MEDICAL ASSISTANCE PERSONAL CARE PROGRAM

Allegany County Health Department
PO Box 1745

12501 Willowbrook Road

Cumberland, MD 21501-1745

PERSONAL CARE PROVIDER APPLICATION
     
Social Security #
Please Type or Print
1. Name:       
     Address:                                                       
    Street Number    Street Name

Apt. #

                                                   .
City


State
     Zip Code

Phone Number:                       County:       

2.  Education:  What is the highest grade you completed?               

3.  Please list your most recent occupations and/or any volunteer experiences you have had:


#1 Name of Employer:       

      #2 Name of Employer:           
          Date Started:       Date Ended:             Date Started:       Date Ended:       
          Specific Duties of position held:                Specific Duties of position held:       
          Reason for leaving:                                   Reason for leaving:      .
4.  If not listed in question #3, what experience or training have you had in providing care to ill or disabled people?  Briefly describe this experience or training:                                                                                                                                                                                  

5. Check all of the time(s) that you will be willing to work:  

 FORMCHECKBOX 
 Morning
 FORMCHECKBOX 
 Afternoon
   FORMCHECKBOX 
 Evening
   FORMCHECKBOX 
 Weekends    FORMCHECKBOX 
Live-In

6.  Do you have transportation available?   FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

7. Please list areas of the county you would be willing to accept patients for care services:                                                                                                                                        .
8.  Do you have any physical problems which may limit the type of activities you would be able to perform? (heavy lifting, etc.)   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

           If yes, please explain:      
     9.  Have you had any convictions other than minor traffic violations?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  

If yes, give complete details on a separate page attach to the application.

10. Please list the name, addresses and phone numbers of (2) references: (Not members of   your immediate family)  

     .




     
Name





Name

                                .


                                .                
Street #       Street



Street #       Street

                                   .

                                   .
City            State      Zip Code

City            State      Zip Code

         .




       .

.
Telephone Number



Telephone Number

11.  How did you learn about this program?                                                                           .    

.                                                                                                                                                    .
All applicants must pass a physical examination before beginning to serve as a Personal Care Provider.  A copy of a physical examination within the last six months will be acceptable.

Personal Care Employees are not employees of the Maryland State Department of Health and Mental Hygiene, or of the Allegany County Health Department, but are self-employed persons whose services are purchased by contract with the State Health Department.

____________________________________________________________________
The following information will be used by the Medical Assistance Personal Care Program for statistical purposes only.
Date of Birth:    /  /    



Sex:  FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female

Race:  
 FORMCHECKBOX 
 White

 FORMCHECKBOX 
 African-American
 FORMCHECKBOX 
 Asian



 FORMCHECKBOX 
 Alaskan Native
 FORMCHECKBOX 
 Hispanic


 FORMCHECKBOX 
 Pacific Islander



 FORMCHECKBOX 
 Other:              . 
My signature (or typed name) below indicates that I have read and understand this statement and I hereby affirm that the information given by me on this application is true and complete.

Signature:      





.   Date:      /     /       .
______________________________________________________________________
DHMH 318 (Revised:12/06)_______________________________________________ 

The State of Maryland now requires all Personal Care Providers to have a criminal background investigation.  This helps to ensure the safety of the patients to whom services are rendered.
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