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Electronic Visit Verification Correction Form 


Caregiver Name (Printed) Client Name (Printed) 


Signatures 


Client and Caregiver MUST sign below. Only full signatures with first and last name will be 
accepted.  If client is physically unable to sign full name, witness must sign their full name after 
the client’s mark.  Client's signature certifies that the services documented are accurate and true. 


Date Time In Date Time Out Client Signature Caregiver Signature 


Plan of Care 


Task ✓ Task ✓


Tub  Assist with Ambulation: W/c Walker/ Cane 


Shower  Catheter Care 


Shower w/Chair  Empty urinary bag 


Sponge bath  Empty ostomy bag 


Assist with dressing  Record Intake/Output 


Hair Care  Medication Reminder 


Shampoo  Passive ROM 


Skin Care  Meal Preparation 


Foot Care  Assist with Feeding 


Check Pressure Areas  Limit/Encourage Fluids 


Nail Care  Grocery Shopping 


Oral Care  Wash Clothes 


Clean Dentures  Equipment Care 


Assist with Elimination  Light Housekeeping: Bedroom/Bathroom/ 
Kitchen/ Change Linen 





Reason for EVV Error (Select One & Add Notes) 


Forgot to use EVV ___ 


Phone/Device not working ___ 


Schedule Change not reported to office ___ 


Notes: 


Complete and return to office within 48 hours or your pay may be delayed 


Fax: (856) 291-5079
Email: Timesheets@brooksalternative.com


Mail to: 
Brooks Alternative Agency Inc.
1242 Point Breeze Ave
Philadelphia, PA 19146








Brooks Alternative Agency Inc. 
PERSONNEL FILE REQUIREMENTS 


 
NAME: TITLE: 


ADDRESS: 


 


HOME PHONE: SSN: 


MOBILE PHONE: HIRE DATE: 


PAGER: TERMINATION DATE: 


WORK PHONE/ DOB: 
 


Pre Job Offer Requirements Received 
1. INTAKE and RESUME (IF APPLICABLE) ⃝ ⃝ 
2. APPLICATION & ACKNOWLEGEMENT ⃝ ⃝ 
3.DRIVERS LICENSE AND SOCIAL/BIRTH CERTIFICATE ⃝ ⃝ 
4. I-9  
5. eVERIFY  
6. AUTO INSURANCE (If driving clients)  
7. W-4  
8. TWO STEP PPD/CHEST XRAY ⃝ ⃝ 
9..  CRIMINAL HISTORY CHECK 


(Keep in separate secure file) 
 


10. CRIMINAL CONSENT  
11.OIG/SEX OFFENDER/CENTRAL REGISTYCONSENT  
12. OIG EXCLUSION CHECKS  
13. NATIONAL SEX OFFENDERS  
14. CHILDLINE/CARI  
15. TWO REFERENCES ⃝ ⃝ 
16. CONDTIONAL JOB OFFER 
(If all necessary papers are not provided) 


 


17. Consent to Drug Test and Drug Test Results (If 
applicable)        ⃝ ⃝ 
18. CPR CERTIFICATION  
19. FACE TO FACE  
20. MVR Consent  
21. Job Description  
22. Tuberculosis Screening Tes  
23. COVID Vaccination  
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Today’s Date:   


 
Personal Data 


 


Email Address: 
Last Name First Name  Middle  SSN 


Home Address City State    Zip 


Home Phone Cell Phone    Pager  


 


Emergency Contact Information 
Name of Emergency Contact Relation Emergency Telephone Number 


 


 


Position (Job Class) Applying for: 
 


RN LPN Sitter PCA Companion Other  Date Available:   


 


Work Experience/Skills 
Please list the number of years you have experience in each area (min 1 year exp.) and are clinically competent to work: 


 
Burn ENT Pediatrics Detox/Drug Rehab 


L & D Rehab Telemetry Post Partum 


MICU Nursery Psychiatry Orthopedics 


NICU Dialysis Stepdown Mother/Baby 


PACU Geriatric Oncology Recovery Room 


SICU Pedi ICU Neurology Operating Room 


CCU Med/Surg Open Heart Emergency Room 


Other Other Other Other 


    


 
Previous Facility Types Worked: Check All That Apply – 


 


Job Information 
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Hospital Hospice Nursing Home Rehab Private Duty Assisted Living / Residential Treatment 
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Language Skills: Other than English, please check any 
other languages you speak – 


 
Spanish French German Other:   


Check the type of assignment you are available 
for: 


 
Full-time Part-time Contract Travel 


 
 
 


Check the days of the week you are available to work: 
 


Monday Tuesday Wednesday Thursday Friday Saturday Sunday 


 


Holidays available to work:   
 
 


License Type License/Certification # State Expiration Date 


License Type License/Certification # State Expiration Date 


License Type License/Certification # State Expiration Date 


 
 


Has your professional license ever been suspended, revoked or under investigation? Yes No 
If Yes, Please explain:   


 
 


Certifications: Check all applicable certifications and enter expiration date: 
 


ACLS Expiration Date:   


BCLS Expiration Date:   


CPR Expiration Date:   


PALS   Expiration Date:   


 
Other Expiration Date:   


 
IV Expiration Date:   


NALS Expiration Date:   
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Work Experience: List all of your work experience beginning with your most recent job. You will be asked to 
explain all gaps in employment. Attach additional sheet(s) if necessary. 


 
 
 


Facility/Employer Name Date Employed 
 


From: To: 
Address Title 


City/State/Zip Country Unit 


Number of Beds in Unit:   


In Hospital: 


Name of Current Immediate Supervisor 


Describe duties and specialty areas: Telephone #: 


 
Pay Rate/Salary: Hourly   Yearly   


 
May We Contact: Yes No – If no, why? 


Reason for leaving: If this was a travel assignment, name of agency: 


Are your employment records listed under another name? 
 


No Yes - If yes, what name? 


Supervisory Experience: Yes No – How often? 


Facility/Employer Name Date Employed 
 


From: To: 
Address Title 


City/State/Zip Country Unit 


Number of Beds in Unit:   


In Hospital: 


Name of Current Immediate Supervisor 


Describe duties and specialty areas: Telephone #: 


 
Pay Rate/Salary: Hourly   Yearly   


May We Contact: Yes No – If no, why? 


Reason for leaving: If this was a travel assignment, name of agency: 


Are your employment records listed under another name? 
 


No Yes If yes, what name? 


Supervisory Experience: Yes No – How often? 
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Please list any other work-related information you think would be helpful to us in considering you for employment, such as 
specialized training, certifications, additional work experience, etc. 


 
 
 
 
 
 
 
 
 
 
 
 


Additional Information: 
 


1. Are you legally authorized to work in the USA? 
2. Have you ever been convicted of a felony? 
3. Can you pass a pre-employment drug test? 


Yes No 
Yes No 
Yes No 


4. How were you referred to Brooks Alternative Agency Inc.? 
Newspaper Trade Publication Job Fair/Open House Internet Site 
Company Employee – Name:     


 
 


 
I understand that I must report all accidents to my immediate supervisor and to Brooks Alternative Agency Inc. - - No MATTER 
HOW SLIGHT. Yes 


 
I also understand that I must wear all required personal protection equipment (PPE). Yes 
The penalty for not wearing PPE is disciplinary action, up to and including termination. 


