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Dear Applicant:

Welcome to A Plus Health Care.  You are considering employment with an organization that has established an outstanding reputation for our high quality of services.  The credit goes to each and every one of our employees.  

Compensation and personal satisfaction gained from doing a job well are only some of the reasons people work.  Most likely, many other factors count among your reasons for working – pleasant relationships and working conditions, career development and promotion opportunities are just a few.  A Plus Health Care is committed to doing its part to assure a satisfying work experience.

Enclosed is the initial application package you requested.  Please complete the documents therein as soon as possible.  When you are ready to return your application package, please submit it to the appropriate local office at the addresses indicated below.

The following documents will be requested should you accept an offer of employment:

· A copy of your professional license and/or certification as set 

out in the job description provided to you.

· A copy of a current driver’s license (for Automobile Use Waiver)

· A copy of your Social Security Card (for payroll name verification)

· LPN’s, RN’s must provide a current CPR certification card.

· A copy of your current TB verification (valid for one year) 

or a chest x-ray (valid for five years)

· Any other valid certifications or licensure certificates.

Thank you for your interest in A Plus Health Care.  We hope to be working with you soon.

Sincerely,

Human Resources Department
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       APPLICATION FOR EMPLOYMENT

	A Plus Health Care, Inc. is an equal opportunity employer. We do not discriminate in recruitment, transfer, development, or promotion because of age, race, religion, color, national origin, ancestry, sex, or disability and with regard to public assistance, marital status, and veteran status.


	

	
	Date


	Name (Last)                                                     (First)                                            (Middle)                                    Social Security No.

	Are you under 18?     Yes         No


	For checking prior records, provide other names under which you have worked.

	
	Telephone (Area Code)


	Present Address (No. & Street)                                                    (City)                                               (State)

	(Zip)

	Business or Message Phone (Area Code)


	I am available for employment: Specify hours: What kind of position do you desire?

____Full-time ______   Part-time
	Email:
	On what date would you be available?


	What salary do you expect?    How were you referred to us?   ( Other A Plus Office ( Newspaper ( Yellow Pages ( School ( Employee ( Job Service _ Other
                                               (Indicate name of paper, employee, school, etc.)


	Are you eligible to work in the United States?   ( Yes  ( No

	Have you ever worked for or applied at A Plus Heath Care, Intrepid USA Healthcare Services or Western Medical Services before?

 ( Yes ( No   When?  __________________       Which Office? _____________________________


	Have you ever been convicted of a criminal offense?   No ( Yes ( 

If yes, give dates and explanation. (A conviction is not an automatic bar from employment.) 

The undersigned employee or prospective employee, attests, under penalty of perjury, that the undersigned has never been shown by credible evidence (e.g. a court or jury; a department investigation; or other reliable, third-party evidence) to have abused, neglected, sexually assaulted, exploited, or deprived any person or to have subjected any person to serious injury as a result of intentional or grossly negligent misconduct and understands that should a criminal background check or other credible evidence be offered to contradict the above statement,  then such dishonesty by the undersigned shall be grounds for immediate termination
                                                                                                                          _________________ Initial of applicant

	Have you ever been terminated for any reason other than lack of work or have you resigned to avoid discharge?   No ( Yes (
If so, give employer's name, date and reason for discharge. Cite all cases.
	

	Discipline:

	

	Geographic Preference:

	

	EDUCATIONAL BACKGROUND                                                                                        List names and locations of educational institutions you attended 
	Number of 

Years completed 
	Major and Minor Subjects
	Certificate or Degree or No. Of Credits
	Grade 

Average

	High School 
	
	
	
	

	College
	
	
	
	

	Post-graduate or Night School
	
	
	
	

	Other
	
	
	
	

	

	BUSINESS EXPERIENCE: Beginning with your present or last position, list the last three jobs you have held, including a summary of major duties (indicate military or voluntary experience if job related). If you have a resume, please attach to completed application.

	Name of Employer:
	Type of Business:

	Address: (Include No. & Street, City, State, Zip)

	Phone: (Include Area Code)


	Dates Employed: (mo/yr)                              From                             To
	Starting Title:
	Last Title:
	Starting Salary:
	Final Salary:

	Name of Supervisor/Title:                                                                         

	May we contact now?        
( No    ( Yes
	Reason for Leaving:

	Brief Description of Duties:



BUSINESS EXPERIENCE: (continued)

	Name of Employer:


	Type of Business:

	Address: (Include NO. & Street, City, State, Zip)


	Phone (Including Area Code)

	Date Employed (mo/yr)

From           To
	Starting Title
	Last Title
	Starting Salary:
	Final Salary:

	Name of Supervisor/Title


	May we Contact now?

