
JOB APPLICATION INSTRUCTIONS 

To be considered for employment with Village Senior Care, applicants must first complete and 
submit a full application package which includes all completed forms with required 
signatures.  Please download the application package and either type your answers or 
print the forms out and complete them in pen. Then print and sign the forms and scan 
them back into a digital format.  The completed digital file may then be submitted on the Careers 
or Employment tab of our facility's website.

• To be acted upon, the application package must include the following forms:
1. Application for Employment
2. Consent & Authorization for Background Check
3. Consent & Authorization for Release of Information
4. Consent & Authorization to Drug Screening
5. Consent & Authorization for DPS Computerized Criminal History Verification

• You may include a resume with your submission if you have one prepared; however, all
required forms in the application package must also be completed and submitted.

• In addition to the application package there are three notices (four pages) for your review and
consideration.  Please review this documentation; however, you do not need to include these
notices with your application package submission.



APPLICATION FOR EMPLOYMENT 

Retain in General Personnel Folder 

Applicant Information 

Full Name: Today’s Date:  
Last First M.I.

Address: 
Street Address Apartment/Unit # 

City State ZIP Code 

Phone:  Email Address:  

Date Available to start:   Social Security No.:   Required Salary:  

Position Applied for:  

Are you authorized to work in the U.S.? 
YES NO 

 
What type of employment are you seeking? 

Full 
Time 

 

Part 
Time 

 
PRN 

 
 
   What are your preferred shifts?  

Day 
 

Evening
 

Night
 

Do you understand the essential functions and physical requirements of the job you are applying for? 
YES NO 

Are you able to perform the essential functions and physical requirements of the job with or without 
reasonable accommodation? 

YES NO 

If an accommodation is necessary, describe:  

If the position involves operating a motor vehicle, do you have a valid operator’s license? 
YES NO 

If yes, please provide the state and license number:  

Have you ever had an operator’s license revoked or suspended? 
YES NO 

Education 
High School: Address:  

From:  To:  Did you graduate? 
YES NO 

College:  Address:  

From: To:  Did you graduate? 
YES NO 

Degree:  

Other: Address:  

From: To:  Did you graduate? 
YES NO 

Degree:  

What certifications and/or licenses do you currently hold? 

Type   Number  Type  Number 

Type   Number  Type  Number 



APPLICATION FOR EMPLOYMENT 

Retain in General Personnel Folder 

Previous Employment 
List below current and previous employers for the past seven years.  You my use additional pages, if needed.  Failure to 
disclose current and previous employment may result in the denial or termination of employment. 

Company 1: Phone:  

Address: Supervisor:  

Job Title: Starting Salary:  Ending Salary:  

From:  To:  Reason for Leaving:  

May we contact your current supervisor for a reference? 
YES NO 

Company 2: Phone:  

Address: Supervisor:  

Job Title: Starting Salary:  Ending Salary:  

From:  To:  Reason for Leaving:  

May we contact your previous supervisor for a reference? 
YES NO 

Company 3: Phone:  

Address: Supervisor:  

Job Title: Starting Salary:  Ending Salary:  

From:  To:  Reason for Leaving:  

May we contact your previous supervisor for a reference? 
YES NO 

Company 4: Phone:  

Address: Supervisor:  

Job Title: Starting Salary:  Ending Salary:  

From:  To:  Reason for Leaving:  

May we contact your previous supervisor for a reference? 
YES NO 

Company 5: Phone:  

Address: Supervisor:  

Job Title: Starting Salary:  Ending Salary:  

From:  To:  Reason for Leaving:  

May we contact your previous supervisor for a reference? 
YES NO 

Have you ever been discharged or terminated from employment or been asked to resign? 
YES NO 

If yes, explain:  



APPLICATION FOR EMPLOYMENT 

Retain in General Personnel Folder 

Military Service 
Branch: From:  To:  

Rank at Discharge: Type of Discharge:  

If other than honorable, explain: 

Disclaimer and Signature 
I certify that my answers are true and complete to the best of my knowledge. 

If this application leads to employment, I understand that false or misleading information in my application, my 
resume, or my interview may result in my release. 