 
 
 


 


Signature 
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ACKNOWLEDGMENT (Please read carefully and sign) 
 


In signing this application, I certify that I have read and fully understand the questions asked in this application and that all answers 
given by me are true, accurate, and complete. I also understand that the omission, concealment, or misrepresentation of any fact 
on this application or during any interview for employment may jeopardize my chances for employment and be cause for my 
immediate dismissal from employment. 


 
I give Brooks Alternative Agency Inc. permission to use any information in this application to enable it and its agents to verify the 
information contained in this application I also authorize present and former employers, educational institutions I have attended, 
credit agencies, all references, and any other persons to answer all questions asked by Brooks Alternative Agency Inc. with regard 
to any of the subjects covered by this application. I also understand that in connection with my application for employment or my 
employment, Brooks Alternative Agency Inc. may conduct a criminal background investigation and that my employment may be 
contingent on the results of such investigation. I release Brooks Alternative Agency Inc., its agents, and all affiliated entities, as well 
as any person or situation that provides any information about me, from any and all liability whatsoever resulting from any such 
investigation or the disclosure of such information. 


 
In consideration of my employment and of my being considered for employment by Brooks Alternative Agency Inc., I agree to abide 
by all rules and regulations, which I understand are subject to change at any time for any reason without prior notice. I also 
understand that if employed, I will be an employee at will and employed for no definite period of time. I understand that either 
Brooks Alternative Agency Inc. or I can terminate my employment at any time, with or without cause and with or without advance 
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notice. I further understand that no communication, whether oral or written, by any representative of Brooks Alternative Agency Inc., 
at any time, can constitute a contract of employment. No representative or agent of Brooks Alternative Agency Inc., has the 
authority to enter into any agreement for employment for any specific period of time or to make any agreement contrary to the 
foregoing. 


 
I am willing to submit to a physical examination, including the analysis for the detection of the use of unlawful drugs or substances in 
accordance with the applicable laws. If I receive an offer of employment I agree that my continued employment may be contingent 
on the results. 


 
I understand that Brooks Alternative Agency Inc. is not involved in the day-to-day supervision or decision concerning patient care or 
dentistry. This remains with the Professional as part of the Professional’s practice. The Professional fully indemnifies Brooks 
Alternative Agency Inc. against any and all liability and responsibility associated with his or her professional duties. The 
Professional maintains his or her license as required by law, professional liability coverage and other responsibilities as found under 
state prime contract law. 


 
 
I HAVE READ THE ABOVE AND FULLY UNDERSTAND IT. 


 
 
Applicant Signature   Date   








  


  


 


 


 


This consent is given in satisfaction of Public Law 18 USC 2721 et. Seq., “Federal Drivers  


Privacy Protection Act”, and is intended to constitute “written consent” as required by this  


Act.. 


Signed (applicant)_______________________________________________ 


Date:_________________________________________ 


Drivers’ License Number:___________________________________State:_________________ 


In conjunction with my potential employment at Brooks Alternative Agency, Inc


(“the company”), I ______________________________________(applicant) consent to the 


release of my Motor Vehicle Records (MVR) to the company. I understand the company will 


use these records to evaluate my suitability to fulfill driving duties that may be related to the 


position for which I am applying. I also consent to the review, evaluation, and other use of any 


MVR I may have provided to the company.


MVR RELEASE CONSENT FOR M







MVR Sheet  1/9/2003 


DRIVER RECORDS 
 


Regardless of what business you’re in,  the most deadly hazard faced by American workers is that of 
the road.  More workers are killed in vehicular accidents than by any other cause.  Since most accidents 
are the result of human error, not vehicular condition,  one of the best controls available for vehicular 
accidents, is to properly screen drivers.  One of  the best tools available for screening drivers is the 
MVR, or Motor Vehicle Record, of the driver.  This is a report,  available from the state,  listing all 
tickets, accidents, and other similar infractions for a given driver, over a set period of years (usually 3 
years, or 7 years). 
 
 
It is recommended that an MVR be obtained and reviewed prior to hiring an employee who will drive,  
and certainly before allowing that employee to drive on company business.  MVR’s should also 
be reviewed at least annually for all driving employees.  This is the only way to be certain problems have 
not come up undetected.  Drivers don’t usually come in and announce a rash of speeding tickets,  or a 
DUI.  Many employers assume they know their employees well,  and they’d know if they got a ticket.  
This isn’t the case. 
 
A criteria should be set up for the evaluation of MVR’s and should be fairly and uniformly applied to all 
drivers.  Drivers who do not meet the criteria,  or who fall below the criteria,  should not be hired for 
driving duties,  or should be removed from driving duties until it can be demonstrated that the problem is 
resolved. 
 
IN GEORGIA,  MVR’s can be obtained from: 
 


  The Department of Public Safety 
  c/o Motor Vehicle Record Unit 
  P.O. Box 1456 
  Atlanta, GA.  30301 


 
Your request must be in writing,  and should include the following: 
 


1. Subject’s Full Name,  as it appears on the drivers’ license. 
2. Subject’s Date of Birth 
3. Subject’s Driver’s License Number. 
4. Written Permission from subject driver to check MVR. 
5. Company Check or Money Order to cover costs of request(s). 
 (phone 404 656-5890 to determine current costs) 


 
If you’re in a hurry,  there are other methods for obtaining MVR’s,  including requiring job applicants 
to bring their own MVR to the interview.  Various information services, such as Validata, Equifax, and 
others, also can do “quick checks”, and fax or telephone results to you.  Relying on your auto insuror 
for MVR evaluation can backfire.  It is not uncommon for a driver to be hired,  and have a serious 
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accident,  before  the MVR results reach you.  It is also common for the paperwork to be lost,  and the 
information never reaches you.  It is acceptable to utilize your insurance agent, or auto insuror, if they 
offer the service,  to provide you with annual MVR review information for existing drivers, provided 
you are given hard copies of the MVR’s, and not just verbal information.  








* Essential Job Function 


Brooks Alternative Agency Inc. 
 
Position:   Personal Care Aide (PCA) 
 
Reports to:  HCS Supervisor 
 
Revised:  08/05/2021 
 
Job Summary: Provide supportive and personal services for the clients with consideration of dignity and 
privacy. Provide personal care and hygiene to personal assistance clients. 
 
 
Qualifications/Educational Requirements:   
 


1. Obtained a valid nurse’s license in this Commonwealth, or 
2. Demonstrated competency by passing a competency examination, or 
3. Successfully completed one of the following: 


I. A training program developed by this home care agency. 
II. A home health aide training program meeting the requirements of 42 CFR 484.36 (relating 


to the conditions of participation; home health aide services). 
III. The nurse aid certification and training program sponsored by the Department of Education 


and located at www.pde.state.pa.us. 
IV. A training program meeting the training standards imposed on the agency or registry by 


virtue of the agency’s or registry’s participation as a provider in a Medicaid Waiver or other 
publicly funded program providing home and community based services to qualifying 
consumers. 


V. Another program identified by the Department by subsequent publication in the 
Pennsylvania Bulletin or on the Department’s web site. Graduate of an accredited High 
School or equivalent preferred. 


4. Ability read, write and follow directions. 
5. Trained in first aid 
6. Work positively and favorably with clients, families, and staff. 
7. Demonstrate compassion, responsibility, and cheerful attitude. 
8. Able to demonstrate competency in all areas of training for personal care. 


 
Responsibilities/essential functions: The person in this position must be able to perform the following 
essential job functions with or without reasonable accommodations. 
 


