


CDPAP
Personal Assistant Application

All forms and requested information must be completed before employment
can be authorized. Authorization must come from South Shore Home
Health Services, Inc. Below is a directory assistance to help you with this
process. Please call (631) 567-6555 or 1-800-404-9060.

Application completion requirements/questions
Personnel Ext. 10

Program Questions
Jackie Datkun ext. 16

Benefits/health insurance
Eileen Gerard ext.14

Payroll
Edwin Lino ext. 30

PA application cover page



SOUTH SHORE HOME HEALTH SERVICES, INC.
CONSUMER DIRECTED PERSONAL ATTENDANT PROGRAM

PRINT ALL DATA BELOW

NAME: HOURS
Last First S.S # AVAILABLE
Days a
Street Address City/Town State Zip Nights a
Live-In d
Home Phone Cell Phone Mon
Tues
EDUCATION Wed
Thurs
High School: Name and City grlt
a
Sun
College
PROFESSIONAL TRAINING
Name of School City & State | Date of Year of Cert/Degree
Entrance Graduation

SKILLS CHECKLIST

Home Care O Denture Care O Non-Sterile Dressing O Orthopedics d
Special Diets O Range of Motion O Vital Sign O Diabetes a
Kosher Cooking O Transfer Techniques O Urine Testing O Patient Teaching a
Household Maintenance O Hoyer Lift O Geriatrics O Other:

Laundry O Foyer Lift O Child Care a

Bed Bath O Ostomy Care O Newborn a

TRANSPORTATION - Convenient Transportation to Assignment

Bus/Train Car? Yes O No O Routes:

Valid Licenses: Yes O No O

*Do you give permission for a criminal screen to be conducted by the consumer? Yes 0 No O
*I have received the personal assistant handbook and understand the policies and procedures of
South Shore Home Health Services, Inc. Yes O No O

SIGNATURE: DATE:




Responsibilities of the Personal Assistant

The Consumer Directed Personal Assistance Program (CDPAP) is designed to maximize
the independence and authority of people with disabilities to manage their own lives and
to facilitate their full inclusion in the community. As a Personal Assistant (PA), you are a
key element in making this goal a reality. By accepting this position, you are agreeing to
accept training and supervision at the direction of the consumer (or administrator), within
the unique framework of the Consumer Directed Personal Assistance Program.

In the Consumer’s Manual, which is located in the consumer’s home, you can find some
educational material that may also be helpful. The personal assistant handbook contains
information on holidays, benefits and the corporate compliance policy of South Shore
Home Health Services, Inc.

As a PA you are responsible for all personal care tasks assigned to you by the consumer
(or administrator). If at anytime you feel uncomfortable about doing something or feel
that it may not be “right”, talk to your consumer and tell them how you feel. If you still
are not comfortable or have questions, please call South Shore Home Health and speak
with Jackie Datkun, CDPAP coordinator at ext. 16.

The CDPAP is a Medicaid waivered program. When you submit a time slip, you are
billing NYS Department of Health for the hours that you work. New York State
regulations mandate that your time slips reflect the exact hours worked and that the work
you do is for the consumer only. Time slips MUST be signed by YOU and the
CONSUMER daily. You are not allowed to be paid if the consumer is in the hospital.
Please report your consumer’s hospitalizations to Shore Home Health Services, Inc.

I understand that failure to accurately complete the time slip may be construed as
fraudulent and may result in disciplinary action.

Personal Assistant Signature Date

Print name

Public/CDPAP/Responsibilities of the personal assistant



Employment Eligibility Verification
All applicants must present original identity and employment eligibility in person to one
of our 4 offices. No exceptions will be made. Please see list of acceptable documents
listed on the back of the I-9 included in the application. Any questions please contact
personnel at (631) 567-6555 ext. 24.
Thank You,

Eileen Gerard
Human Resources Director

CDPAP Word //Employment Eligibility verification notice



Personal Assistant Transportation
(sign one)

I will provide South Shore Home Health Services, Inc. with my drivers license and
insurance card in order to transport my patient in my car and/or the patient’s car.

personal assistant signature Date

OR

I will not be transporting my patient in my car and/or my patient’s car.

personal assistant signature Date

PA transportation waiver



PHYSICAL EXAM

NAME: D.O.B.

ADDRESS:
Street Address City, State Zip Code

Medical History:

Family History:

Social Habits: Alcohol Tobacco Drugs
History of Substance Abuse:

Physical Findings:

Height: Weight:
Heart: Lungs: Abdomen:
Blood Pressure: Pulse: Respiration:

Laboratory findings. *Office must have a copy of the actual Labhoratory
Results.
Rubella Titre: Date: Attach copy lab of Results*:

If results are NEGATIVE, Vaccination is MANDATORY. Vaccination Date 1:
Vaccination Date 2:

Rubeola Titre: Date: Attach copy lab of Results*:

If results are NEGATIVE, Vaccination is MANDATORY. Vaccination Date 1:
Vaccination Date 2:

PPD: Date Given:
Date Read: Reactive: Non-Reactive:

If PPD is Positive: Attach CHEST X-RAY REPORT Date: Results:

The above named is free from health impairments which are of potential risk to patients,
families or other employees or which might interfere with the performance of his/her duties
and is able to work with no restrictions. If no, please explain

Examiner’s Signature Examiner’s Name Printed Date
Examiner’s Telephone No.:

physical.doc



TWO STEP MANTOUX AGREEMENT

Dear Health Care Provider:

The State Department of Health requires all Home Health
Agencies to provide tuberculosis screening for all employees. The
initial screening program consists of two-mantoux tuberculin skin
tests administered within a one to three week period, and/or a chest
x-ray. The skin test must be read within 48-72 hours after being
given.

Two step mantoux agree



South Shore Home Health Services, Inc.

I, , give my permission for South
Shore Home Health Services, Inc. to administer a PPD test.
To my knowledge:

* [ have never had tuberculosis.
* I have never had a reaction to this test (blistering, ulceration).
e Jam NOT pregnant at this time.

**There will be a $15.00 charge to obtain a copy of the PPD.

Signature Date

Product Name:
PPD dose: Lot #: Exp. Date:

Date given: By:
Site Planted: left forearm right forearm

Reaction:
Positive (mm): Negative:
Date Read: By:

Comments:

ppd form 1
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