Signature: Date:  

The company is an Equal Opportunity Employer and does not discriminate with respect to any 
employment decision on the basis of race, sex, religion, national origin, age, disability, veteran 
status or any category protected by law. 

In compliance with federal law, all persons hired are required to verify both their identity and 
their eligibility to work in the United States.  All new employees will be required to compete IRS 
Form I-9 on their first day of employment, including the submission of all documentation and 
forms of identification required by the form.  This company will not sponsor any applicants for 
work visas to include H-1B or other forms of employment-based immigration. 



CONSENT & AUTHORIZATION FOR BACKGROUND CHECK 

I, hereby authorize Village Senior Care, LLC (the Company) and/or any of its operating 
company affiliates to investigate my background and qualifications for purposes of evaluating 
whether I am qualified for the position for which I am applying. I understand the Company   may 
utilize an outside firm or firms to assist it in checking such information, and I specifically 
authorize such an investigation by information services and outside entities of the company's 
choice. I also understand that I may withhold my permission and that in such a case, no 
investigation will be done, and my application for employment will not be processed further. 

Signature of Employee Date 

Employee's Name - Printed 



Retain in General Personnel Folder 

CONSENT & AUTHORIZATION FOR RELEASE OF INFORMATION 

I hereby authorize Village Senior Care, LLC (the Company) and/or any of its operating company affiliates and 
any of its agents designated Facility Personnel to disclose orally and in writing the results of this verification 
process and/or interview the designated authorized representative of this Facility. 

The Texas Legislature mandates that each licensed and unlicensed employee must be checked through the Employee 
Misconduct Registry and the Certified Nurse Aide Registry.  These registries list persons having abused, neglected, 
exploited, or misappropriated resident or consumer property.  If your name is listed on either registry you may not be 
employed at this Facility. 

I have read and understand this release and consent, and I authorize the background verification.  I also understand that 
this check will be done on an at least annual basis going forward.  I authorize persons, schools, current and former 
employers, personal references and other organizations and agencies to provide the Facility with all information that 
may be requested, and to conduct a verification as deemed necessary by the Facility to fulfill the job requirements with 
regards to my motor vehicle records, to receive any criminal history record, information pertaining to me which may be 
in the files of any Federal, State, or Local criminal justice agency in any State.  I hereby release all persons and 
agencies providing such information from any and all claims and damages connected with their release of any 
requested information.  I agree that any copy of this document is as valid as the original.  All results will be proprietary 
and will be kept confidential and disclosed orally and in writing only to the designated authorized representatives of the 
Facility and its agents.  I understand that criminal history information obtained indicating evidence of criminal activity will 
be grounds for immediate termination of employment with the Facility. 

I do hereby agree to forever release, discharge, and indemnify the Facility and its agents to the full extent permitted by 
law from any claims, damages, losses, liabilities, costs, and expenses or any other charge or complaint filed with any 
agency arising from the retrieving and reporting of this information. 

Name: 

Signature: 

Social Security Number: 

Date of Birth: 

Maiden Name, if applicable: 

Current Address: 

Country: 

Length of Residence at 
Current Address: 

Driver’s License Number: 

State Issuing 
Driver's License: 

Any Additional Comments: 



CONSENT & AUTHORIZATION TO DRUG SCREENING 
Job Applicant and Employee 

I hereby agree, upon a request made under the drug/alcohol testing policy of Village Senior Care, LLC (the 
Company) and/or any of its operating company affiliates to submit to a drug or alcohol test and to 
furnish a sample of my urine, breath, and/or blood for analysis.  I understand and agree that if I at any time 
refuse to submit to a drug or alcohol test under company policy, or if I otherwise fail to cooperate 
with the testing procedures, I will be subject to immediate termination.  I further authorize and give full 
permission to have the Company and/or its company physician send the specimen or specimens so 
collected to a laboratory for a screening test for the presence of any prohibited substances under the 
policy, and for the laboratory or other testing facility to release any and all documentation relating to 
such test to the Company and/or to any governmental entity involved in a legal proceeding or 
investigation connected with the test.  Finally, I authorize the Company to disclose any documentation 
relating to such test to any governmental entity involved in a legal proceeding or investigation 
connected with the test. 

