
Ernployees may carry and use persona� ceH phonet \.,vhi!e at work on a 
sporadic basis. ff ernpio},ee t!JSe of a personal eeH phone causes 
disruptions or loss in productivity;, the employee may become subject to 
disciplinary action per Strength Within policy. Personal eeii ph@HleS shaH 
be used for clocking in and out if necessaP/, emergency phone cans or text 
messages on a sporadic basis. Celt phone should not be used for social 
tnedial casual conversation, browsing the \Neb non-work-related or 
personal entertainment. 

Smoking is prohibited on time clock whHe on job site. Employees are only 
allowed to have a 1 o-minute smoke break in their personal vehicles if 
work shni is 5 hours are more. 

Emp!oye----------- Date-------





HEPATITIS VACCINE REQUIREMENT 

___________________ acknowledge that I am at risk of exposure 

or have been unknowingly exposed to Hepatitis B as a result of my employment and 

acknowledge that the Agency will arrange for me to receive the Hepatitis vaccine at no cost to 

myself. It is my decision to: 

D Request that I receive the Hepatitis vaccine 

0 Refuse the Hepatitis vaccine and HOLD HARMLESS THE AGENCY. I 
understand that by declining the vaccine I continue to be at risk of acquiring 
Hepatitis B, a serious disease. If, in the future, I continue to have occupational 
exposure to blood or other potentially infectious materials, and I want to be. 
vaccinated with Hepatitis B vaccine, I can receive the vaccine series at no charge 
to me_ 

D Provide written proof of immunity (attach) 

D Provide written proof of previous vaccination (attach) 

D Provide written proof of medical contraindication (attach) 

Signature: Date: 
------------

Strength Within LLC 
We treat eYetyone like fam//y

P.O. Box 1256 
Pearland, TX. 77588 



HIPAA CONFIDENTIALITY AGREEMENT 

EMPLOYEE CONFIDENTIALITY AGREEMENT of PATl�f'
flJi_�FORMATION AND 

PERSONAL INFORMATION in accordance with HIP� REG�1ty
For good consideration and as an inducement for v, 

st . " -.e,,t�mily 
----------------------.,.....,.,,s',-;P":,:..;;-·a:.;_, '-'-" _·.;,,_• -·"'-·_;.:l;ifi=r=111';;C(employer) to employ 
_____________ (employee), the u��igned E�fr>yee hereby agrees not to 
directly or indirectly use, manipulate or copy compete a�;f)atient health information (PHI), to include 
personal health information or personal contact information (address, phone, email address, etc.) with 
the business of the Agency and its successors and assigns during the period of employment. Misuse 
of PHI or personal contact information will result in termination and report with action to HIPM federal 
agencies. Fines related to civil and criminal offences for gross misconduct with the above information 
are the direct responsibility of said employee. 

The Employee acknowledges that the Agency shall or may in reliance of this agreement provide 
Employee access to trade secrets, customers and other confidential data and good will. Employee 
agrees to retain said information as confidential and not to use said information on his or her own 
behalf or disclose same to any third party or for their own personal or monetary gain. 

The Employee agrees to not copy and to return all such Agency supplied information immediately upon 
termination of employment. Further employee agrees not to solicit any of the customers or employees 
of employer for any purpose for a period of two years after termination. 

This agreement shall be binding upon and inure to the benefit of the parties, their successors, assigns, 
and personal representatives. 

Signed this __ day of· ___________ 20 __ . 

Agency 

Strength Within LLC 
We treat neryone like family 

P.O. Box 1256 
Pearland, TX. nses









-----· TITLE OF POSITION: PERSONAL CARE WORKER/HOMEMAKER 

TITLE OF IMMEDIATE SUPERVISOR: SUPERVISING NURSE 

RISK OF EXPOSURE TO BLOODBORNE PATHOGENS - HIGH 

POSITION RESPONSIBILITIES 

Follows the plan of care to help the client to maintain good personal hygiene and maint,?:ih a 
healthful, safe environment, is to pe1form ONLY those functions specified for each indi\f:f ual cli�_nt

· Receives written instructions from the supervisor

Has knowledge of Agency policies and procedures

Is trained in first aid.