1. Follows the instructions of the HCS Supervisor in providing personal assistance services.*                                                 
2. Provide assistance with hygiene such as bathing, oral care, and dressing.* 
3. Assist with food preparation; serve food, performs errands, light housekeeping, laundry, 


washes dishes.* 
4. Have knowledge of agency policy and procedures.* 
5. Perform and record accurate measurements (i.e. vital signs, or intake/output as instructed in 


the care plans). * 
6. Observe and report any safety hazards found in the client’s home or any significant 


observations regarding the client.* 
7. Attend staff meetings, attend/complete 12 hours of annual in-services, and participates in 


orientation of new employees. * 
8. Report client complaints to the HCS Supervisor. * 
9. Be trained in first aid.* 
10. Maintain client confidentiality/adheres to HIPAA requirements and agency policy and 


procedures manual. * 
11. Possess the ability to follow written and oral instructions. * 
12. Report abnormal findings in client’s conditions as observed and per service plan to Personal 


Care Aide Supervisor. * 







* Essential Job Function 


 
WORK ENVIRONMENT AND PHYSICAL REQUIREMENTS 
 
The work environment and physical demands described here are representative of those 
required by an employee to perform to the essential functions of this job with or without 
reasonable accommodations. 
 
Physical Elements 


• Sufficient clarity of speech and hearing or other communication capabilities, with or without 
reasonable accommodation, to enable the employee to communicate effectively;  


• Sufficient vision or other powers of observation, with or without reasonable accommodation, to 
enable the employee to review a wide variety of materials in electronic or hard copy form;  


• Sufficient manual dexterity, with or without reasonable accommodation, to enable the employee 
to operate a personal computer, telephone, and other related equipment;  


• Sufficient personal mobility and physical reflexes, with or without reasonable accommodation, to 
enable the employee to safely lift, move, or maneuver whatever may be necessary to 
successfully perform the duties of their position;  


• Sufficient personal mobility and physical reflexes, with or without reasonable accommodation, to 
enable the employee to efficiently function in a general office environment; and  


• Sufficient personal mobility and physical reflexes, with or without reasonable accommodation, to 
enable the employee to efficiently function in a general office environment, with frequent travel 
to a variety of field sites.  


Environmental Elements  
 
Employee works in an office environment sometimes with moderate noise levels, controlled temperature 
conditions and no direct exposure to hazardous physical substances. Employees may interact with upset 
staff and/or public and private representatives in interpreting and enforcing departmental policies and 
procedures. 
 
Employee will have to travel to a variety of client homes and perform in conditions that vary greatly 
depending upon the client’s home environment. Some homes will be clean, neat, and maintained at a 
comfortable temperature. Other homes may be cluttered, dirty, with an uncomfortable temperature.  
 
The above list reflects the essential functions and other job functions considered necessary of the job 
identified, and shall not be construed as a detailed description of all work requirements that may be 
inherent in the job, or assigned by supervisory personnel.  This job description is used as a guide only 
and not inclusive of responsibilities and job duties. 


 
By my signature, I acknowledge that I have read and understand this job description and its requirement 
and that I am expected to complete all duties as assigned. I understand the job functions may be altered 
from time to time. 


 
 
Employee Print: ___________________________________________Date: _________________ 
 
Employee Signature: _______________________________________Date: _________________ 
 
Administrator Signature: _____________________________________Date: _________________ 
 





		Brooks Alternative Agency Inc.

		Position:   Personal Care Aide (PCA)

		Reports to:  HCS Supervisor

		Revised:  08/05/2021

		Qualifications/Educational Requirements:

		1. Follows the instructions of the HCS Supervisor in providing personal assistance services.*

		Employee Print: ___________________________________________Date: _________________

		Employee Signature: _______________________________________Date: _________________




Brooks Alternative Agency Inc.
Performance Evaluation/Validation of Skills for PCA



Name:	_____________________________________________________________ Date of Hire: _____________
a

		*Score Key:
1 = Independent
2 = Performs with Supervision
3 = Requires Professional Development

		** Validation Method Key
DO = Direct Observation of Patient Care
WV – Written Validation
VV = Verbal Validation
SV – Simulated Validation (Observed)

		Frequency of Validation
◊ Core Skills – validated on hire and annually
* Performance Skills – validated prior to independent performance

● On Hire – validated on hire





a

		

		Self Evaluation

		Skill Validation

		Re-Validation

(Professional development as needed)



		

Skill



		Score*

		Date

		Frequency

		Score*

		Method**

		Initials

		Date

		Score*

		Method**

		Initials

		Date



		I. Infection Control

		

		

		◊

		

		

		

		

		

		

		

		



		     A. Hand washing

		

		

		◊

		

		

		

		

		

		

		

		



		     B. Personal protective equipment

		

		

		◊

		

		

		

		

		

		

		

		



		     C. Bag technique

		

		

		◊

		

		

		

		

		

		

		

		



		    D. Hazardous materials/sharps
         handling and disposal

		

		

		◊

		

		

		

		

		

		

		

		



		     E. Equipment cleaning

		

		

		●

		

		

		

		

		

		

		

		



		     F. Other

		

		

		

		

		

		

		

		

		

		

		



		II. Bathing and Bed

		

		

		●

		

		

		

		

		

		

		

		



		     A. Assist with bathing

		

		

		●

		

		

		

		

		

		

		

		



		     B. Assist with showering

		

		

		●

		

		

		

		

		

		

		

		



		     C. Shave resident with safety razor

		

		

		●

		

		

		

		

		

		

		

		



		     D. Shave resident with electric 
         razor

		

		

		●

		

		

		

		

		

		

		

		



		     E. Clean dentures

		

		

		●

		

		

		

		

		

		

		

		



		     F. Administer oral hygiene

		

		

		●

		

		

		

		

		

		

		

		



		     G. Clean/ cut toenails/foot care 
         unless contraindicated

		

		

		*

		

		

		

		

		

		

		

		



		     H. Clean/ cut File fingernails
         unless contraindicated

		

		

		*

		

		

		

		

		

		

		

		



		     I. Shampoo hair

		

		

		

		

		

		

		

		

		

		

		



		     J. Comb resident’s hair

		

		

		

		

		

		

		

		

		

		

		



		     K. Care of eye glasses

		

		

		

		

		

		

		

		

		

		

		



		    L. Make bed

		

		

		

		

		

		

		

		

		

		

		



		     M. Handle clean linen

		

		

		

		

		

		

		

		

		

		

		



		     N. Handle dirty linen

		

		

		◊

		

		

		

		

		

		

		

		



		     O. Cleanse an incontinent resident

		

		

		

		

		

		

		

		

		

		

		








Name:	_____________________________________________________________ Date of Hire: _____________

		

		Self Evaluation

		Skill Validation

		Re-Validation (Professional development as needed)



		

Skill



		Score*

		Date

		Frequency

		Score*

		Method**

		Initials

		Date

		Score*

		Method**

		Initials

		Date



		III. Movement and transfers

		

		

		

		

		

		

		

		

		

		

		



		     A. Turn client toward you

		

		

		

		

		

		

		

		

		

		

		



		     B. Turn client away from you

		

		

		

		

		

		

		

		

		

		

		



		     C. Sit on edge of bed (dangling)

		

		

		

		

		

		

		

		

		

		

		



		     D. Transfer resident from bed to     
         chair

		

		

		

		

		

		

		

		

		

		

		



		     E. Assist with Ambulation

		

		

		