I understand that only duly-authorized Company officers, employees, and agents will have access 
to information furnished or obtained in connection with the test; that they will maintain and protect 
the confidentiality of such information to the greatest extent possible; and that they will share such 
information only to the extent necessary to make employment decisions and to respond to inquiries or 
notices from government entities. 

I will hold harmless the Company, its company physician, and any testing laboratory the Company might 
use, meaning that I will not sue or hold responsible such parties for any alleged harm to me that might result 
from such testing, including loss of employment or any other kind of adverse job action that might arise as a 
result of the drug or alcohol test, even if a Company or laboratory representative makes an error in the 
administration or analysis of the test or the reporting of the results. I will further hold harmless the Company, 
its company physician, and any testing laboratory the Company might use for any alleged harm to me 
that might result from the release or use of information or documentation relating to the drug or alcohol 
test, as long as the release or use of the information is within the scope of this policy and the procedures 
as explained in the paragraph above. 

This policy and authorization have been explained to me in a language I understand, and I have been 
told that if I have any questions about the test or the policy, they will be answered. 

I UNDERSTAND THAT THE COMPANY WILL REQUIRE A DRUG SCREEN AND/OR ALCOHOL TEST 
UNDER THIS POLICY WHENEVER I AM INVOLVED IN AN ON-THE-JOB ACCIDENT OR INJURY 
UNDER CIRCUMSTANCES THAT SUGGEST POSSIBLE INVOLVEMENT OR INFLUENCE OF 
DRUGS OR ALCOHOL IN THE ACCIDENT OR INJURY EVENT, AND I AGREE TO SUBMIT TO ANY 
SUCH TEST. 

Name:   Date:  

Signature: 





ELDER JUSTICE ACT 
NOTICE TO ALL EMPLOYEES 

IF YOU HAVE REASONABLE SUSPICION THAT A CRIME HAS OCCURRED AGAINST A RESIDENT OR 
PERSON RECEIVING CARE AT THIS FACILITY, FEDERAL LAW REQUIRES THAT YOU REPORT YOUR 

SUSPICION DIRECTLY TO BOTH LAW ENFORCEMENT AND THE STATE SURVEY AGENCY 

If you believe the crime involves serious bodily injury including criminal sexual abuse to the resident, you must 
report it immediately, but no later than 2 hours after forming the suspicion. 

OR 
If the crime does not appear to cause serious bodily injury to the resident you must report it within 24 hours 
after forming the suspicion. 

WHO MUST REPORT 
• Individuals who must comply with this law are: owner(s), operators, employees, managers, agents or contractors of

this Long Term Care (“LTC”) facility. This law applies to the above individuals associated with nursing facilities,
skilled nursing facilities, hospices that provide services in LTC facilities, and Intermediate Care Facilities for the
Mentally Retarded (ICFs/MR).

PENALTIES FOR NOT REPORTING 
• Individuals who fail to report are subject to a civil monetary penalty of up to $300,000 and possible exclusion

from participation in any Federal health care program as an “excluded individual.”

NO PENALTIES FOR REPORTING 
• An LTC facility cannot punish or retaliate against you for lawfully reporting a crime under this law.  Examples of

punishment or retaliation include: firing/discharge, demotion, threatening these actions, harassment, and denial of a
promotion or any other employment-related benefit or any discrimination against an employee in the terms and
conditions of employment. In addition, a facility may not file a complaint or a report against a nurse or other
licensed individual or employee with the state professional disciplinary agencies because the individual lawfully
reports the suspicion of a crime.

• Employees can file a complaint with the state survey agency against the facility if there is retaliation for reporting,
causing a report to be made, or for taking steps in furtherance of making a report of a reasonable suspicion of a
crime to the appropriate authorities.

HOW DO I REPORT 
• Individuals reporting suspicion of a crime must call, fax, or email both local law enforcement and the state survey

agency.
• Multiple individuals can report a suspicion of a crime jointly and will be considered in compliance with the law.

However, an individual may report the suspicion separately if he/she choses to do so and the facility may not
prevent an individual from reporting.

