AGING WELL HOMECARE INC.
In-Home Senior Care

Caregiver Policies & Procedures
Aging Well Homecare Caregiver Orientation Quiz

Note:  Except for Question #1 below – this quiz is to be taken at the end of your Caregiver Orientation.

Please answer the below questions and return this quiz with your completed paperwork to the Homecare staffer. You may use the employee policies and procedures to assist you. This quiz is open book. If you cannot find the answer to any question below – please ask the staffer after you have completed the quiz and orientation DVD. Good luck!

1) What three things (qualities) make a good Caregiver?

a)_______________________________________________________________________________

b)_______________________________________________________________________________

c)_______________________________________________________________________________

2) What days of the month do Aging Well_ Homecare caregivers get paid? (Hint – there are two pay days). _________________________________________________________________________________

3) If agency uses timesheets for tracking hours answer the following question. DO NOT ANSWER if agency uses the telephone to check in/out each day: What days of the month are caregiver Timesheets and Client Care Logs due to be faxed to the office? (Hint – they must be faxed two times a month).__________________________________________________________________________
4) What do you do if your running late ?
5) How much advance notice must a caregiver give the office if they want to take vacation time off? _____________________________________________________________________________

6) Who must a caregiver call if they are going to be more than one hour late to a client home? (Hint – there is one parties that must be called). _______________________________________________

7) Who does a caregiver call first if there is a serious accident involving the client in their home? _____

_________________________________________________________________________________

	Print Name: Last
First
Middle Initial



	Maiden Name


	Address (Street Name and Number)
Apt. #



	Date of Birth (month/day/year)


	City
State
Zip Code



	Social Security #



A Lawful Permanent Resident (Alien # A 

(Alien # or Admission # 

Document title.


Issuing authority:

Document #


Document #

Title: 
Document
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AGING WELL HOMECARE, INC CAREGIVER AGREEMENT 

This agreement is made this ____TH day of______month,_____ yr, between Aging Well Homecare, Inc referred to as “Company” and ________________________________________referred to as “Applicant”:

1.
Proprietary Information. Applicant recognizes that Applicant may have access to Company’s client records, financial records, business forms and the list of Company’s customers and Applicants. Applicant understands that all such information is a valuable and unique asset of Company’s business, and agrees to consider all such information to be proprietary. Applicant agrees, at all times and all circumstances, to keep such information confidential. Applicant understands that this commitment survives the termination of Applicant’s relationship with Company.

2.
Solicitation.  Applicant agrees that during the period of work assigned by Company and for a period of one (1) year after the termination of Applicant’s work assignment(s), Applicant will not, on behalf of Applicant or on behalf of any other applicant, firm, corporation, or entity, call on any of the clients of Company for the purpose of soliciting and/or providing to any of such clients any senior citizen domestic care services.  Applicant shall not, in any way, directly or indirectly, for Applicant, or on the behalf of any other applicant, firm, corporation, or other entity, solicit, divert, or take away any client of Company, nor shall Applicant directly perform any senior care domestic care services for any client of Company during the aforementioned period. Failure to comply with this term will result at a minimum in a $10,000 penalty fine imposed on the Applicant and possible further legal action.
3. Position Duties, Procedures, and Responsibilities.  Applicant agrees and certifies that they have at least two years prior experience and training in the following Personal Caregiver duties targeted at Seniors:  Companionship & Conversation, Bathing, Dressing, Grooming, Light Housecleaning, Alzheimer’s & Dementia Care, Meal Planning and Preparation, Running Errands, Medication Reminders, Laundry and Linen, Incontinence Care, and Reloading a Feeding Tube.  Applicant agrees that in the event Company discovers that in some way caregiver does not have two years prior experience and training in one or more of the above Personal Caregiver duties, caregiver may be dismissed for providing false information.  

In addition, Applicant agrees that they are willing to perform at a minimum all the duties outlined above and are willing to travel within the boundaries of Aging Well Homecare, Inc, Inc client service area (Los Angeles County and Orange County) to an assignment given by Company with a minimum of two hours a day. Applicant agrees that they are responsible for paying any and all commuting expenses to and from their place of work assignment.  