		

		

		

		

		

		

		

		



		     F. Demonstrate proper use of gait 
         belt

		

		

		●

		

		

		

		

		

		

		

		



		IV. Bowel and Bladder

		

		

		

		

		

		

		

		

		

		

		



		     A. Assist to bathroom

		

		

		

		

		

		

		

		

		

		

		



		     B. Assist to toilet

		

		

		

		

		

		

		

		

		

		

		



		     C. Change adult brief

		

		

		

		

		

		

		

		

		

		

		



		V. ADLS

		

		

		

		

		

		

		

		

		

		

		



		      A. Assist with eating

		

		

		●

		

		

		

		

		

		

		

		



		      B. Assist with dressing

		

		

		

		

		

		

		

		

		

		

		



		      C. Applying Compression Socks

		

		

		●

		

		

		

		

		

		

		

		



		      D. Enc. fluids

		

		

		●

		

		

		

		

		

		

		

		



		      E. Apply lotion

		

		

		

		

		

		

		

		

		

		

		



		VI. Documentation

		

		

		

		

		

		

		

		

		

		

		



		      A. Record/report care given

		

		

		●

		

		

		

		

		

		

		

		



		VII. Emergency Reporting

		

		

		

		

		

		

		

		

		

		

		



		     A. Reporting Incidents/Emergencies

		

		

		

		

		

		

		

		

		

		

		



		      B. Reporting Changes in Condition

		

		

		

		

		

		

		

		

		

		

		





*Unless contraindicated


Competency Evaluator: ___________________________________________________ Initials: ________



Competency Evaluator: ___________________________________________________ Initials: ________
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Brooks Alternative Agency Inc.



Position:  	Personal Care Aide (PCA)



Reports to: 	HCS Supervisor



Revised: 	08/05/2021



Job Summary: Provide supportive and personal services for the clients with consideration of dignity and privacy. Provide personal care and hygiene to personal assistance clients.





Qualifications/Educational Requirements:  



1. Obtained a valid nurse’s license in this Commonwealth, or

2. Demonstrated competency by passing a competency examination, or

3. Successfully completed one of the following:

I. A training program developed by this home care agency.

II. A home health aide training program meeting the requirements of 42 CFR 484.36 (relating to the conditions of participation; home health aide services).

III. The nurse aid certification and training program sponsored by the Department of Education and located at www.pde.state.pa.us.

IV. A training program meeting the training standards imposed on the agency or registry by virtue of the agency’s or registry’s participation as a provider in a Medicaid Waiver or other publicly funded program providing home and community based services to qualifying consumers.

V. Another program identified by the Department by subsequent publication in the Pennsylvania Bulletin or on the Department’s web site. Graduate of an accredited High School or equivalent preferred.

4. Ability read, write and follow directions.

5. Trained in first aid

6. Work positively and favorably with clients, families, and staff.

7. Demonstrate compassion, responsibility, and cheerful attitude.

8. Able to demonstrate competency in all areas of training for personal care.



Responsibilities/essential functions: The person in this position must be able to perform the following essential job functions with or without reasonable accommodations.



1. Follows the instructions of the HCS Supervisor in providing personal assistance services.*                                                

2. Provide assistance with hygiene such as bathing, oral care, and dressing.*

3. Assist with food preparation; serve food, performs errands, light housekeeping, laundry, washes dishes.*

4. Have knowledge of agency policy and procedures.*

5. Perform and record accurate measurements (i.e. vital signs, or intake/output as instructed in the care plans). *

6. Observe and report any safety hazards found in the client’s home or any significant observations regarding the client.*

7. Attend staff meetings, attend/complete 12 hours of annual in-services, and participates in orientation of new employees. *

8. Report client complaints to the HCS Supervisor. *

9. Be trained in first aid.*

10. Maintain client confidentiality/adheres to HIPAA requirements and agency policy and procedures manual. *

11. Possess the ability to follow written and oral instructions. *

12. Report abnormal findings in client’s conditions as observed and per service plan to Personal Care Aide Supervisor. *




WORK ENVIRONMENT AND PHYSICAL REQUIREMENTS

The work environment and physical demands described here are representative of those required by an employee to perform to the essential functions of this job with or without reasonable accommodations.



Physical Elements

· Sufficient clarity of speech and hearing or other communication capabilities, with or without reasonable accommodation, to enable the employee to communicate effectively; 

· Sufficient vision or other powers of observation, with or without reasonable accommodation, to enable the employee to review a wide variety of materials in electronic or hard copy form; 

· Sufficient manual dexterity, with or without reasonable accommodation, to enable the employee to operate a personal computer, telephone, and other related equipment; 

· Sufficient personal mobility and physical reflexes, with or without reasonable accommodation, to enable the employee to safely lift, move, or maneuver whatever may be necessary to successfully perform the duties of their position; 

· Sufficient personal mobility and physical reflexes, with or without reasonable accommodation, to enable the employee to efficiently function in a general office environment; and 

· Sufficient personal mobility and physical reflexes, with or without reasonable accommodation, to enable the employee to efficiently function in a general office environment, with frequent travel to a variety of field sites. 

Environmental Elements 

Employee works in an office environment sometimes with moderate noise levels, controlled temperature conditions and no direct exposure to hazardous physical substances. Employees may interact with upset staff and/or public and private representatives in interpreting and enforcing departmental policies and procedures.

Employee will have to travel to a variety of client homes and perform in conditions that vary greatly depending upon the client’s home environment. Some homes will be clean, neat, and maintained at a comfortable temperature. Other homes may be cluttered, dirty, with an uncomfortable temperature. 



The above list reflects the essential functions and other job functions considered necessary of the job identified, and shall not be construed as a detailed description of all work requirements that may be inherent in the job, or assigned by supervisory personnel.  This job description is used as a guide only and not inclusive of responsibilities and job duties.



By my signature, I acknowledge that I have read and understand this job description and its requirement and that I am expected to complete all duties as assigned. I understand the job functions may be altered from time to time.





Employee Print: ___________________________________________Date: _________________



Employee Signature: _______________________________________Date: _________________



Administrator Signature: _____________________________________Date: _________________

 (
* Essential Function
)
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Brooks Alternative Agency Inc. 
 


Application 
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Today’s Date: _______________ 


 
Personal Data 


 
 
                                                                    Email Address: ______________________________________ 


Last Name                                                                     First Name                                           Middle  SSN 
 
 
 


Home Address                                                                      City                                   State                                                                            Zip    


Home Phone                                                                               Cell Phone                                                                             Pager 
 
 
 
 
Emergency Contact Information 
Name of Emergency Contact Relation Emergency Telephone Number 


 
 


 
Job Information 


 
Position (Job Class) Applying for: 
 


 RN     LPN     Sitter     PCA   Companion     Other ___________ Date Available: __________ 
 
Work Experience/Skills 
Please list the number of years you have experience in each area (min 1 year exp.) and are clinically competent to work: 
 


   Burn    ENT    Pediatrics    Detox/Drug Rehab 
 


   L & D    Rehab    Telemetry    Post Partum 
 


   MICU    Nursery    Psychiatry    Orthopedics 
 


   NICU    Dialysis    Stepdown    Mother/Baby 
 


   PACU    Geriatric    Oncology    Recovery Room 
 


   SICU    Pedi ICU    Neurology    Operating Room 
 


   CCU    Med/Surg    Open Heart    Emergency Room 
 


   Home Care 
 
________________________  


   Day Program  
 
__________________________  


   Residential Group  
 
______________________  


   Other  
 
________________________  


 
Previous Facility Types Worked:  Check All That Apply – 
 


 Hospital     Hospice     Nursing Home     Rehab     Private Duty     Assisted Living / Residential Treatment 
 
Language Skills:   Other than English, please check any 
other languages you speak – 
 


 Spanish   French    German    Other: _________ 


Check the type of assignment you are available 
for: 
 
  Full-time      Part-time       Contract          Travel 







Brooks Alternative Agency Inc. 
 


