

I agree to maintain a valid driver’s license and automobile insurance and notify my supervisor if at any time the license becomes invalid.

I am able to physically and mentally perform the required duties. If at any time, my situation changes and I am unable to physically or mentally perform my job duties, then I agree to notify my supervisor of this immediately.

I understand that a failure on my part to follow the above procedures could result in disciplinary action as outlined within Med-Source Healthcare Services, INC. disciplinary action policy. 

________________________________________


_____________________________________

Employee/Contractor Signature 



Date 

_____________________________________________     

_____________________________________

Witness Signature 





Date 

BACKGROUND CHECK

In accordance to the requirement of DADS for each unlicensed Attendant hired, a background check resulting in no bars of employment in required to be done. Reference: 40 TAC. 23 Attendant Qualifications.

	A person placed on deferred adjudication community supervision NOT considered convicted of the offense.

	Permanent Bar of Employment
	Five Year Bar of Employment

A person may not be employed in direct contact with a consumer in a facility before the fifth anniversary of the date of conviction. 

	Chapter/ Penal Code
	Offense 
	Chapter/ Penal Code
	Offense 

	Chapter 19
	Criminal Homicide
	Section 22.01
	Assault punishable as a Class A misdemeanor or felony 

	Chapter 20
	Kidnapping and unlawful restraint 
	30.02
	Burglary

	Section 21.02
	Continuous sexual abuse of young child or children 
	Chapter 31
	Theft: a conviction that is punishable as a felony

	Section 21.08
	Indecent Exposure
	32.45
	Misapplication of fiduciary property or property of a financial institution: a Class A Misdemeanor or Felony conviction 

	Section 21.11
	Indecent with a child 
	32.46
	Securing execution of a document by deception: a Class A misdemeanor or Felony 

	Section 21.12
	Improper relationship between educator and student 
	37.12
	False identification as a peace officer

	21.15
	Improper photography or visual recoding 
	42.01

(a)(7)(8) or (9)
	Disorderly conduct 

	22.011
	Sexual assault
	

	22.02
	Aggravated Assault 
	

	22.04
	Injury to a child elderly disabled individual 
	

	22.05
	Deadly conduct 
	

	22.07
	Terroristic threat 
	

	22.021
	Aggravated sexual assault
	

	22.041
	Abandoning or endangering a child
	

	22.08
	Aiding Suicide
	

	25.031
	Agreeing to Abduct from Custody 
	

	25.08
	Sale or Purchase of a child
	

	28.02
	Arson
	

	29.02
	Robbery 
	

	29.03
	Robbery, Aggravated
	

	33.021
	Online solicitation of a minor
	

	34.02
	Money Laundering
	

	35A.02 
	Obstruction or Retaliation
	

	42.09 
	Cruelty to animals
	

	42.092
	Cruelty to livestock animals
	

	Chapter 481
	TX controlled substances act: a conviction that is punishable as a FELONY
	


____________________





_______________

Signature 







Date

EXCLUSIONS SCREENING

Our agency is required to screen all employees and subcontractors in order to determine if those individuals and entities are excluded from participation in federal healthcare programs. The OIG screening will be conducted by the office manager prior to hiring and on the 15th of every month.  The OIG results will be obtained by searching both federal and Texas LEIE websites listed below. 
Texas Health and Human Service Commission- OIG list of Excluded individuals/ Entities online searchable database: 

Https://www.oig.hhsc.state.tx.us/exclusion/search.aspx
HHS-OIG Excluded Individuals/ Entities online searchable database:

https://www.oig.hhs.gov/fraud/exclusion.asp.

All OIG results will be stored in one separate binder from personnel files and will be securely stored in a locked compartment. 

Our office manage is aware that when a provider is excluded federal health care programs are generally prohibited from paying for any items furnished, ordered, or prescribed by excluded individuals or entities.

If the office manager becomes aware of anyone that is listed on the exclusion list, the office managers will report any discovered information to HHSC-OIG using the self-report mechanism at: https://oig.hhsc.state.tx.us/ProviderSelfReporting/SelfReporting.aspx. 

The agency will maintain documentation for a minimum of six years. Documentation will included the following elements:

Date of the federal and state database and searches;

First and last names and date of birth of all employees and contractors subject to LEIE search requirements;

Whether or not the employee/contractor appeared in the federal/state LEIE database;

Date any excluded employee/contractor was self-reported to HHSC-OIG;

Copy of self-report; and 

Printed name(s) and signature of staff responsible for completing the monthly searches.

By signing below I am stating that I have been informed of the OIG search and am giving permission for Med-Source Healthcare Services to run the required OIG search prior to employment and  on a monthly basis’s therefore after my employment. 

________________________________



________________________

Signature of Employee/Subcontractor





Date

________________________________
_________


______________________________

Signature of Agency Rep






Date 

TB TARGET MEDICAL QUESTIONAIRE FORM

To be completed by employee:

____________________________________

PRINT NAME

	QUESTION
	YES
	NO

	Have you ever had a positive TB skin test or history of TB infection?
	
	

	Have you ever had the BCG vaccine?
	
	

	Do you have prolonged or recurrent fever?
	
	

	Have you recently lost a significant amount of weight?
	
	

	Do you have chronic cough?
	
	

	Do you have up blood?
	
	

	Do you have sweating at night 
	
	


	QUESTION
	YES
	NO

	Do you have any of the following risk factors which may substantially increase the risk of tuberculosis?
	
	

	-Silicosis(Lung Disease)
	
	

	-Gastrostomy 
	
	

	-Intestinal Bypass
	
	

	-Weight 10% or more below ideal body weight 
	
	

	-Chronic Renal Disease
	
	

	-Diabetes Mellitus
	
	

	-Prolonged high- dose corticosteroid therapy or other Immunosuppressive therapy 
	
	

	-Hematologic Disorder 1.e. Leukemia or Lymphoma
	
	

	-Exposure to HIV or AIDS
	
	

	-Other malignancies
	
	


__________________________________________                                      ________________

Employee Signature





Date

HEPATITIS VACCINE REQUIREMENTS

I _______________________________________ acknowledge that I am at risk of exposure by have been unknowingly exposed to Hepatitis B as a result of my employment and acknowledge that the Agency will arrange for me to receive the Hepatitis vaccine at no cost to myself.  It is my decision to:

Request that I receive the Hepatitis vaccine

Refuse the Hepatitis vaccine and HOLD HARMLESS THE AGENCY.  I understand that by declining the vaccine I continue to be at risk of acquiring Hepatitis B a serious disease.  If, in the future, I continue to have occupational exposure to blood or other potentially infectious materials, and want to be vaccinated with Hepatitis B vaccine series no charge to me.

Provide written proof of immunity (attached)

Provide written proof of previous vaccination

Provide written proof of medical contraindication (attached)

______________________________________________


______________  Employee Signature 







  Date 

Authorization for Direct Deposit

 I authorize Med-Source Healthcare Services Inc. to deposit my pay automatically to the account(s) indicated below and, if necessary, to adjust or reverse a deposit for any payroll entry made to my account in error. 

This authorization will remain in effect until cancel it in writing

Checking or Savings 

Name on bank account:

Bank account number:

     

Bank routing number: 
______


Amount:$ 


Or entire paycheck:  ___



Important: Please attach a voided check for each bank account to which funds should be deposited.

Employee/Contractor signature:___________________________  Date: 

Payers: Do not send this form with your Direct Deposit enrollment. Keep for your records.
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