In addition, applicant agrees that they understand that Company is running a 24x7 business that requires immediate response to client care needs and therefore applicant agrees to be called anytime of day or night any day of the week regarding getting scheduled on a job. Applicant agrees that the contact phone number provided to Company is the best way to reach them and will update Company immediately if that phone number should change. Applicant understands that providing caregiver services is part of the healthcare related field (similar to an extension of a hospital setting – but assisting with non medical activities of daily living) and care needs to be provided to Company patients on a 24x7 basis. Applicant understands and agrees that they need to have a very flexible schedule that will allow them to work any day of the week and work during any hours of each day. 

Applicant understands and agrees to work any shifts assigned to them (up to 40 hrs a week) by Company no matter what the days/hours of the shift(s) as long as the work assignment(s) are in the previously specified client service area.  Applicant understands that they may be required to travel up to 50 miles to work a two hour shift and then travel another 50 miles to work another two hour shift in any given day during any time of the day. Also, applicant agrees and understands that this position is an on-call position and that there is therefore no guaranteed number of working hours each week with Company clients. Applicant understands and agrees that they may only get scheduled for a minimum of two hours per month or may get scheduled for full time work depending on the on call work available within Company clientele week to week. Company cannot predict the health or the personal requests of its clientele, so changes to applicant’s schedule may happen unexpectedly and within only a few hours notice. Applicant agrees and understands that Company is not responsible for providing consistent hours week to week with this on-call position. 

Applicant also understands and agrees that any form of dishonest act or criminal offense is strictly prohibited at Aging Well Homecare, Inc and will result in termination from  Aging Well Homecare, Inc, Inc. Accepting or taking money or possessions from a senior citizen client is strictly prohibited. Employees found accepting or taking money or possessions from any Aging Well Homecare, Inc, Inc client will result in termination.

4.        Truth of All Information Given By Applicant. I hereby state that all the information that I provided on this application or any other documents filled out in connection with my employment, and in any interview is true and correct. I have withheld nothing that would, if disclosed, affect this application unfavorably. I understand that if I am employed and any such information is later found to be false in any respect, I will be dismissed. 










          Initial______
DO NOT SIGN UNTIL YOU HAVE READ & UNDERSTOOD THE ABOVE STATEMENTS AND AGREEMENT. I hereby acknowledge that I have read the above statements and understand the same.

In witness of the above, each party to this agreement has caused it to be executed at ________ _______ on the date indicated below.

Applicant:





Company: Aging Well Homecare, Inc:
Signature: _________________ Date:_________   Signature:________________________ Date_________

Print Name:  _____________________________    Print Name and Title:____________________________

AGING WELL HOMECARE, INC CAREGIVER AGREEMENT 

AUTOMOBILE USE
This agreement is made this _____ day of _____________, 20__, between Aging Well  Homecare, Inc referred to hereinafter as “Company” and ________________________________________, referred to hereinafter as “Applicant.” The duties to be performed by Applicant will require the use of an automobile.  The following are the conditions governing automobile use by Applicant:  

1.
Use of and Insurance Coverage on Applicant’s Automobile. Applicant shall furnish Applicant’s own automobile to perform the duties required under this Agreement and shall keep it maintained and repaired in good driving condition.  Applicant shall maintain insurance on the automobile according to minimum amounts specified by State of California Law.  Applicant certifies by signing below that they currently have and will continue to maintain legal automobile coverage while employed with Aging Well Homecare, Inc and using their car to transport Aging Well Homecare, Inc, Inc clients.

2.
Release from Liability. In consideration of working on a Company assignment, Applicant assumes all risk of accidents or casualties, arising from or related in any way to automobile use by Applicant pursuant to this Agreement.  Applicant, Applicant’s heirs, executors, administrators and legal representatives, forever releases, acquits and discharges Aging Well Homecare, Inc from all such claims for liability of any nature or character, including property damage, applicant injury and/or death, presented by any applicant(s) claiming injury, including Applicant or Company’s clients. 


In witness of the above, each party to this agreement has caused it to be executed at Irvine, CA on the date indicated below.

	Aging Well Homecare, Inc
By:


__________________________________________

Signature and Title

Print Name: ________________________________

Dated: ____________________________________


	Applicant:

________________________________

Signature

Print Name:  ______________________

Dated:  ___________________________


AGING WELL HOMECARE, INC

CAREGIVER GUIDELINES

It would be impractical to set forth a list of all activities that are considered to be illegal or contrary to good business practices and good employee-employer relations. This is intended only as a guideline.