Application 
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Check the days of the week you are available to work: 
 


   Monday        Tuesday        Wednesday        Thursday        Friday        Saturday          Sunday 
 


   Holidays available to work: __________________________________________ 
 
 


License Type License/Certification # State Expiration Date 
 
 


License Type License/Certification # State Expiration Date 
 
 


License Type License/Certification # State Expiration Date 
 
 


 
 
Has your professional license ever been suspended, revoked or under investigation?      Yes             No 
If Yes, Please explain: _______________________________________________________________________________ 
 
 
Certifications:   Check all applicable certifications and enter expiration date: 
 


   ACLS Expiration Date: _______________ 
 


   BLS  Expiration Date: _______________ 
 


   IV    Expiration Date: _______________ 
 


   PALS  Expiration Date: _______________ 


 
 


     First Aide    Expiration Date: _______________ 
 


     Heartsaver Expiration Date: _______________ 
 


      NALS     Expiration Date: _______________ 
  


  Heartsaver Expiration Date: _______________   
      CPR and First Aide 


 Other Expiration Date: _______________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Work Experience:   List all of your work experience beginning with your most recent job.  You will be asked to 
explain all gaps in employment.  Attach additional sheet(s) if necessary. 
 







Brooks Alternative Agency Inc. 
 


Application 
 


3 


 


Please list any other work-related information you think would be helpful to us in considering you for employment, such as 
specialized training, certifications, additional work experience, etc. 
 


 
 
 
 
 
 
 
 
 


Facility/Employer Name Date Employed 
 
From: _________________ To: ________________ 


Address 
 
 


Title 
 


City/State/Zip                                                                Country 
 
 


Unit 
 


 
Number of Beds in Unit: _________________ 
 
In Hospital: ____________________  


Name of Current Immediate Supervisor 
 


Describe duties and specialty areas: Telephone #: 
 
 


 
Pay Rate/Salary:   Hourly ________   Yearly ___________ 


 
May We Contact:     Yes       No – If no, why? 
 


Reason for leaving: 
 
 


If this was a travel assignment, name of agency: 
 


Are your employment records listed under another name? 
 


   No        Yes - If yes, what name? 
 
 


Supervisory Experience:      Yes       No – How often? 


Facility/Employer Name Date Employed 
 
From: _________________ To: ________________ 


Address 
 
 


Title 
 


City/State/Zip                                                                Country 
 
 


Unit 
 


 
Number of Beds in Unit: _________________  
 
In Hospital: ____________________ 


Name of Current Immediate Supervisor 
 


Describe duties and specialty areas: 
 
 


Telephone #: 
 


 
Pay Rate/Salary:   Hourly ________   Yearly ___________ 


May We Contact:     Yes       No – If no, why? 
 
 


Reason for leaving: 
 
 


If this was a travel assignment, name of agency: 
 


Are your employment records listed under another name? 
 


   No        Yes     If yes, what name? 
 


Supervisory Experience:      Yes       No – How often? 







Brooks Alternative Agency Inc. 
 


Application 
 


4 


Additional Information: 
 
1. Are you legally authorized to work in the USA?    Yes        No 
2. Have you ever been convicted of a felony?      Yes        No 
3. Can you pass a pre-employment drug test?      Yes        No 
4. How were you referred to Brooks Alternative Agency Inc.? 
    Newspaper        Trade Publication        Job Fair/Open House        Internet Site 
    Company Employee – Name: ____________________________________________ 
 
 


 
I understand that I must report all accidents to my immediate supervisor and to Brooks Alternative Agency Inc. - - No MATTER 
HOW SLIGHT.     Yes 
 
I also understand that I must wear all required personal protection equipment (PPE).      Yes 
The penalty for not wearing PPE is disciplinary action, up to and including termination. 
 
___________________________________________ 
Signature 
 
ACKNOWLEDGMENT  (Please read carefully and sign) 
 
In signing this application, I certify that I have read and fully understand the questions asked in this application and that all answers 
given by me are true, accurate, and complete.  I also understand that the omission, concealment, or misrepresentation of any fact 
on this application or during any interview for employment may jeopardize my chances for employment and be cause for my 
immediate dismissal from employment. 
 
I give Brooks Alternative Agency Inc. permission to use any information in this application to enable it and its agents to verify the 
information contained in this application I also authorize present and former employers, educational institutions I have attended, 
credit agencies, all references, and any other persons to answer all questions asked by Brooks Alternative Agency Inc. with regard 
to any of the subjects covered by this application.  I also understand that in connection with my application for employment or my 
employment, Brooks Alternative Agency Inc. may conduct a criminal background investigation and that my employment may be 
contingent on the results of such investigation.  I release Brooks Alternative Agency Inc., its agents, and all affiliated entities, as well 
as any person or situation that provides any information about me, from any and all liability whatsoever resulting from any such 
investigation or the disclosure of such information.  
 
In consideration of my employment and of my being considered for employment by Brooks Alternative Agency Inc., I agree to abide 
by all rules and regulations, which I understand are subject to change at any time for any reason without prior notice.  I also 
understand that if employed, I will be an employee at will and employed for no definite period of time.  I understand that either 
Brooks Alternative Agency Inc. or I can terminate my employment at any time, with or without cause and with or without advance 
notice.  I further understand that no communication, whether oral or written, by any representative of Brooks Alternative Agency Inc., 
at any time, can constitute a contract of employment.  No representative or agent of Brooks Alternative Agency Inc., has the 
authority to enter into any agreement for employment for any specific period of time or to make any agreement contrary to the 
foregoing. 
 
I am willing to submit to a physical examination, including the analysis for the detection of the use of unlawful drugs or substances in 
accordance with the applicable laws.  If I receive an offer of employment I agree that my continued employment may be contingent 
on the results. 
 
I understand that Brooks Alternative Agency Inc. is not involved in the day-to-day supervision or decision concerning patient care or 
dentistry.  This remains with the Professional as part of the Professional’s practice.  The Professional fully indemnifies Brooks 
Alternative Agency Inc. against any and all liability and responsibility associated with his or her professional duties.  The 
Professional maintains his or her license as required by law, professional liability coverage and other responsibilities as found under 
state prime contract law. 
 
I HAVE READ THE ABOVE AND FULLY UNDERSTAND IT. 
 
 
Applicant Signature ___________________________________________________________  Date _______________________ 
 


 





		Today’s Date: _______________

		Personal Data

		                                                                    Email Address: ______________________________________

		Home Address                                                                      City                                   State                                                                            Zip   

		Home Phone                                                                               Cell Phone                                                                             Pager



		Emergency Contact Information

		Name of Emergency Contact

		Relation

		Emergency Telephone Number

		License/Certification #










CMD 02/07/2008 


Employee Direct Deposit 
Request


NAME:__________________________________  BRANCH: ______________________________________ 


Complete the required information. Allow at least 2-3 weeks for processing. For checking accounts, a copy of a voided 
check must be provided. For savings accounts, a copy of a deposit slip must be provided. 