Is oriented and trained in all aspects of care to be provided to cli�nts,,/
. 

. 
·:_�-

. -�--. 

If able to demonstrate competency in all areas of training for pf;rsoriai::�are 
: \,\( ·---:�:. ··.·

Personal Care Aides may assist clients with the follo�ipg .'$6-t!'iiti��; 

... ··,:._.·,.::t:=·::···· 

a. Self-administration of medications by remin_ding:the client' to take medications and opening
containers for the client · · · · · ·, · · 

b. Housekeeping

c. Personal grooming and dressin�, {':,: ··

d. Eating and meal preparati�t-
e. Oral hygiene and dentur�:�;�}-·­

f. _Toileting and toilet h1:��!nt? -:> / 

Strength Within LLC 
We treat everyone like family 

P.O. Box 125& 

Pearland, TX. 17588 

g. Arranging for J;:;;}g�/ind dental care including transportation to and from the appointment
. . . �: . _.:::: 

h. takingJJicfrecordlng oral temperatures 

I. AJ��;ls:�;;��femergency first aid
"'·;:-::;·:··-' '.:: 

j. Provid_j!ig or arranging for social interaction

k. Providing transportation

Reports any change in the client's mental or physical condition or in the home srtuation to his/her
immediate supervisor, the staff nurse, or to the Home Care Aide supervisor 

JOB CONDITIONS 

Job Descriptions 
Copyright 2016© 21st Century f-:IHC 
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Fonn W-9 Request for Taxpayer 
(Rev. November 2017) Identification Number and Certification 
Department of the Troasury 
Internal Revenue 5ervice ► Go to .WI///W.irs.gov/FormW9 for inslructions and 1he latest lnfDlmatiOn. 

1 Name (as shown on your income tax return). Name is requin,d on this ine; do not leave this line blank. 

2 Business name/disregarded entity name. if different from above 

.,.; 
a) 

3 Check appropriate box.for federal tax classification of the peison whose name is entered on line 1. �only� of the 
Cl following seven boxes. 
Ill a. 
C D lndividuavsole proprietor or D C Corporation D s Corporation D Partnership □ Trust/estate a 

. .., single-member LLC 
CD C 

$� D Limited liability company. Enter the tax classification (C--C corporation, S=S corporation, P=Partnership) ► ... 0 
o2 Note: Check the appropriate t,ox in the line above for tile tax classlfication of the single-member" owner. Do not check 
c� LLC if the LLC is classified as a 5ingle-mernber-LLC that is disregarded from the owner unless 1he OWlleT of the LLC is 
'i: .E another l.LC that is not disregarded from the owner for U.S. federal tax pu,poses. Olherwise, a single-member l.LC that 
Q. Q. is disregarned from the owner should 1:heck the appropriate box fur the tax classification of its owner. 

0 Other (see instructions}► 

Give Fonn to the 
requester. Do not 
send to the IRS.

4 Exemptions (codes apply only to 
certain entities, not individuals; see 
instructions on page 3): 

�empt payee code (if any) 

Exemption from FATCA reporting 
codefrfany) 

(App.as toaca><.nts-outsKJe the U.5.) 

5 Address (number, street and apt or suite no.} See instructions. Requester's name and atklress {optional) U) 

6 City, state, and ZIP code 

7 List account numbe,{s) here (optional) 

ma Taxpayer Identification Number {TIN) 
I Social security number I Enter yow_:TIN in_the app� box. "!11� TIN provided must_match t!1e name given on line 1 to avoid 

backup withholding. For individuals, ttus IS generally your social security number {SSN). However, for a 
resident alien, sole proprietor, or disregarded entity, see the instructions for Part I, later. For other 
entities, it is your employer identification number (BN). If you do not have a number, see How to get a
T1N, later. 