Contact the following agencies regarding the suspicion of a crime: 
If an emergency: Dial 911 
If non-emergency: Local Police Department
Texas Health & Human Services Complaint Hotline 800-458-9858 

To file a complaint because you believe you have been punished or retaliated against for reporting the suspicion of a 
crime, contact the Texas Health & Human Services Complaint Hotline 800-458-9858 or email the complaint to 
complaints@hhsc.state.tx.us.



,)�<28�+$9(�7+(�5,*+7�72�:25.«�

'RQ·W�OHW�DQ\RQH�WDNH�LW�DZD\�

dŚĞƌĞ ĂƌĞ�ůĂǁƐ�ƚŽ�ƉƌŽƚĞĐƚ�ǇŽƵ�ĨƌŽŵ�
ĚŝƐĐƌŝŵŝŶĂƚŝŽŶ�ŝŶ�ƚŚĞ�ǁŽƌŬƉůĂĐĞ͘

<RX�VKRXOG�NQRZ�WKDW«

/Ŷ�ŵŽƐƚ�ĐĂƐĞƐ͕�ĞŵƉůŽǇĞƌƐ�ĐĂŶŶŽƚ�ĚĞŶǇ�
ǇŽƵ�Ă�ũŽď�Žƌ�ĨŝƌĞ�ǇŽƵ�ďĞĐĂƵƐĞ�ŽĨ�ǇŽƵƌ�
ŶĂƚŝŽŶĂů�ŽƌŝŐŝŶ�Žƌ�ĐŝƚŝǌĞŶƐŚŝƉ�ƐƚĂƚƵƐ�Žƌ�
ƌĞĨƵƐĞ�ƚŽ�ĂĐĐĞƉƚ�ǇŽƵƌ�ůĞŐĂůůǇ�ĂĐĐĞƉƚĂďůĞ�
ĚŽĐƵŵĞŶƚƐ͘

�ŵƉůŽǇĞƌƐ�ĐĂŶŶŽƚ�ƌĞũĞĐƚ�ĚŽĐƵŵĞŶƚƐ�
ďĞĐĂƵƐĞ�ƚŚĞǇ�ŚĂǀĞ�Ă�ĨƵƚƵƌĞ�ĞǆƉŝƌĂƚŝŽŶ�
ĚĂƚĞ͘

�ŵƉůŽǇĞƌƐ�ĐĂŶŶŽƚ�ƚĞƌŵŝŶĂƚĞ�ǇŽƵ�ďĞĐĂƵƐĞ�
ŽĨ��ͲsĞƌŝĨǇ�ǁŝƚŚŽƵƚ�ŐŝǀŝŶŐ�ǇŽƵ�ĂŶ�
ŽƉƉŽƌƚƵŶŝƚǇ�ƚŽ�ƌĞƐŽůǀĞ�ƚŚĞ�ƉƌŽďůĞŵ͘

/Ŷ�ŵŽƐƚ�ĐĂƐĞƐ͕�ĞŵƉůŽǇĞƌƐ�ĐĂŶŶŽƚ�ƌĞƋƵŝƌĞ�
ǇŽƵ�ƚŽ�ďĞ�Ă�h͘^͘�ĐŝƚŝǌĞŶ�Žƌ�Ă�ůĂǁĨƵů�
ƉĞƌŵĂŶĞŶƚ�ƌĞƐŝĚĞŶƚ͘

&RQWDFW�,(5

&Žƌ�ĂƐƐŝƐƚĂŶĐĞ�ŝŶ�ǇŽƵƌ�ŽǁŶ�ůĂŶŐƵĂŐĞ
WŚŽŶĞ͗�ϭͲϴϬϬͲϮϱϱͲϳϲϴϴ�
ddz͗�ϭͲϴϬϬͲϮϯϳͲϮϱϭϱ�

�ŵĂŝů�ƵƐ�
/�ZΛƵƐĚŽũ͘ŐŽǀ

Kƌ�ǁƌŝƚĞ�ƚŽ
h͘^͘��ĞƉĂƌƚŵĞŶƚ ŽĨ�:ƵƐƚŝĐĞ�ʹ��Zd�
/ŵŵŝŐƌĂŶƚ�ĂŶĚ��ŵƉůŽǇĞĞ�ZŝŐŚƚƐ�ʹ�Ez�
ϵϱϬ�WĞŶŶƐǇůǀĂŶŝĂ��ǀĞ͕͘�Et
tĂƐŚŝŶŐƚŽŶ͕����ϮϬϱϯϬ�

/Ĩ�ĂŶǇ�ŽĨ�ƚŚĞƐĞ�ƚŚŝŶŐƐ�ŚĂƉƉĞŶ�ƚŽ�ǇŽƵ͕�ĐŽŶƚĂĐƚ�
ƚŚĞ�/ŵŵŝŐƌĂŶƚ ĂŶĚ��ŵƉůŽǇĞĞ�ZŝŐŚƚƐ�^ĞĐƚŝŽŶ
;/�ZͿ͘

,PPLJUDQW DQG�(PSOR\HH�5LJKWV�6HFWLRQ
8�6��'HSDUWPHQW�RI�-XVWLFH��&LYLO�5LJKWV�'LYLVLRQ ǁǁǁ͘ũƵƐƚŝĐĞ͘ŐŽǀͬŝĞƌ



7KLV�2UJDQL]DWLRQ�
3DUWLFLSDWHV�LQ�(�9HULI\

7KLV�HPSOR\HU�SDUWLFLSDWHV�LQ�(�9HULI\�DQG�ZLOO�
SURYLGH�WKH�IHGHUDO�JRYHUQPHQW�ZLWK�\RXU�
)RUP�,���LQIRUPDWLRQ�WR�FRQILUP�WKDW�\RX�DUH�
DXWKRUL]HG�WR�ZRUN�LQ�WKH�8�6��

,I �(�9HULI\�FDQQRW�FRQILUP�WKDW�\RX�DUH�
DXWKRUL]HG�WR�ZRUN��WKLV�HPSOR\HU�LV�UHTXLUHG�
WR�JLYH�\RX�ZULWWHQ�LQVWUXFWLRQV�DQG�DQ�
RSSRUWXQLW\�WR�FRQWDFW�'HSDUWPHQW�RI �
+RPHODQG�6HFXULW\��'+6��RU�6RFLDO�6HFXULW\�
$GPLQLVWUDWLRQ��66$��VR�\RX�FDQ�EHJLQ�WR�
UHVROYH�WKH�LVVXH�EHIRUH�WKH�HPSOR\HU�FDQ�
WDNH�DQ\�DFWLRQ�DJDLQVW�\RX��LQFOXGLQJ�
WHUPLQDWLQJ�\RXU�HPSOR\PHQW�

(PSOR\HUV�FDQ�RQO\�XVH�(�9HULI\�RQFH�\RX�
KDYH�DFFHSWHG�D�MRE�RIIHU�DQG�FRPSOHWHG�WKH�
)RUP�,���

(�9HULI\�:RUNV�IRU�(YHU\RQH

)RU�PRUH�LQIRUPDWLRQ�RQ�(�9HULI\��RU�LI �
\RX�EHOLHYH�WKDW�\RXU�HPSOR\HU�KDV�
YLRODWHG�LWV�(�9HULI\�UHVSRQVLELOLWLHV��

SOHDVH�FRQWDFW�'+6�

(VWD�2UJDQL]DFLyQ�
3DUWLFLSD�HQ�(�9HULI\

(VWH�HPSOHDGRU�SDUWLFLSD�HQ�(�9HULI\�\�SURSRUFLRQDUi�
DO�JRELHUQR�IHGHUDO�OD�LQIRUPDFLyQ�GH�VX�)RUPXODULR�,���
SDUD�FRQILUPDU�TXH�XVWHG�HVWi�DXWRUL]DGR�SDUD�WUDEDMDU�
HQ�ORV�((�88��

6L�(�9HULI\�QR�SXHGH�FRQILUPDU�TXH�XVWHG�HVWi�
DXWRUL]DGR�SDUD�WUDEDMDU��HVWH�HPSOHDGRU�HVWi�
UHTXHULGR�D�GDUOH�LQVWUXFFLRQHV�SRU�HVFULWR�\�XQD�
RSRUWXQLGDG�GH�FRQWDFWDU�DO�'HSDUWDPHQWR�GH�
6HJXULGDG�1DFLRQDO��'+6��R�D�OD�$GPLQLVWUDFLyQ�GHO�
6HJXUR�6RFLDO��66$��SDUD�TXH�SXHGD�HPSH]DU�D�
UHVROYHU�HO�SUREOHPD�DQWHV�GH�TXH�HO�HPSOHDGRU�SXHGD�
WRPDU�FXDOTXLHU�DFFLyQ�HQ�VX�FRQWUD��LQFOX\HQGR�OD�
WHUPLQDFLyQ�GH�VX�HPSOHR�

/RV�HPSOHDGRUHV�VyOR�SXHGHQ�XWLOL]DU�(�9HULI\�XQD�YH]�
TXH�XVWHG�KD\D�DFHSWDGR�XQD�RIHUWD�GH�WUDEDMR�\�
FRPSOHWDGR�HO�)RUPXODULR�,���

(�9HULI\�)XQFLRQD�3DUD�7RGRV

3DUD�PiV�LQIRUPDFLyQ�VREUH�(�9HULI\��R�VL�
XVWHG�FUHH�TXH�VX�HPSOHDGRU�KD�YLRODGR�
VXV�UHVSRQVDELOLGDGHV�GH�(�9HULI\��SRU�

IDYRU�FRQWDFWH�D�'+6�

������������
GKV�JRY�H�YHULI\

�ŶŐůŝƐŚ�ͬ�^ƉĂŶŝƐŚ WŽƐƚĞƌ

6DPSOH�2QO\���6yOR�PXHVWUD



Form I-9, Employment Eligibility Verification 
 
The U.S. Department of Homeland Security’s employment eligibility process requires that employees must present, 
to their employer, evidence of identity and employment eligibility within three business days of the date 
employment begins.  If an employee is authorized to work, but is unable to present the required document(s) within 
three business days, they must present a receipt for the application of the document(s) within three business days 
and the actual document(s) within ninety (90) days.   
 
 

LISTS OF ACCEPTABLE DOCUMENTS 
 

You may provide a document from List A which establishes both identity and employment eligibility or you may provide a 
document from List B (establishing your identity) and a document from List C (establishing your employment eligibility). 
 

LIST A  LIST B  LIST C 
Documents that Establish Both 

Identity and Employment 
Eligibility  OR        

Documents that Establish 
Identity 

  AND 

Documents that Establish 
Employment Eligibility 

1. U.S. Passport (unexpired or expired) 1. Driver’s license or ID card issued by  
a state or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, 
eye color and address 

1. U.S. Social card issued by the 
Social Security Administration   
(other than a card stating it is not 
valid for employment) 

2. Permanent Resident Card or Alien 
Registration Receipt Card (Form    
I-551) 

2. ID card issued by federal, state or 
local government agencies or   
entities, provided it contains a 
photograph or information such as 
name, date of birth, gender, height, 
eye color and address 

2. Certification of Birth Abroad 
issued by the Department of State 
(form FS-545 or Form DS-1350) 

3. An unexpired foreign passport with a 
temporary I-551 stamp 

3. School ID card with a photograph 3. Original or certified copy of a birth 
certificate issued by a state, 
county, municipal authority or 
outlying possession of the United 
States bearing an official seal 

4. Voter’s registration card 4. Native American tribal document 4. An unexpired Employment 
Authorization Document that 
contains a photograph                
(Form I-766, I-688,  I-688A, I-688B) 5. U.S. Military card or draft record 5. U.S. Citizen ID Card (Form I-197) 

6. Military dependent’s ID card 

7. U.S. Coast Guard Merchant Mariner 
Card 

6. ID Card for use of Resident 
Citizen in the United States (Form 
I-179) 

8. Native American tribal document 

5. An unexpired foreign passport with 
an unexpired Arrival-Departure 
Record, Form I94, bearing the same 
name as the passport and containing 
an endorsement of the alien’s 
nonimmigrant status, if that status 
authorizes the alien to work for the 
employer 9. Driver’s license issued by a Canadian 

government authority 

7. Unexpired employment 
authorization document issued by 
DHS (other than those listed under 
List A) 

 
For persons under age 18 who 

 are unable to present a  
document listed above: 

10. School record or report 

11. Clinic, doctor, or hospital record 

 

12. Daycare or nursery school record 
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