DIRECT DEPOSIT 1 
NAME OF BANK: ________________________________________________________________________ 


ABA#:_______________________________  ACCOUNT #: ______________________________________ 


CHECKING SAVINGS 


$__________I would like to deposit:   Entire Net Pay     %____________ 


Please take an additional:  ____________________________________________________________________


ATTACH A COPY OF A VOIDED CHECK / SAVINGS DEPOSIT SLIP 


In order for this direct deposit authorization to be valid, the name of the employee must be on the voided check or deposit 
slip. A notice from the bank authorizing the employee to deposit funds into the account will be accepted. DIRECT DEPOSIT 2 
NAME OF BANK: ________________________________________________________________________ 


ABA#:_______________________________  ACCOUNT #: ______________________________________ 


CHECKING SAVINGS 


I would like to deposit:   Entire Net Pay   $__________  %____________ 


ATTACH A COPY OF A VOIDED CHECK / SAVINGS DEPOSIT SLIP 


In order for this direct deposit authorization to be valid, the name of the employee must be on the voided check or deposit slip. A notice 
from the bank authorizing the employee to deposit funds into the account will be accepted. 


I hereby authorize my employer to deposit any amounts owed me by initiating credit entries to my account at the financial 
institution(s) listed above. Further, I authorize the financial institution(s) listed above to accept and to credit any entries 
indicated by Brooks Alternative Agency Inc.to my account. In the event that Brooks Alternative Agency Inc. deposits 
funds erroneously into my account, I authorize Brooks Alternative Agency Inc. to debit my account not to exceed the 
original amount of the erroneous credit. 


This authorization is to remain in full force and effect until Brooks Alternative Agency Inc. has received written notice from 
me of its termination in such time and in such manner as to afford Brooks Alternative Agency Inc. a reasonable 
amount of time to act on it. 


Employee Signature Date 












Brooks Alternative Agency Inc. 
 


Conditional Job Offer 
 
 
On behalf of Brooks Alternative Agency Inc. you are being offered a ___________________ position to begin on  
 
_____________________________________________________. 
 
  
The offer described above is contingent upon the results of your: 
 


 Lift Assessment 
 CPR Certification 
 Hepatitis B Vaccine  
 TB Skin Test/Xray 
 Reference Check 
 Valid Drivers License (Employees who use an automobile in the course of their work will have 


the driving record checked prior to employment and must provide proof of auto insurance.) 
 
 
 
I accept/decline (please circle one) Brooks Alternative Agency Inc.’s offer of employment. I understand 
that my employment is considered “at will,” meaning that either the company or I may terminate this 
employment relationship at any time with or without cause or notice. 
 
 
 
 
______________________________   _____________ 
Applicant Signature                  Date 
 
 
____________________________________________   __________________ 
Brooks Alternative Agency Inc. Representative                     Date 
 


 








 


 


Brooks Alternative Agency Inc. 
 


 


CONFIDENTIALITY AGREEMENT  
 
It is the responsibility of all Healthcare workforce members, including employees, medical staff, and office staff to 


preserve and protect confidential patient, employee and business information. 
 
The Federal Health Insurance Portability Accountability Act (the “Privacy Rule”), govern the release of patient 


identifiable information by home health agencies and other health care providers. These laws establish protections to 


preserve the confidentiality of various medical and personal information and specify that such information may not be 


disclosed except as authorized by law or the patient or individual. 
 
Confidential Patient Care Information includes: Any individually identifiable information in possession or derived from 


a provider of health care regarding a patient's medical history, mental, or physical condition or treatment, as well as the 


patients and/or their family members records, test results, conversations, research records and financial information. 


(Note: this information is defined in the Privacy Rule as “protected health information.”) Examples include, but are not 


limited to:  
▪ Physical medical and psychiatric records including paper, photo, video, diagnostic and therapeutic reports, 


laboratory and pathology samples; 


▪ Patient insurance and billing records;  


▪ Computer and department based computerized patient data; and  


▪ Visual observation of patients receiving medical care or accessing services; and  


▪ Verbal information provided by or about a patient  


 
Confidential Employee and Business Information includes, but is not limited to, the following:  


▪ Employee home telephone number and address:  


▪ Spouse or other relative names;  


▪ Social Security number or income tax withholding records;  


▪ Information related to evaluation of performance;  


▪ Other such information obtained from the Agency records which if disclosed, would constitute unwarranted 


invasion of privacy; or  


▪ Disclosure of Confidential business information that would cause harm to Brooks Alternative Agency Inc..  


 
 
I understand and acknowledge that: 


 


1. I shall respect and maintain the confidentiality of all discussions, deliberations, patient care records and any other 


information generated in connection with individual patient care, risk management and/or peer review activities.   
2. It is my legal and ethical responsibility to protect the privacy, confidentiality and security of all medical records, 


proprietary information and other confidential information relating to Brooks Alternative Agency Inc. and its 


affiliates, including business, employment and medical information relating to our patients, members, employees 


and health care providers.  







 


 


Brooks Alternative Agency Inc. 
 


 


CONFIDENTIALITY AGREEMENT 


  
3. I shall only access or disseminate patient care information in the performance of my assigned duties and where 


required by or permitted by law, and in a manner which is consistent with officially adopted policies of Brooks 


Alternative Agency Inc., or where no officially adopted policy exists, only with the express approval of my 


supervisor or designee. I shall make no voluntary disclosure of any discussion, deliberations, patient care records 


or any other patient care, peer review or risk management information, except to persons authorized to receive it 


in the conduct of Brooks Alternative Agency Inc. affairs.  
 


4. Brooks Alternative Agency Inc. Administration performs audits and reviews patient records in order to identify 


inappropriate access.  
 


5. My user ID is recorded when I access electronic records and that I am the only one authorized to use my user ID.  


I will only access the minimum necessary information to satisfy my job role or the need of the request.  
 


6. I agree to discuss confidential information only in the work place and only for job related purposes and to not 


discuss such information outside of the work place or within hearing of other people who do not have a need to 


know about the information.  
 


7. I understand that any and all references to HIV testing, such as any clinical test or laboratory test used to identify 


HIV, a component of HIV, or antibodies or antigens to HIV, are specifically protected under law and 


unauthorized release of confidential information may make me subject to legal and/or disciplinary action.  
 


8. My obligation to safeguard patient confidentiality continues after my termination of employment with the Brooks 


Alternative Agency Inc..  
 
I hereby acknowledge that I have read and understand the foregoing information and that my signature below signifies my 


agreement to comply with the above terms. In the event of a breach or threatened breach of the Confidentiality 


Agreement, I acknowledge that the Brooks Alternative Agency Inc. may, as applicable and as it deems appropriate, pursue 


disciplinary action up to and including my termination from the Brooks Alternative Agency Inc.. 
 
Dated: ___________ Signature: _______________________________________ 


 
Print Name: _____________________________________ 


 
Department/Role: _____________________________________ 


 
 
 
 
 
 
 
 
 
 








 


Brooks Alternative Agency Inc. 
“The Alternative Home Care Agency” 


 
Consent to Photograph  


 
_______________________________________  ____________________________ 
Employee Name        Employee ID # 
 


 
 


I, _________________________________________________, a current employee of 
       (Patient)  
Brooks Alternative Agency Inc. hereby authorize staff to: 
 


1. Photograph me for identification purpose.  Yes  No 
 


 
2. Photograph me for the purpose of Marketing and Advertising (specify):      Yes      No 


______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 


 
 
 
 
 
Employee Signature: ________________________________________    Date: ____________ 


 
 


Witness Signature: ________________________Title __________   Date: ____________ 
 
 
 
 
 
 
 
 
 
 
 
 








Criminal Background Consent 
I hereby acknowledge that I have NOT been a resident of the Commonwealth of Pennsylvania for 
the past two consecutive years. 