[TI] -[D -I I I I I 
or 

Note: If the account is in more than one name, see the instructions for line 1. Also see What Name and 
Number To Give the Requester for guidelines on whose number to enter. 

! Employer ldentillcatlon number 

Certification 

Under penalties of perjury, I certify that: 
1. The number shown on this fotm is my correct taxpayer identification number (or I am waiting for a number to be issued to me}; and 
2. I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue 

Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c} the IRS has notified me that I am 
no longer subject to backup withholding: and 

3.1 am a U.S. citizen or other U.S. person (defined below); and 

4. The FATCA code{s) entered on this form (If any) indicating that I am exempt from FATCA reporting is correct. 

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to baclwp withholding because 
ya� have failed to report al interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage intersst paid, 
acquisition or abandonment of secured property, cance&ation of debt, contributions to an Individual retirement arrangement (IRA), and generally, payments 
other than interest and dividends, you are not require(1 to sign the certification, but you must provide your correct 11N. See the instructions for Part U, later. 

Sign 
Hare I=► 

General Instructions 
Section references are to the Internal Revenue Code unless otherwise 
noted. 
FQtUre developments. For the .latest .information about developments 
related to Form W-9 and its instructions, such as legislation enacted 
after they were published, go tlJ www.irs.gov/FormW9.

Purpose of Form 

An individual or entity (Form W-9 requester) who is required to file an 
information return with the IRS must obtain your correct taxpayer 
identification number- (llN} which may be your social security number 
(SSN), individual taxpayer identification number- (fTIN), adoption 
taxpayer identification number (A.TIN), or employer identification number 
{EIN), to report on an information return the amount paid to you, or other 
amount reportable on an information return. Examples of information 
returns include, but are not limited to. the following. 
• Form 1099--INT (interest earned or paid) 

Cat. No. 10231X 

Date► 

• Form 1099-DN {dividends, including those from stocks or mutual 
funds) 

• Form 1099-MISC (various types of income, prizes, awards, or gross
proceeds) 
• Form 1099-B (stock or mutual fund sales and certain other 
transactions by brokers) 
• Form 1 D99-S (proceeds from real estate transactions) 
• Form 1099-K (merchant card and tl1iJd party netwOl'k transactions) 
• Form 1098 (home mortgage interest). 1098-E (student loan interest), 
1098-T (tuition)
• Form 1099-C (canceled debt) 
• Fann 1099-A (acquisition or abandonment of secured property) 

Use Form W-9 only if you are a U.S. person (including a resident 
alien}, to provide your COlT8ci: TIN. 

If you do not return Form W-9 to the requester with a TIN, you might 

be subject to backup withholding. See What is backup withholding, 
later. 

Form W-9 (Rev. 11-201n 



Employment Eligibility Verification 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USCIS 

Form 1-9 
0MB No. 1615-0047 
Expires 03/31/2016 

►START HERE. Read instructions carefully before completing this fonn. The instructiOns must be available during completion of this form.
ANTI-0ISCRlMlNATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document{s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Section 1 � Employ� Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later 

than the first d�Jiof employment, but not before accepting a job offer'.) 
Last Name (FamHy Name) First Name (Given Name) Middle Initial Other Names Used (if any) 

Address (street Number and Name) Apt.Number City or Town State Zip Code 

Date of Birth (mmlddlyyyy)

I 
U.S. Social Security Number E-mail Address Telephone Number 

D-□-1. · I I
I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form.

I attest, under penalty of perjury, that I am (check one of the following): 
0 A citizen of the United States 
0 A noncitizen national of the United States (See instructions)

0 A lawful pennanent resident (Alien Registration Number/USCIS Number}: __________ _ 

D An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy) _______ . Some aliens may write "NIA" in this field. 
(See instructions) 

For aliens authorized to work, provide your Alien Registration Number/lJSCIS Number OR Form 1-94 Admission Number: 

1. Alien Registration Number/USCIS Number: __________ _
OR 

3-D Barcode 
Do Not Write in This Space 

2. Fonn 1-94 Admission Number: ______________ _

If you obtained your admission number from CBP in connection with your arrival in the United
States. include the following:

Foreign Passport Number: ____________________ _ 

Country of Issuance: _____________________ _ 

Some aliens may write 0N/A" on the Foreign Passport Number and Country of l5suam;e fields. (See instrur:;tions) 

I Signature of Employee: I Date (mmMd/yyyy): 

Preparer and/or Translator Certification (To ba completed and signed if Section 1 is prepared by a person ofher than the
employee.}. 