1)  Commitment

Aging Well  Homecare, Inc provides needed services to a vulnerable population. Our clients depend upon our caregivers. It is extremely important that you keep your commitment once you have accepted a job. This means you will need to schedule your own personal commitments around your commitment to your client.  It is not well received by our clients plus a great deal of work for the office to send a fill-in caregiver.  Applicants planning a vacation, MUST give the office at least TWO WEEKS notice prior to the day(s) requested. Vacation requests not received two weeks in advance will not be approved.
2)  Notifying the Office.   Tel: 951 966-5385
It is important that the office be notified immediately of the following:

· Requests from clients for a change in the type of services we provide.

· Significant changes in a client’s condition (i.e. they get admitted to hospital).

· Schedule or shift changes (i.e. if the client calls you to cancel an appt.)

· New appointments for service that clients make directly with you.

3) Sick Time Off

Caregivers who take sick time will not be eligible for their month’s bonus compensation of $2 per hour in the month they take the sick time. In addition, caregivers who want to take a sick day must call the office at least 24 hrs before their shift is to start to notify the office that they will not be able to work. Failure to call the office 24 hours before their shift starts will result in a $75 penalty deducted directly from their next month’s bonus (this is in addition to not getting their bonus in the current month they take the sick time as per the above).
4)   No Call, No Show

A caregiver who does not show up to work and does not call the office can be subject to immediate termination. 

5)  Arrive On Time To Scheduled Shifts

Caregivers should ALWAYS arrive ON TIME to their patients/clients residence. Caregivers who arrive more than 30 minutes late to their patient/client, must contact the office. A second offense will result in a write up. A third offense can result in termination from Aging Well Homecare, Inc. 

If you have an EMERGENCY and will be MORE than 60 MINUTES LATE to the client – you must call our Office Supervisor (Tel:951 966-5385) as soon as possible before your shift starts and tell them the emergency situation and how late you will be.  

6) Employment Termination
Applicants must give TWO WEEKS WRITTEN notice before terminating their employment with Aging Well Homecare, Inc. 

7)  Flexibility and Willingness

The successful Applicant is one who can be flexible with our clients.  We provide a service that cannot always be completely spelled out at the start of a job.  We want our Applicants to have the flexibility to ‘go with the flow’ and have the willingness to meet reasonable client requests.

8)  Workload

The number of clients served by Aging Well  Homecare, Inc changes all of the time.  There may be gaps in time when one of your clients ends service and before we have new jobs to assign to you.  We try to give Applicants as many hours of service as they desire but cannot guarantee this on a consistent basis.

9)  Requirements

As a representative of the company how you present yourself in the community is very important to us.  In that regard we have the following expectations that we ask you to follow:

· To wear clean and appropriate clothes for the task

· To keep cars clean and well maintained

· To turn your cell phone off while working with clients, and never answer your phone or make a call while driving with a client
· To not have friends, pets, or family members accompany you when you’re with a client unless it has been authorized by the office first.

· You are prohibited to ask to borrow things from the patient/client.

· Should a misunderstanding or a problem arise between the patient/client and yourself – please call the office for advice.

· Minimize personal calls while on duty to 3 minutes. Never call on the patient/client phone.

· Do not introduce new activities to the patient unless authorized by the patient’s doctor.

· No sleeping while on duty unless during designated time of rest.

· You are not allowed to entertain personal visits or guest while on duty.

· Do not report to work if you are under the influence of alcohol and/or drugs. You are not allowed to bring alcohol or any intoxication beverages as well as any illegal drugs during your time on duty.

· Smoking is not allowed inside the patient’s/client’s home.

· Carrying of unauthorized or concealed weapons is not allowed.

· Do not disclose any confidential information about our Company, and any information obtained in the course of duty/employment (such as salary, etc.)

· All patient medications should be known to the caregiver. All medications should be listed on a medication sheet, including the names of the medications, dosage, timing and form of the medication. 

· Caregivers are not allowed to assist in the administering of prescription topical (or oral) medications to the patient. Caregivers are not allowed to give IM and IV medications. Patients should be properly observed and guarded while taking medications.

· Every episode of giving medicines should be recorded. Instances when patients refuse to take medicines should also be noted.

· Requests for time off must be submitted two weeks in advance. Failure to do so will lead to disapproval of the request.

· A caregiver who wishes to exchange duties with another caregiver should personally make arrangements with the other caregiver. Both parties must call the office at least 24 hrs before the exchange is to start and let the office know when the exchange will take place. 

· Caregivers who sign up for on-call and work an on call shift (that is not with their own client) will be paid $18/hr for those on call hours worked.

· Caregivers should NOT leave their patients/clients until the relieving caregiver arrives. If the relieving caregiver is late 30 minutes, the office should be notified by the outgoing caregiver – so the office can send a replacement caregiver.

· Any form of criminal offense committed by the caregiver during work hours may be prosecuted to the utmost degree of the law and can result in termination from Aging Well Homecare, Inc, Inc.

· Caregivers are not allowed to disclose their rate of pay to any client of Aging Well Home Care, Inc.

· Caregivers should be able to lift up to 50 lbs. Caregivers must not lift more than 50 lbs to prevent Caregiver injury.

Important Reminder:  Our clients may have viewpoints on people, places and things that we do not agree with.  It is important that you do not express your opposition to their views or try to ‘educate’ them.  Please don’t initiate conversations about religious and/or political topics.  Some of our clients enjoy talking about these subjects and may bring them up.  Please use your discretion about getting involved in these conversations.

AGING WELL HOMECARE, INC

888 Prospect Street Suite 200
La Jolla, Ca 92037

Applicant Pay Procedures 

YOUR ORGANIZATION USES THE TELEPHONE/CELL PHONE TO TRACK CAREGIVER HOURS:

Follow the Agency Instructions for logging in and out of the time keeping system via telephone/Cell Phone. Your manager will provide you with these instructions before you leave today.
Holidays

· If arrangements are made with client to work on a holiday, pay is time and a half the regular rate.  Holidays:  New Years Eve, New Year’s Day, Easter Sunday, Memorial Day, July 4th, Labor Day, Thanksgiving Day, Christmas Eve, Christmas Day.

Contacting the Office After Hours and On Weekends and Holidays
Tel_951 966-5385 (Client Services Supervisor). If Supervisor does not answer the phone please leave a message explaining the situation and a number you can be reached at.
Please call the after hours when:

· Any accident or injury occurs to you or a client while working.

· If you are in an accident on the way to work and will not be able to make it on-time – evidence will need to be shown to the office staff afterwards.

· You are in a situation and really need advice from us that can’t wait until normal working hours.

· When in doubt err on the side of caution and make the call.

If you get the voice mail, please leave a detailed message and the phone number where you can be reached.  We will call you back as soon as possible.

Our regular office hours are Monday thru Friday 9 AM to 5 PM

The office is closed on these annual holidays:  New Years Eve, New Years Day, Memorial Day, July 4th, Labor Day, Thanksgiving, and Christmas Day, Christmas Eve, Easter Sunday.

Pay Days

Paychecks issued on  the 19th covers pay period from the  1st through the  15th .   Paychecks issued on the 4th covers pay period between the 16th and the last day of the month.  

Bonus Policy

Applicants who do not take sick days and arrive on time to their client each day will receive a quarterly bonus of $200 

Applicants who refer a new client who stays with the company for at least 1 month will receive a $500 bonus paid directly to their current pay check.

Applicants who refer a new Applicant who stays with the company for at least 1 month will receive a $25 bonus paid directly to their current pay check.

Applicants who cover other Applicant shifts outside of their current client (when the Applicant is sick) will be paid $18/hr.
Emergency Procedures

The agency staff will implement appropriate actions for clients in an emergency situation.

Procedure:

1. Medical emergency/life threatening situation: 

a) Call emergency rescue services 911 or direct a member of the family to call

b) Stay with the client until the emergency rescue service arrives

c) Call Administrative staff and report the emergency situation, only after help has arrived.

2. Change in the Client condition:

a) Any changes in the client’s condition will be reported immediately to Administrative staff.

b) The Administrative staff will determine the appropriate intervention for the client and instruct the Caregivers

3. Death of a Client:

a) If the Client dies when the Caregivers is present, or is found dead by the Caregivers, Administrative staff is to be contacted immediately. Administrative staff will instruct the Caregivers in appropriate interventions, contact family members and the coroner’s office.

4. If the Client does not answer the door and the Caregiver has reason for concern about the Clients safety:

a) Call the Administrative staff and report the situation

b) Summons appropriate assistance as directed by Administrative staff to gain entry into the home to verify that the client is safe.


DAILY LOG OF CLIENT CARE

	Caregiver: 






Caregiver: 






Caregiver: 






Caregiver: 







	Instructions: Fill out client name and your name.  Each time you visit a client, enter your initials, day and date and check mark each activity for that visit.  The daily logs should reflect the client care plan.  

	Caregiver’s initials
	
	
	
	
	
	
	

	Day
	
	
	
	
	
	
	

	Date
	
	
	
	
	
	
	

	Safety

	Monitor for safety and fall prevention
	
	
	
	
	
	
	

	COMPANIONSHIP

	Conversation / Mental stimulation
	
	
	
	
	
	
	

	Accompany to planned activities 

(AFH or Retirement home events, church)
	
	
	
	
	
	
	

	Plan/go on outings to museums, events
	
	
	
	
	
	
	

	Dine out
	
	
	
	
	
	
	

	Additional information

	ESCORT OR TRANSPORTATION

	Healthcare appointments
	
	
	
	
	
	
	

	Shopping or errands
	
	
	
	
	
	
	

	Scenic drives
	
	
	
	
	
	
	

	Additional Information

	AROUND THE HOME

	Laundry
	
	
	
	
	
	
	

	Linen changes
	
	
	
	
	
	
	

	Make beds
	
	
	
	
	
	
	

	Floor care
	
	
	
	
	
	
	

	Tidy up kitchen
	
	
	
	
	
	
	

	Clean bathroom
	
	
	
	
	
	
	

	Take out trash/recycling
	
	
	
	
	
	
	

	Pet care
	
	
	
	
	
	
	

	Organizing
	
	
	
	
	
	
	

	Bill paying
	
	
	
	
	
	
	

	Additional Information

	MEALS

	Meal planning
	
	
	
	
	
	
	

	Meal preparation   Breakfast - Lunch - Dinner
	
	
	
	
	
	
	

	Encourage fluids
	
	
	
	
	
	
	

	Additional Information


	Caregiver’s initials
	
	
	
	
	
	
	

	Day
	
	
	
	
	
	
	

	Date
	
	
	
	
	
	
	

	EXERCISE

	Walks
	
	
	
	
	
	
	

	Assist as prescribed by PT/Range of motion
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Additional Information



	MEDICATION ASSISTANCE


	Monitor & remind time to take meds
	
	
	
	
	
	
	

	Read labels for client
	
	
	
	
	
	
	

	Assist w/skin, eye, ear lotion or drop applications
	
	
	
	
	
	
	

	Additional Information

	APPLICANTAL HYGIENE

	Shampoo
	
	
	
	
	
	
	

	Shave
	
	
	
	
	
	
	

	Oral hygiene
	
	
	
	
	
	
	

	Hair grooming
	
	
	
	
	
	
	

	Additional Information

	BATHING

	Standby assist
	
	
	
	
	
	
	

	Assist getting in and out of shower or tub
	
	
	
	
	
	
	

	Assist client with cleaning body
	
	
	
	
	
	
	

	Assist client with toweling off
	
	
	
	
	
	
	

	Additional Information

	DRESSING

	Assist dressing or undressing
	
	
	
	
	
	
	

	Other needs
	
	
	
	
	
	
	

	Additional Information

	TOILETING

	Standby assist
	
	
	
	
	
	
	

	Assist in pulling up Depends
	
	
	
	
	
	
	

	Empty bedside commode or urinal 
	
	
	
	
	
	
	

	Other needs
	
	
	
	
	
	
	

	Additional Information

	MOVING

	Packing/ Downsizing
	
	
	
	
	
	
	

	Load/unload/transport boxes
	
	
	
	
	
	
	

	Unpack, set up new place
	
	
	
	
	
	
	

	Give client ride to new place
	
	
	
	
	
	
	



DAILY LOG OF CLIENT CARE

	Caregiver: 






Caregiver: 






Caregiver: 






Caregiver: 







	Instructions: Fill out client name and your name.  Each time you visit a client, enter your initials, day and date and check mark each activity for that visit.  The daily logs should reflect the client care plan.  

	Caregiver’s initials
	
	
	
	
	
	
	

	Day
	
	
	
	
	
	
	

	Date
	
	
	
	
	
	
	

	Safety

	Monitor for safety and fall prevention
	
	
	
	
	
	
	

	COMPANIONSHIP

	Conversation / Mental stimulation
	
	
	
	
	
	
	

	Accompany to planned activities 

(AFH or Retirement home events, church)
	
	
	
	
	
	
	

	Plan/go on outings to museums, events
	
	
	
	
	
	
	

	Dine out
	
	
	
	
	
	
	

	Additional information

	ESCORT OR TRANSPORTATION

	Healthcare appointments
	
	
	
	
	
	
	

	Shopping or errands
	
	
	
	
	
	
	

	Scenic drives
	
	
	
	
	
	
	

	Additional Information

	AROUND THE HOME

	Laundry
	
	
	
	
	
	
	

	Linen changes
	
	
	
	
	
	
	

	Make beds
	
	
	
	
	
	
	

	Floor care
	
	
	
	
	
	
	

	Tidy up kitchen
	
	
	
	
	
	
	

	Clean bathroom
	
	
	
	
	
	
	

	Take out trash/recycling
	
	
	
	
	
	
	

	Pet care
	
	
	
	
	
	
	

	Organizing
	
	
	
	
	
	
	

	Bill paying
	
	
	
	
	
	
	

	Additional Information

	MEALS

	Meal planning
	
	
	
	
	
	
	

	Meal preparation   Breakfast - Lunch - Dinner
	
	
	
	
	
	
	

	Encourage fluids
	
	
	
	
	
	
	

	Additional Information


	Caregiver’s initials
	
	
	
	
	
	
	

	Day
	
	
	
	
	
	
	

	Date
	
	
	
	
	
	
	

	EXERCISE

	Walks
	
	
	
	
	
	
	

	Assist as prescribed by PT/Range of motion
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Additional Information



	MEDICATION ASSISTANCE


	Monitor & remind time to take meds
	
	
	
	
	
	
	

	Read labels for client
	
	
	
	
	
	
	

	Assist w/skin, eye, ear lotion or drop applications
	
	
	
	
	
	
	

	Additional Information

	APPLICANTAL HYGIENE

	Shampoo
	
	
	
	
	
	
	

	Shave
	
	
	
	
	
	
	

	Oral hygiene
	
	
	
	
	
	
	

	Hair grooming
	
	
	
	
	
	
	

	Additional Information

	BATHING

	Standby assist
	
	
	
	
	
	
	

	Assist getting in and out of shower or tub
	
	
	
	
	
	
	

	Assist client with cleaning body
	
	
	
	
	
	
	

	Assist client with toweling off
	
	
	
	
	
	
	

	Additional Information

	DRESSING

	Assist dressing or undressing
	
	
	
	
	
	
	

	Other needs
	
	
	
	
	
	
	

	Additional Information

	TOILETING

	Standby assist
	
	
	
	
	
	
	

	Assist in pulling up Depends
	
	
	
	
	
	
	

	Empty bedside commode or urinal 
	
	
	
	
	
	
	

	Other needs
	
	
	
	
	
	
	

	Additional Information

	MOVING

	Packing/ Downsizing
	
	
	
	
	
	
	

	Load/unload/transport boxes
	
	
	
	
	
	
	

	Unpack, set up new place
	
	
	
	
	
	
	

	Give client ride to new place
	
	
	
	
	
	
	


AGING WELL HOME CARE, INC

EMPLOYEE AUTHORIZATION FOR DIRECT DEPOSITS

This authorizes AGING WELL HOME CARRE, INC to send credit entries electronically, or by any other commercially accepted method, to my (our) account(s) indicated below, and to other accounts I (we) identify in the future.  This authorizes the financial institution holding the Account to post all such entries.

____________________________
___________________________

account type (Checking or Savings)

ACCOUNT OWNER NAME
____________________________________


___________________________________

BANK NAME





BRANCH

_____________________________________


___________________________________

CITY






STATE

____________________________________


___________________________________

BANK ROUTING # (ABA#)



ACCOUNT #

This authorization will be in effect until AGING WELL HOME CARE, INC receives a written termination notice from myself and has a reasonable opportunity to act on it.

______________________________________


_______________________________

SIGNATURE





DATE

______________________________________









PRINTED NAME

AGING WELL HOMECARE, INC

Personal Orientation

The following have been reviewed and understood by:

____________________________________

Applicant Name (Print)

1. Time cards and pay periods

2. General Employee Policies & Procedures

3. Seniors changing appointments

4. Accident/incident report

5. Emergency procedures

________________________________________                       ______________

Applicant Name (Signature required)                                                    Date

________________________________________                       ______________

Administrative Staff (Signature required)                                               Date

AGING WELL  HOMECARE, INC

Seniors changing appointments

Problems can possibly arise when our senior clients change or cancel our visits without their families’ knowledge.  