In accordance with the Older Adults Protective Services Act, I hereby authorize the Commonwealth 
of Pennsylvania (PA Department of Aging) to conduct a federal criminal history background check 
on/for me and to review my criminal history information. 


I understand that my criminal history record information will not be released to anyone but myself 
except under court order. 


I am aware that I have the right to obtain a copy of the background check report and to challenge its 
accuracy and completeness. I am also entitled to due process in accordance with applicable 
statutes. 


I do hereby for myself, my heirs, executors, and administrators release and forever discharge the 
Department of Aging and its agents from any and all claims, actions, or causes of action which may 
arise as a consequence of the release of my criminal history information. 


I understand that the Department of Aging shall provide both me and the facility with a written 
employment determination letter. 


Payment for fingerprinting fees and submission of fingerprints shall be deemed further positive 
affirmation of my intent to have a fingerprint based federal criminal history background check 
performed as authorized above. 


 


 


 


 


 


 


 


 


Print Name: _____________________________________ Date: _____________________ 


 


Signature: _______________________________________ Witness: ____________________ 








Brooks Alternative Agency Inc. 
 


EMPLOYEE MEDICAL INFORMATION CONFIDENTIAL 
 
Name: _____________________Social Security #:       ____     DOB: __________________ 


Address: ____________________________________________________________________ 


______________________________________________________________________________ 
I hereby authorize the requested information below to be released to Brooks Alternative Agency 


Inc.. 


                                                                            
                             (Signature)            (Print Name) 


DATE OF EXAM:                     Height          Weight          Blood Pressure           Pulse          


TST Test First Test/Date:________ Read:_________ Reading:_________ mm   


TST Test Second Test/Date:_________ Read:_________ Reading:_________ mm    


If TST positive, date of chest x-ray:                                 Results:      ______         


Covid Vaccination: First Date:_________ 2nd Date:_________Booster Date:_________                       


Based on health history, physical examination, assessment, and on laboratory tests performed, this person is 
free from any health impairment that s a potential risk to the patient, or may Interfere with the performance 
of his/her duties including the habituation or addiction to depressants, stimulants, narcotics, alcohol or other 
drugs or substance which may after the Individuals behaviour. 


I have examined the above named Individual and determined that he/she Is health to be adequate for work 
In the healthcare field. 


 


Physician/Nurse Signature:  __ Date:    


Physician Name:    
 
                                                 (Print Name) 


Address: ____________________________________    


                                                            


City/State/ZIP: ___________________________                                                       


 
 








Brooks Alternative Agency Inc. 
 
 


EMPLOYEE 
INFORMATION FORM 


 


 
 
 


 
Employee Name 
 


 


 
Employment Status and Title 
 


 


 
Social Security Number 
 


 


 
Date of Birth 
 


 


 
Hire Date 
 


 


 
Telephone Number 


 
Home:     _____________________________ 
 
Cell:        _____________________________ 
 
Pager:     _____________________________ 
 


 
Home Address 


 
 
 
 


 
Rate of Pay 


 
 
 


 
Emergency Contact 


 
 
 
 
 
 








Consent for Employers to Check Child Abuse (Childline), National Abuse 
Registry, Everify and OIG Exclusion Database 


Employee Last Name: ___________________________________ First Name: _________________________ 


Date of Birth:  _ Last Four (4) Digits of Social Security Number:   _ 


Agency/Facility Name:   


In accordance with 28 Pa. Code § 611.54, provisional hiring, I understand that providing my employer/prospective employer 
with the above information is for the purpose of my employer/prospective employer conducting a check of my name/identity 
against the OIG exclusion database, E-Verify, PA Department of Health Child Abuse (Childline) Registry as per 
Register as the perpetrator of a founded or indicated report of child abuse as defined in 55 Pa. Code § 3490.4 
(relating to definitions)., Statewide Central Registry, National Abuse Registry and OIG Exclusion Database for the 
purpose of working at Brooks Alternative Agency Inc.  


I understand that while I am awaiting the results of these checks, I may not work unsupervised with individuals. If the 
information obtained from the criminal history report or ChildLine verification, or both, reveals that the individual is 
disqualified from employment or referral under § 611.52 (relating to criminal background checks) or under § 611.53 (relating 
to child abuse clearance), the individual shall be terminated by the home care agency or removed from the home care 
registry's roster immediately. If the individual fails to provide the ChildLine verification or criminal history report, or both, 
within the time period permitted for provisional hire, the individual shall be terminated by the home care agency or removed 
from the home care registry's roster immediately. In addition to the Childline verification and Criminal Background Checks, 
National Abuse Registry and OIG Exclusion Searches will be done as conditions of employment.  


By signing this agreement, I attest that the information I have provided above is factual and correct, and I can be terminated 
from employment/volunteering for failure to provide accurate information. 


I further attest that I am currently not on any registry or offenders list. I understand that if my name appears on any of these 
registries, I may not be employed directly or indirectly, by Brooks Alternative Agency Inc.  to work with individuals at Brooks 
Alternative Agency Inc. 


I further understand that I am required to cooperate with investigations conducted by the Department of Health or its 
designee(s). I have read and understand the above and hereby give my consent for my name to be checked against the 
Department of Human Services, Central Registry of Offenders, Childline, and National Abuse Registry, and State-Wide 
Registry. 


_ 
Employee/Prospective Employee/Volunteer Name (please print) Signature Date 


This document should be maintained in the employee’s personnel file. Do not return to DHS. 


Employer/Provider Agency Use Only 
The above named individual has been checked against the Check Child Abuse (Childline), Everify, National Abuse 
Registry, State-Wide Central Registry 


Listed on Registry Registry Check Performed By: _  Date: _ Yes No 





		This document should be maintained in the employee’s personnel file. Do not return to DHS.






Form  W-4
Department of the Treasury  
Internal Revenue Service 


Employee’s Withholding Certificate
▶ Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay. 


▶ Give Form W-4 to your employer. 
▶ Your withholding is subject to review by the IRS.


OMB No. 1545-0074


2022
Step 1: 
Enter 
Personal 
Information


(a)   First name and middle initial Last name


Address 


City or town, state, and ZIP code


(b)   Social security number


▶ Does your name match the 
name on your social security 
card? If not, to ensure you get 
credit for your earnings, contact 
SSA at 800-772-1213 or go to 
www.ssa.gov.


(c) Single or Married filing separately


Married filing jointly or Qualifying widow(er)


Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)


Complete Steps 2–4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can 
claim exemption from withholding, when to use the estimator at www.irs.gov/W4App, and privacy.


Step 2: 
Multiple Jobs 
or Spouse 
Works


Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse 
also works. The correct amount of withholding depends on income earned from all of these jobs.


Do only one of the following.
(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3–4); or 
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate 


withholding; or 
(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This 


option is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . .  ▶


TIP: To be accurate, submit a 2022 Form W-4 for all other jobs. If you (or your spouse) have self-employment 
income, including as an independent contractor, use the estimator.


Complete Steps 3–4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will 
be most accurate if you complete Steps 3–4(b) on the Form W-4 for the highest paying job.)


Step 3: 


Claim 
Dependents 


If your total income will be $200,000 or less ($400,000 or less if married filing jointly): 


Multiply the number of qualifying children under age 17 by $2,000 ▶ $


Multiply the number of other dependents by $500 . . . .   ▶ $


Add the amounts above and enter the total here . . . . . . . . . . . . . 3 $


Step 4 
(optional): 


Other  
Adjustments


(a) 
 


Other income (not from jobs). If you want tax withheld for other income you 
expect this year that won’t have withholding, enter the amount of other income here. 
This may include interest, dividends, and retirement income . . . . . . . . 4(a) $


(b) 
 


Deductions. If you expect to claim deductions other than the standard deduction and 
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter 
the result here . . . . . . . . . . . . . . . . . . . . . . . 4(b) $


(c) Extra withholding. Enter any additional tax you want withheld each pay period . . 4(c) $


Step 5: 


Sign 
Here


Under penalties of perjury, I declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.


▲


Employee’s signature (This form is not valid unless you sign it.)


▲


Date 


Employers 
Only


Employer’s name and address First date of 
employment


Employer identification 
number (EIN)


For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2022) 
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Form W-4 (2022) Page 3


Step 2(b)—Multiple Jobs Worksheet  (Keep for your records.)


If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE 
Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest paying job.


Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional 
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.


1 
 
 


Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter 
that value on line 1. Then, skip to line 3 . . . . . . . . . . . . . . . . . . . . . 1 $


2 Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and 
2c below. Otherwise, skip to line 3.


a 
 
 


Find the amount from the appropriate table on page 4 using the annual wages from the highest 
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries 
and enter that value on line 2a . . . . . . . . . . . . . . . . . . . . . . . 2a $


b 
 
 


Add the annual wages of the two highest paying jobs from line 2a together and use the total as the 
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower 
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount 
on line 2b . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2b $


c Add the amounts from lines 2a and 2b and enter the result on line 2c . . . . . . . . . . 2c $


3 Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . . . 3


4 
 


Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (along with any other additional
amount you want withheld) . . . . . . . . . . . . . . . . . . . . . . . . . 4 $


Step 4(b)—Deductions Worksheet  (Keep for your records.)


1 
 


Enter an estimate of your 2022 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to 
$10,000), and medical expenses in excess of 7.5% of your income . . . . . . . . . . . . 1 $


2 Enter: { • $25,900 if you’re married filing jointly or qualifying widow(er)
• $19,400 if you’re head of household
• $12,950 if you’re single or married filing separately


} . . . . . . . . 2 $


3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater 
than line 1, enter “-0-” . . . . . . . . . . . . . . . . . . . . . . . . . . 3 $


4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other 
adjustments (from Part II of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 $


5 Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 . . . . . . . . . . . 5 $


Privacy Act and Paperwork Reduction Act Notice. We ask for the information 
on this form to carry out the Internal Revenue laws of the United States. Internal 
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to 
provide this information; your employer uses it to determine your federal income 
tax withholding. Failure to provide a properly completed form will result in your 
being treated as a single person with no other entries on the form; providing 
fraudulent information may subject you to penalties. Routine uses of this 
information include giving it to the Department of Justice for civil and criminal 
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and 
possessions for use in administering their tax laws; and to the Department of 
Health and Human Services for use in the National Directory of New Hires. We 
may also disclose this information to other countries under a tax treaty, to federal 
and state agencies to enforce federal nontax criminal laws, or to federal law 
enforcement and intelligence agencies to combat terrorism.


You are not required to provide the information requested on a form that is 
subject to the Paperwork Reduction Act unless the form displays a valid OMB 
control number. Books or records relating to a form or its instructions must be 
retained as long as their contents may become material in the administration of 
any Internal Revenue law. Generally, tax returns and return information are 
confidential, as required by Code section 6103. 


The average time and expenses required to complete and file this form will vary 
depending on individual circumstances. For estimated averages, see the 
instructions for your income tax return.


If you have suggestions for making this form simpler, we would be happy to hear 
from you. See the instructions for your income tax return.
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Brooks Alternative Agency Inc. 
 


Tuberculosis Education/Questionnaire 
 


The CDC has changed the requirements if a Health Care Worker (HCW) is exposed to TB. They 
now require a Tuberculin Skin Test (TST) be placed once exposure is confirmed and then again 
in 8-12 weeks. Having a “current” TST does not exclude a HCW from this requirement. 
 
Please read over these facts about TB 


• Tuberculosis (TB) is a disease which usually affects the lungs. It is spread from person to 
person through the airborne route when a person who has active disease coughs, sneezes 
or speaks.  


• TB is caused by a bacterium called Mycobacterium Tuberculosis. If not treated properly 
TB can be fatal. Symptoms of TB include feeling of weakness, weight loss, fever, night 
sweats, chest pain, and coughing up blood.  


• To prevent the spread of TB, HCW’s caring for patients with TB need use appropriate 
respiratory protection (N95 particulate respirator). Transmission of TB has been 
associated with close contact of infectious patients by HCW’s during cough-inducing 
procedures, like a bronchoscopy.  


• Not everyone infected with TB becomes sick. There are 2 different TB related conditions; 
latent TB and active TB disease. People with latent TB have the TB germs in their bodies 
but are not sick because the germs are not active. They do not have symptoms of TB and 
cannot spread the germs to others although they may develop TB in the future. People 
with active TB are sick from the germs that are active. They usually have symptoms of 
TB and are capable of spreading the germs to others. People with active TB can be 
prescribed medication to help treat the disease.  


• TB can be treated with medication. People taking medication for TB need to take the 
medication exactly as they are instructed. People who do not take the medication as 
prescribed or who stop the medication too soon may become sick again, and the germs 
that are still present in them may become resistant to the medication and more difficult to 
treat.  


• People who are most likely to get sick from TB are; people with HIV, people who inject 
illegal drugs, babies/young children, the elderly, people who were not treated correctly 
for TB in the past, and people with certain chronic medical conditions.  


• Patients with suspected or confirmed TB need to be placed in private rooms with negative 
airflow or HEPA filter units, on Airborne Precautions, and with the door closed.  


 
Employee Signature: __________________________________Date: ____________________ 
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Brooks Alternative Agency Inc. 


Tuberculosis Education/Questionnaire 


Please check Yes or No if you have a NEW onset of the following symptoms and return this 
form to the Employee Health Department. Additional screening may be necessary depending on 
your symptoms.  


Symptom Description Yes No 
Fatigue, malaise 
Unexplained weight loss 
Anorexia, loss of appetite 
Fever 
Night Sweats 
Productive cough lasting more than 2 weeks 
Spitting up blood 
Chest pain 
Have a disease or taken medication which affects your immune system. 
Have you been out of the country? 
Have you been exposed to a known exposure? 


If yes, please explain: 
_______________________________________________________________________ 


_______________________________________________________________________ 


I understand that if I develop any of these symptoms or believe that I was in contact with a 
patient who has TB, I should call Administrator immediately. If I have any questions, I can call 
the Administrator at 800-282-2208.  


I declare that my answers and statements are correctly recorded, complete, and true to the best of 
my knowledge.  


Employee Signature: _____________________________   Date: _____________ 


Administrator Signature: __________________________   Date: _____________ 