I attest, under penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the 
Information i� tnJA and correct. 

Signature of Preparer or Translator: 

Last Name (Family Name) 

Ad�ress (� Number and Name) 

Form 1-9 03/08/13 N 

FllSt Name (Given 11/ame) 

!City or Town

e · . Employer Cl,,npletes,Next Pt,ge -

I 
Date {mmlddlyyyy): 

I State 

I
Zlp Code 

Page 7 of9 



Section 2. Enlployer or Authorized Representative Rev�w and Verification 
·(Employersortheirauthortzedrep�mustcompleteandsignSection2.within3businessdaysoftheemployee'sfir..tdayofemploytnent. You
must physically examine� document from Ust A OR examine a combination ofone document from Ust Band one dOCument from List C as listed on

the •LJsis of Acc8ptab{ei:iocutnet1B"M the next page of this foim. Foroach document you review, recorrHtle f0l0willg iJfOmlation: document title, 

issuing auJhoiily, ciocuinent number, and expinitkm date. if any.)

I Employee Last Name. Fust Name and lliddlo Initial from Section 1: 

List A OR List B 
Identity and Employment Authorization Identity 

Document Title: · Document Title: 
•i. 

Issuing Authority: Issuing Authority: 

Document Number: :; Document Number: 

Expiration Date (if any}(mmlddlyyyy): j; B<pii:ation Date (if any)(mmlddlyyyy):

., 

Document Title: ., 
'.. 

Issuing Authority: 

Document Number. .. 

.. 
Expiration Date (if any)(mm/ddlyyyy): 

:1 
� 

Document Title: t· 
:� 

. 
Issuing Authority: ., 

DocumentNumbef: 
-� 

Expiration Date (if any)(mmldd,yyyy): ·.' 

Certification 

AND ListC 
Employment Authori2ation 

Document Title: 

Issuing Authority: 

Document Number: 

Expiration Date (ifany)(mmld<Jlyyyy): 

3-D Barcode 
Do Not Write in This Space 

I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employoo, (2) the 
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the 
employee is authorized to work in the United States.

The employee's first day of employment {nimlddlyyyy): _______ (See instroc6ons for exemptions.) 
Signature of Employer or Authorized Representative I Date (mmlddlyyyy)

I 
Title of Employer or Authorized Representative 

Last Name (Family Name) Fust Name (Given Name) IEmployer's Business or Organization Name 

Empt.eyer's Business or OryanlZation Address (Stieet Number and Name) I City or Town State 1
Zip Code 

I 

�on 3. Reverification anJf Rehi� (Ta be completed and signed by employer or authorized representative.)
A. New Name (tf applicable) Last Name' (Family Name) Fu-st Name (Gillen Name) Middle Initial IB. Date of Rehire (if applicabfe) (mmlddlyyyy): 

C. If employee's previous grant of employment authorization has expired, provide tfle inmrmation for the document from List A or List C the employee 
presented that establishes current emplOymellt authorization in the space provided below. 

Document Title: I Document Number: IExpiration Date (if any)(mmlddlyyyy): 

I attest, under penalty of perjury, that to 1he best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s} I have examined iippear to be genuine ana to relate to the indMdual.

Signature ofEmployer or Authorized Representative: Date (mmlddlyyyy): Print Name of Employer or Authorized Representative: 

Form I-9 03/08/13 N !'age 8 of9 



Direct Deposit Authorization Form 
Please print and complete ALL the information below. 