____No    _____Yes


	Reason For Leaving:

	Brief Description of Duties:



	

	

	Name of Employer:


	Type of Business:

	Address: (Include NO. & Street, City, State, Zip)


	Phone (Including Area Code)

	Date Employed (mo/yr)

From           To
	Starting Title
	Last Title
	Starting Salary:
	Final Salary:

	Name of Supervisor/Title


	May we Contact now?

____No    _____Yes


	Reason For Leaving:

	Brief Description of Duties:



	

	

	Summarize Prior Experience and fill in periods of Unemployment or periods not accounted for above.




I authorize investigation of all statements contained in this application for employment and attached documents. I understand that misrepresentation or omission of facts called for herein will be sufficient cause for cancellation of consideration for employment or dismissal from a Plus’s service if I have been employed.

I agree that A Plus Health Care and my previous employers shall not be held liable in any respect if any employment offer is not tendered, is withdrawn or my employment is terminated due to false statements and answers in this application form. If I am employed, I understand that additional personal data will be required for determination of benefit eligibility and my personnel records.
"My signature reflects that I have read, understood, and have agreed to these terms and conditions. I understand that this application will be considered active for only thirty (30) days and that if I wish to be considered for employment after that time, I must submit a new application."
       I document or by any behavior, unless the President of A Plus Health Care, Inc, specifically acknowledges the change in writing.

I authorize A Plus Health Care to contact any references and conduct a customary investigation of my professional background and personal history, as well as a complete criminal background check.
I hereby release from liability all representatives of A Plus Health Care and its clients for their acts performed in good faith and without malice in connection with evaluating my application, credentials & qualifications. I hereby release from any liability all individuals and organizations who provide information to the above in good faith and without malice concerning my professional competence, ethics, character and other qualifications.
I understand that any offer of employment will be conditional upon the results of my criminal background check and that A Plus Health Care may withdraw an offer of employment once the results have been obtained. I hereby release all representatives of A Plus Health Care from any and all liability surrounding or relating to the hiring decision.
I HEREBY ACKNOWLEDGE THAT I HAVE READ THE ABOVE STATEMENT.
Signature (Acknowledgement)
Date
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AUTHORIZATION TO RELEASE INFORMATION

In connection with an application for employment, I hereby authorize and request any former employer, school law enforcement agency, and/or other person (s) having personal knowledge about me to furnish A Plus Health Care with any and all information in their possessions regarding me.

I understand and consent to A Plus Health Care inquiring about and/or obtaining any records regarding me or conducting an investigative consumer report, including, but not limited to, records regarding previous employment, personal references, education, motor vehicle records, criminal records credit history, and any data provided on this application, or during the interview process.

A Plus Health Care utilizes the OIG’s list of Excluded Individuals/Entities and the GSA List of Parties Excluded from Federal Procurement and Nonprocuerment Programs to determine if an applicant for employment or an independent contractor is “Ineligible Person” and is therefore not eligible for employment with A Plus Health Care. An “Ineligible Person” is an individual or entity who (1) is currently excluded, debarred, suspended, or otherwise ineligible to participate in the Federal healthcare programs (Medicaid, Medicare) or in federal procurement or nonprocurement programs (any other program receiving federal money); or (b) has been convicted of a criminal offense that falls with the ambit of 42 U.S.C. § 1320a-7(a), but has not yet been excluded, debarred, suspended, or otherwise declared ineligible (such as Medicare or Medicaid fraud or abuse).
By signing below, I hereby waive my right of privacy in this investigation and any and all claims which I may now have or which may arise in the future against A Plus Health Care, HUB International of Montana Limited, and/or any agents and/or employees of A Plus Health Care and HUB International of Montana Limited, in connection with their obtaining and/or use of any information obtained pursuant to this authorization, including but not limited to, any claims for defamation, libel, slander, and invasion of privacy.  In addition, I hereby authorize HUB International of Montana Limited to release all information to A Plus Health Care.
I agree that a photocopy of this authorization may be accepted with the same authority as the original.
An investigative consumer report may be generated summarizing this information. I have a right under the "Fair Credit Reporting Act" to obtain a copy of this report by providing proper identification and directing a written request to the Human Resources office.  

Have you ever been convicted of a criminal offense?   ___ YES  ___ NO

If yes, give dates and explanation:   ___________________________________________________________                                    

I hereby certify that all the statements and answers set forth on the application form and/or my resume are true and complete to the best of my knowledge, and I understand that if any statements and/or answers are found false or the information has been omitted, such false statements or omissions may be cause for rejection or termination of my employment or application. I also agree to inform my supervisor if, during my employment, I am convicted of a crime, if I lose car insurance coverage, driver's license or if I have any car accidents, fines or traffic violations. I agree to maintain a valid driver's license and liability insurance, if I use my vehicle for company business.

_______________________________________________________________________________________

Signature of Applicant/Contractor                                                                                Date   

_______________________________________________________________________________________

Applicant/Contractor’s Full Name  (PRINT)

 All Former Names (if name changed in the last 7 years)


           Date of Name Change

Name on Driver’s License   ______________________   Social Security Number _______________________       

Drivers License # and State _________________________________________________________________
Current Address___________________  City/State/Zip ___________________        Length at Address______
Please note all addresses for the past seven (7) years (continue on back of form if necessary)
Former Address___________________   City/State/Zip  ___________________        Length at Address ______
Former Address ___________________  City/State/Zip  ___________________        Length at address ______
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Applicant to Complete:
TO:      Name of Reference:_________________________________________ 

Reference Address:__________________________________________ 

City/State/Zip: _____________________________________________ 

Reference Phone Number:_________________________________________
I am applying for the position of ___________________________ with A Plus Health Care.  To assist me in securing employment, I hereby authorize you to supply A Plus Health Care with the information requested below.  In consideration of your help, I hereby waive any claim against you regarding such information.
I have told A Plus Health Care that I was employed with you from ______________to ___________________
working in the following position: ______________________________________________________________

I would appreciate your filling in the blanks below and returning this form directly to A Plus Health Care at the mailing address listed below:

__________________________________
                        Mailing

Applicant name printed                                          
          Address:

___________________________________

Applicant signature
Former Employer to Complete:
Is the above information correct?       ( YES     ( NO
Did this employee perform his/her duties satisfactorily?     ( YES   ( NO
Briefly list the duties for which they were responsible:  __________________________________________________________________________________________
If no to either of the above, please explain: ____________________________________________________________
Please rate the following:
1-Excellent; 2-Good; 3-Average; 4-Satisfactory; 5-Unsatisfactory
____Punctuality
_____Dependability                      ____Personal Appearance
____Attendance
______Honesty                             ____Cooperation
Eligible to rehire:   ⁯ YES    ⁯ NO      Reason for leaving _______________________________________________ Remarks___________________________________________________________________________________________________________________________________________________________________________________
Person Completing Reference (Print Name) ________________________________________  

Title:_______________________________ 
             Date:_________________
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Applicant to Complete:
TO:      Name of Reference:_________________________________________ 

Reference Address:__________________________________________ 

City/State/Zip: _____________________________________________ 

Reference Phone Number:_________________________________________
I am applying for the position of ___________________________ with A Plus Health Care.  To assist me in securing employment, I hereby authorize you to supply A Plus Health Care with the information requested below.  In consideration of your help, I hereby waive any claim against you regarding such information.
I have told A Plus Health Care that I was employed with you from ______________to ___________________
working in the following position: ______________________________________________________________

I would appreciate your filling in the blanks below and returning this form directly to A Plus Health Care at the mailing address listed below:

__________________________________
                        Mailing

Applicant name printed                                          
          Address:

___________________________________

Applicant signature
Former Employer to Complete:
Is the above information correct?       ( YES     ( NO
Did this employee perform his/her duties satisfactorily?     ( YES   ( NO
Briefly list the duties for which they were responsible:  __________________________________________________________________________________________
If no to either of the above, please explain: ____________________________________________________________
Please rate the following:
1-Excellent; 2-Good; 3-Average; 4-Satisfactory; 5-Unsatisfactory
____Punctuality
_____Dependability                      ____Personal Appearance
____Attendance
______Honesty                             ____Cooperation
Eligible to rehire:   ⁯ YES    ⁯ NO      Reason for leaving _______________________________________________ Remarks___________________________________________________________________________________________________________________________________________________________________________________
Person Completing Reference (Print Name) ________________________________________  

Title:_______________________________ 
             Date:_________________
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BENEFIT SUMMARY
Casual Employees
OFFICE SUPPORT:  Our A Plus Health Care office is open from 8:00 a.m. to 5:00 p.m. Monday through Friday.  After hours, there is an on-call person for staffing needs and for EMERGENCY situations.  The office number during business hours and after hours is                       or                      

BIWEEKLY PAYROLL:  The A Plus Health Care workweek is Monday through Sunday.  Time cards must be received in our office by Monday at 5 PM. Checks are mailed from the Kalispell office for a Monday pay date. Direct deposit of funds into your checking account, savings account or Chase Pay Card Plus is available.  

HOLIDAY PAY:  Holiday pay for hours worked is paid at time and one-half the base hourly rate for New Year’s Day, Memorial Day, Independence Day (4th of July), Labor Day, Thanksgiving, and Christmas Day from 12:00 pm the night prior to 12:00 am the day of the holiday.
MILEAGE REIMBURSEMENT/ TRAVEL TIME:  Mileage reimbursement and travel time is available at various rates depending on the shift scheduled.  Please ask your scheduler for more information and prior authorization before traveling.
EMPLOYEE REFERRAL BONUSES:  A Plus Health Care rewards employees for referring applicants.  This benefits our employee financially and helps to drive recruiting and sales.  An applicant referral bonus of $40.00 is paid if applicant is new to A Plus Health Care and completes 40 hours in the first 30-day period following the referral.  We believe that our best referrals come from our employees.  When you make an employee referral, please be sure to notify your scheduler, so you can receive your bonus. 
ACCIDENT & SICKNESS SUPPLEMENTAL INSURANCE:  A Plus Health Care employees who work at least 20 hours per week and who have completed 60 days of service are eligible to participate in the medical, dental, hospital, vision, short-term disability and term life insurance plans that we sponsor.  You have 30 days from your eligibility date to enroll in the programs.  Please contact the HR department in the Kalispell office for details.

MEDICAL & DENTAL INSURANCE (Health Care for Health Care Workers):  A Plus Health Care employees who work at least 28 hours per week with greater than 50% of their time in Medicaid personal assistance and/or Medicare private duty nursing services eligible for reimbursement under the Montana State HCHCW program, can participate in a comprehensive medical, dental, and vision plan at a cost of only $25 per month for the employee.  Please contact the HR department in Kalispell for details.
401(k) RETIREMENT PLAN:  Available to all employees (age 18+) on the first day of the month following 90 days of employment. Company match is 50% of first 6% of employee contribution.

VACATION:  Casual hourly employees will accrue ten (10) hours of vacation after working 468 hours within a consecutive three-month period commencing at the beginning of a calendar quarter and ending on March 31, June 30, September 30 and December 31 of each year.  Paid vacation hours are not considered to have been earned, nor are you eligible to use them until and unless 468 hours have been worked in the relevant three-month period.  Employees paid by the visit count six (6) visits as equal to one full, eight-hour day.  No more than ten (10) hours of vacation can accrue in a three-month period.  Employees may not accrue more than 40 hours of vacation; once 40 hours is accrued, it will not continue to accrue until vacation is used.

Licensed casual hourly employees (RN, LPN, MSW, PT, OT, ST) will accrue 1 hour of vacation for every 50 hours worked. Employees may not accrue more than 80 hours of vacation; once 80 hours is accrued, it will not continue to accrue until some vacation hours are used.

COSTCO MEMBERSHIPS:  We are proud to offer A Plus Health Care employees discounted memberships at Costco. Cards are available for $40.00 per year for two person accounts.  Our group discount renewal month is in November.  You may apply at any time but must renew annually in November.  Forms to sign up are available in your local office.

IMMUNIZATIONS:  Tuberculosis testing (TB) is provided in the A Plus Health Care office during office hours.  Hepatitis B antibody vaccination and testing is available upon hire at A Plus Health Care’s expense through your County Health Department.  Please request a voucher in advance of making your initial appointment.  

EDUCATIONAL OFFERINGS:  Educational in-services, educational packets, and a video library are available.  Ask about your CEU requirements for your license/certificate.  Contact the office for available topics.

WELLNESS PROGRAM:

Flu Vaccine – A Plus Health Care will reimburse each active employee up to $20 for an annual flu vaccine.

A Plus Health Care


______________________________________________________________________________
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Program


HC     SS     Other





DOB:  _______________





OIG Complete  ________





GSA Complete ________





MVR Complete ________





7 Year Background 
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Secondary Complete ___
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