· Often family members hire and pay us to work with their loved ones.  

· This makes them the “client”, and the “senior” the applicant receiving services.  

· Sometimes the “senior” may try to cancel their time with you, which would be contrary to what the “client” desires.  

· Most often when this happens, there is some dementia involved, and the “client” feels strongly that the “senior” really still needs to be seen by us.  

This can be a delicate situation because we always want to respect our senior’s rights.  

Whenever this situation comes up be sure to call the office (_951 966-5385__________) (preferably before you leave the building, or before the scheduled client time). The office will help you sort this out.

AGING WELL HOMECARE, INC

Incident / Accident Report

The purpose of this Incident/Accident Report is to construct the factual details of all accidents, incidents or unusual occurrences involving clients or Applicants.  It is not an admission of fault or liability.

Accidents or incidents involving life-threatening situations need to be reported immediately to Aging Well Homecare, Inc Management.  This written report is required within 24 hours of the occurrence.  Non-urgent situations require this report be submitted within 5 days of the occurrence.  

All Incident/ Accident Reports will be reviewed by Aging Well Homecare, Inc management.

	Client or Applicant affected
	Date of occurrence



	Narrative description of event



	Describe action taken



	Follow-up action needed for this incident



	Suggestions for corrective steps that could prevent future occurrences.



Incident Accident Report submitted by _______________________________________________________







Your signature



       Date

	Date Reviewed


	Aging Well Homecare, Inc Management Signature




____________ Homecare, Inc  





_/_/_





_/_/_





r-





U.S. Department of Justice and Immigration aNaturalization Service





OMB No. 1115-0136 Employment Eligibility Verification





Please read instructions before completing this form. The instructions must be available during completion of this form. ANTI-DISCRIMINATION NOTICE. It is illegal to discriminate against work eligible individuals. Companys CANNOT specify which document(s) the will accept from an Applicant. The refusal to hire an individual because of a future expiration date may also constitute illegal discrimination.





Section 1. Applicant Information and Verification. To be completed and signed by Applicant at the time employment begins





I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in connection with the completion of this form.





I attest, under penalty of perjury, that I am (check one of the following): �                A citizen or national of the United States





An alien authorized to work until





/





/





Applicant's Signature





Date (month/day/year)





Preparer and/or Translator Certification.(To be completed and signed if Section I Is prepared by a applicant other than the Applicant.) / attest, under penalty of perjury, that / have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.





    Preparees Transiator's Signature





Print Name





Address (Street Name and Number, City, State, Zip Code)





Date (month/day/year)





Section 2. Company Review and Verification. To be completed and signed by Company. Examine one document from List A OR examine one document from List B and one from List C as listed on the reverse of this form and record the title, number and expiration dale, if any, of the document(s)





OR





List B





AND





List A





List C





.





.





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











.





.





-





.





Expiration Date (if any): _/_/_



































Expiration Date (if any): _/_/_











CERTIFICATION - I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named Applicant, that the above-listed document(s) appear to be genuine and to relate to the Applicant named, that the





Applicant began employment on (month/day/year)





/





/





and that to the best of my knowledge the Applicant





is eligible to work in the United States. (State employment agencies may omit the date the Applicant began employment).





Signature of Company or Authorized Representative





Print Name





Title





Business or Organization Name �





Address (Street Name and Number, City,, State, ZIP Code)





Address





Date (month/day/year)





Section 3. Updating and Reverification. To be completed and signed by Company





A. New Name (if applicable)





B. Date of rehire (month/day/year) (if applicable)





C. If Applicant's previous grant of work authorization has expired, provide the information below for the document that establishes current employment





eligibility.





Document





#.





Expiration





Date





(if any): _/_/_





I attest, under penalty of perjury, that to the best of my knowledge, this Applicant is eligible to work In the United States, and If the Applicant presented document(s), the document(s) I have examined appear to be genuine and to relate to the Individual.





Signature of Company or Authorized Representative





Date (month/day/year)





Form 1-9 (Rev. 11-21-91) N





MANUAL CARE LOGS                            Client Name: 					__________





MANUAL CARE LOGS                                        Client Name: 					__________