Name: 

Address: 

City, State, Zip: 

.Joon. J"""'-
124 Mam. Sim.et 
A�MA.07..345 

Name of Bank: 

Account#: 

9-Digit Routing #:

Type of Accrnmt: Checking Savings 

Number 
(do not lnclude) 

( Circle One) 

Strenl;th Within U.C 

We t.raQt everyone � �-y
�.O.BGx:1256 

�esfend, 'rX. 71500 

Please attach a voided checkfor each bank account to ·which funds should be deposited 

Strength Within LLC is here9y authorized to directly deposit my pay to the account listed 

above. This authorization will remain in effect until I modify or cancel it in \\'11.ting. 

Employee Signature: 
--------------------------

Date: 



JOB ACCEPTANCE STATEMENT 

I have read, understand and agree to the terms specified in this job description 
for the position I presently hold. A copy of this job description has been given to 
me. 

I further understand that this job description may be reviewed at any time and 
that I will be provided with a revised copy. 

Employee Signature _____________ _ 

Uate 
----------

Strength Within LLC 

We treat everyone like family 

P.O. Bo::t 1256 

Pearland, TX. 77588 



DPS Computerized Criminal History (CCH) Verification 

(AGENCY COPY) 

I, __________________ ,, acknowledge that a Computerized Criminal 
APPLICANT or EMPLOYEE NAME (Please !»int) 

Histozy (CCH) check will be performed by accessing the Texas Depai-tment of Public Safety Secure 

·website and will be based on name and DOB identifiers I supply. (This is not a consent form.) Authority

for this agency to access an individual"s criminal history data may be found in Texas Government Code
411 ; Subcliapter F_

Name-based information is not an-e.�ct search and only fingerprint re..,"Ord searches represem 

true identification to criminal history,, therefore the organization conducting the crii-ninal history check is 

not allo'\\'ed to discuss with me� criminal history record information obtained using t.lns method. The 

agency may request that l have a :fingerprint search performed to clear any misidentification based on 

the result of -the name and DOB searell.. Once this process is completed the information on my 

:6ngezpri..nt criminal history record may be discUS&..� with me. 

In order to complete the process I must make an appointment v .. iiti11 the Fingerprint Applicant 

Services of Te..xas (FAST) as instructe.d onfu,e at \nv-w.rxdos.state.tx.uS !Crime Records/Rei,ieit' E?.f 

.['ersanal Criminal History or by calling� DPS Program Vendor- at l-888-467-2080.. submit a full and 

complete set of fingerp.tj.nts� recr.iest a copy be sent to the agency listed below,. and pay a fee of $24.95 to 

the fingerprinting services. company. 

(This copy mnst remain on file by yonr agency. Re-f!niretl for futn:-e .DP§ .Am:i!ffi) 

Signature of AppJicant or Employee 

Agency Na.-ne (Please print) 

-- -- ----.-------Agency Representative Name {Please print) 

Si�-narnre of Agency Represenmrive 

Dare 

�i,,-,;mg',:h ''iim.¾ln i.1.� 
V'{e �-eat e--.:�1orie Ji!* fa:niiy 

? .o. Sox i 256

g
i

Please: 
n Caeck snd !im:mi ea.clI Ap� ... �bre Sp25!'1: 
",l
t CCH Reoort Printed: 
r. 

• 

fl IY�S __ NO __ 
tt Dnmm,.>- o{'<'CH· � 1 4oi>l,t'UJ'"" :. \- • 

I 
-----------

! Empl _ VoliContractor __

� Dare Printed: 
� 

·-----

i Destroyed Dare: ____ _

ij 
i 

Rev. 09/20!3 



HHSC Compensation Acknowledgement

The rules and regulations of the Texas Department of Health and Human Service state as of
09/01/2025 that Strength Within LLC is required to compensate all employees/contractors at a
minimum rate of $10.60 per hour

I hereby acknowledge, I _______________, will be compensated within the regulations of the
Texas Department of Aging and Disability Service.

Strength Within approve attendant hourly wage of __________ (office use only)

Signature: Date:


