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'PERSONAL INFORMATION

Name
Last First Middle

Present Address

Street City State Zip Code
Permanent Address o oy = e

traef . i ate ip Code
P O Home
Q Cell

If you cannot be reached at above phone number, where may we contact you? Phone

EMPLOYMENT DESIRED " 1.5, ik

Type of Work Desired Shitt

Salary

How Did You Learn

First
Choice

Cf This Opening?

Phone Number

O Hon
O Cel

Phone Number

QO Hen
Q Cell

Name of Person

Second
Choice

Will You Accept Employment-of:

Date Avallable

O Full time

O Part time

O Tempoerary

if Under 18 Yrs. of Ags, Do You

Have a Work Permit? O Ne OY

School Name and Address of School Courses Taken G?égg;lé? 8?&?#2:&5;22%?&:&
High
School ONo O Yes
O No O VYes
Cellege If Yes, Date
Lab or ONo O Yes
X-Ray If Yes, Date
Training
Other Clasgses/Training

Extracurricular
Activities Whila in School

Area of Speciaiizaticn
or Major Interest

Professional Organization Membership, Honors Received, Volunteer or Community Service or Other Qualifications You Have Which You Fee! are Related to the

Positicn for Which You are Applying:

i T KND/OH CER ATIO Verifled
Type Organization or State Issued Date Issued Number
Type Organization or State Issusd Date Issued Number
Type Organization or State Issued Date Issued Numiber

MILITARY RECORS
Military Branch

Entry Rank t10 Hn

Sarin t(s

i lta cuptional pecilty

Specialized Training:

List Service Awards, Commendations:




List current (or most recent) employer first and all others in reverse chrenological order.

Company Name

Dates Employed

Month Year Month  Year
From To
Address {Street, City, State, Zip Coda) Phone
Position Title Immediate Superviscr's Name and Title
Job Description & Responsibilities:
#
May we contact for reference?
ONo O VYes
Company Name Dates Employed Month  Year Month Year
From To
Address (Street, City, State, Zip Code) Phone
Fosition Title immediate Suparvisor's Name and Title
Job Dascription & Responsibifities:
May we contact for reference?
ONe OYes
Company Nama Dates Employed Month  Year Month Year
Frem To
Addrass {Strest, City, State, Zip Cods) Phone
Pasition Title Immediate Supervisor's Name and Titie
Job Description & Responsibilities:
May we contact for reference?
ONe OYes
Company Name Dates Employed Month Year Month Year
From To
Address (Street, City, State, Zip Code) Phone -
Position Title Immediate Supervisor's Name and Title
Jab Description & Responsibilities:
May we contact for reference?
ONo OYes
Company Name Dates Employed Month  Year Menth  Year
From To

Address (Street, City, State, Zip Code)

Phone

Posltion Title

Immediate Supervisor's Name and Title

Job Description & Responsibilities:

May we contact for refarence?
ONo O Yes




Use this spacs to give us further information which may assist us In placing you.

. ) ‘ Company Name
Name And Relationship Title 2 Addrass Telaphone

O Home
O Cell

O Hema
O Call

O Home
O Cail

Please Indleate Days and Hours You Are
Available For Work (Be Specific)

Primary position desired

Will you accapt anather position? O Noe O Yes
If so, what?
AM. AM.
Sunday Are you available to work:
M. M. Weskends ONe O Yes Holidays ~ ONo O Yes
Monday AM, AM. Retating Shifts ONoe  OVYes On Cali O No O Yes
PM. PM.
Tuesday AM. AM,
M. PM. | understand that emergency conditions may require me to temporarily work
A AM shifts other than the one for which | am applying and agree to such
Wadnesday — S scheduling change as directed by my depariment head or the Administrator
BM. PM. of this institution.
Thursday AM, AM.
PM. PM.
Fricay AM, AM, Applicart's Signature Date
PM. PM. o -
If your availability status changes, it is your responsibility to natify your
Saturd AM. AM. department head or the Administrator. Such changes will be effective, then,
araey for any future employment.
PM. P.M.

This institution does not discriminate in hiring or any other decision cn the bas's of race, color, sex, citizenship, national arigin, ancestry, Vietnam
era veteran status, or on the basis of age or physical or mental disability unrelated te ability to perform the work required. No question on this
application is intended to secure information to be used for such discrimination.

[ voluntarily give this institution the right to make a thorough investigation of my past employment and activities, agree tc cooperate in such
investigation and release from ail liability or respensibility all persons, companies or corporations supplying such information. | consent to take
the physical examination, and such future physical examinations as may be required by this institution at such times and places as the institution

shall designate. | understand that an offer of employment may be contingent on passing the physical examination which relates to the assential
duties | would be required to perform,

I understand that my employment Is at will, and that sither party Is free to terminate the employmant relationship at any time without cause. | also
understand that my employment may be terminated for any misstatement or omission of fact appearing on this application form.

If empleyed, § will be required to complete an Empioyment Verification Form (1-8), and within three days show satisfactory evidence of identity
and eligibiiity for employment.

Applicant's Signature Date

Form 3285R Rev, 6/§8 © DAIGGS, Des Mcinos, 1A (300) 247-2343 .
Hinanthnrdzast comdnn ar 1ren winlatee manrieht b aome Hr::nnall-lnehhnura Fom DOMTER M 1C A BRIGGS Healthcare



St Luke's C/szu'ng Canbg’z, e,

1220 E, Fairview
Carthage, Missourl 64836

417-358-9084
Skilled and Assistad Living Facility iNot-For-Profit Corporation

Dear Applicant:

In an effort to make St Luke’s a drug-free workplace, prior to being
offered a position, you will be asked to take a drug screening test, as
part of our onboarding process.

It is also the policy of St. Luke’s to conduct a criminal background check
on all prospective employees as in accordance with the State of
Missouri measures 660.317, 660.317.5, 660317.6 and 660317.8

A complete copy of St. Luke’s Substance Abuse Policy is available in the
business office. A copy of the State of Missouri is enclosed with this
application packet.

Thank you for your interest in becoming a member of our team

Sincerely,

(-,
NI P
Dee Shaffer

Adminstrator



REQUEST FOR CRIMINAL RECORD CHECK  Reference No.

(Office use only)
PLEASE PRINT CLEARLY OR TYPE
Name {Last, First, M.}}
(Maiden/Alias) Date of Birth
Soclal Security No. Sex Male [ Female

Address

| authorize the release of any criminal history record information to the requestor.

Signature:

it is the responsibility of the requestor to inform the Central Repository of the records that are desired
and to provide the information necessary to conduct the appropriate sedrch,

PURPOSE
EMPLOYMENT: Child Care Nursine Home Health Care  Other Employment

El-

licensing; Oth.er (specify):

SEND REPLY TO:
(Must be completely filled out)

Facility: St. Luke’s Nursing Center

Street Address: 1220 East Fairview

City, State and Zip Code: Carthage, MO 64836

Telephone Number (including area code): 417-358-9084

I verify that the above named Person hos received a copy of “A Summary of Your Rights Under the Egir
Credit Reporting Act,”

Signed: \ Hacﬁg ﬁ(“ﬂh)

Print: LG)-IrCLQLi @G.Her; @ersonne[

The criminal record check can not be processed without this signature, a name, date of birth, and a

social security number. If any of these components are missing or are not legible, there may be a delay
in processing.



REQUEST FOR EMPLOYEE
DISQUALIFICATION CHECK

_ (PUSUANT TO 660.317, RSMO)

The undersigned which is a provider, licensed pursuant to Chapter198 RSMo, does
herby request of the Missouri Department of Social Services a report from the employee

disqualification list described in 660.315 RSMo whether the following person is or has ever
been listed:

X St. Luke’s Nursing Center
Name of Applicant 1220 East Fairview
Carthage, MO 64836
417-358-9084
X - -
Social Security #
X
' Authorizing Signature
X / /
Date of Birth
X / /
Date
Employer Use (Below line) _
Confirmation Number

(573) 522-6510 Automated EDL Line

License Verification
{NA/CMT (573) 526-5686
(Information & Date) :
LPN/RN (573) 751-0681

(Information & Date)



FCSR USE ONLY

4'\'\ MISSOUR! DEPARTMENT OF HEALTH AND SENIOR SERVICES
A FAMILY CARE SAFETY REGISTRY

Registe[r gn!fr_ael asl wm'vf.;'\eal‘da.mo‘govrsafetyncsr OR mall this form,

o copy of Sccial Security card, and t

‘E/ WORKER REGISTRATION geaﬁ“ﬁ;l S%d fg;ior Services, Fee Reﬂi};“t‘; nPc')DB"(;'l}if;%r‘l Jgf?grts c?r:
v ity. 5102,

REGISTRATION TYPE (Check all that apply. Complete column on right only if Lo

ng Term Care/Personal Care selected from left.)
[ Adoptive Parent

Long Term Care / Personal Care Subcategories

Agency Name: {Complete if LTC/PC selected at left.)

LS Crild Care [l Aduit Day Care

[ Foster Parent/Family Member of Foster Parent o .
Courty Office: Assisted Living Facility

[ Hospital _ [ Hospice

Long Term Care/Parsonal Care (Please choosa subcategory at rigit » ) [ Hospital LTAC/Swing Bed

LI Mental Health/Psychiatric Hospital

] D Mantal Health - Residential Facility/lCF
D Volu ntary (Select voluntary f no other ragistration type applies. )
14

Nursing Facility/Skilled Nursing
A one-time registration fee of $14.00 applies to all categories except Foster Parents, | (] Personal Care ~ Home Health
Foster Parents must list the Children's Division county offica, Cp o InH

on re - In- i
Registar only once. If you beligve you have alrzady registered. chack our website at ersonal La rriome Services
wiw.health. mo.govisafetvifcsr or call. tofl free, 866-422.6872. g Personal Gare - Consumer Diracted
SCCIAL SECURITY NUMBER (Malf copy of card with form.) -

Services/Center for Independen

t Living
- - | [ Personal Care — HCYPDW/DDD/Other
PERSONAL INFORMATION (Provide all names you have used, gtarting with most recent. Include legal names and ricknames,)
LAST NAME FIRST MAME MIRDLE NAME SUFFIX LR, SR, L1

RIAIGEN NAWIE {IF APPLICABLE)

PRICR NAMES USED (IF APPLICABLE, LIST FIRST AND LAST NAMES.) DATE OF BIRTH {(MM-DD-Y ¥y}

CONTACT INFORMATION
MAILING ADCRESS (ENTZR YOUR STREET ADCRESS OR POST OFF

IGE BOX. THIS ADDRESS MUST BE DIFFERENT FROM EMPLOYER ADDRESS)

cITy

STATE ZIP CODE GODUNTY

TELEPHONE SMAIL ADDRESS (REQUIRED)

COUNTRY (COMPLETE ONLY IF QUTSIDE us)

EMPLCYER ASSQOCIATED WITH THIS REGISTRATION
1 My current/potential child care

{Complete eithet laft or right column, not both.)

. long term care or mental health care ermnployer is: LIne Employer, because | am a(n);
EMPLOYER NAME
St. Luke's Nursing Center, Inc. [ Adoptive Parent
EMPLOYER ADDRESS O Foster PareHUFami[y Member
1220 East Fairview [Home Chilg Care Provider
EMPLOYER CITY STATE ZIp Ll Private FayfPrivate Duty
Carthage MO 64836 [ student
EMPLOYER TELEPHOME EMPLOVER CONTACT NAME EMPLOYER CONTACT TITLE Lvolunteer
{417) 358-0084 | Stacy Baker Personnal L other {Explain: )
REGISTRATION AGREEMENT

The infermation providad is complete and acourale ta the best of my knowladge. | understand it Is unlawful 1o withhoid or falsify information raquirad on (his
form. I grant my permission for the Missouri Depariment of Heaith and Senior Services (BHS8) 1o abtaln any and al} backgroung information authorized by
law to process this request. Furthermore, | autherize the DHSS {o ralsase Ihe fact that | am a registrant in the Family Cars Salety Registry (FC3RY and any
related background information to the requester of the FCSR for employment purposes only, as provided in §210.921, subsection 1, subdivisions (1) and (2).
RASMo. For purposes of the FCSR, “empioyment purposes” includes direct employer/employes refationships, prospeciive employer/employes relationships,
and screening and interviewing of persons or facilities by those persons conternplaling the placement of an individual in a child car

care gelting. | understand that if | dispule the information contained in the

& elder care or parsanal
FCSR [ have the right 1 appaal the accuracy of he transfer clinformation to the
FCSR within thirty {30) days of receiving the results of the background screening,

my
signalure below authorizes my financial institution to deduct this payment from my accounl, In the event that DHSS oriis subcontractor is unabla to secure
funds from my account or | provide insufficiant ¢ inaccurate information regarding my account, my obligation to the DHSS wil rem

coflection actior may be takan by the DHSS or

ain unpaid and further
its subcontracior, including, but not limited to, returned check fees.

SIGNATURE OF APPLICANT

DATE OF SIGNATURE (MUST BE WITHIN SIX MONTRS OF SUBMISSION )

MO 580-2421 (12-18)

REV. 1213



WHAT IS THE FAMILY CARE SAFETY REGISTRY?
The Family Care Safety Ragistry (FCSR), administered b
employers with a method to obtain Background screenin
child care. long term care and mental health workers:

y tha Missouri Department of Health and Senior Services (DHSS),
g informalion, The Ragistry, through various state agencies. otfers sever

State criminal history and sex offender registry records maintained by the Missouri State Highway Patro!
Child abuse/neglect records maintained by the Misscuri Department of Social Services
*  The Employee Disqualification List maintainad by the Missouri Depariment of Flealth and Senior Services
*  The Employae Disqualification Ragisiry maintainad ty the Missour Cepartrment of Mental Health
* Child care facility licensing records maintained by the Missour Departmant of Haalth and Senicr Services
*  Foster parant records maintained by the Missouri Depariment of Social Services

WHO HAS TO REGISTER?

Any person hired on or afier January 1, 2001, as a child care workar or elder care worka
or hired on or alier Jaruary 1, 2008, as a mental health worker. as provided in §210.90
Family Cars Safety Registry within fiiteen (13) days of the beginning of employment.
the DHSS without good cause, as determined by the depariment, is guiity of a ¢lass B
lederally regutated entitios are NOT REQUIRED to registar with the FCSR,

HOW DO ! COMPLETE THE REGISTRATION FORM?

Begistration Type - Check at least one box from the lef column for
selgct "Voluntary.” (A “voluntary registrant” is a person who is not
seq., RSMo.) If yeu checked Leng Term Gare / Personal Cars, ple

6, RSMo, is requirad to make appiication
Such person wha fails to submit a complste
misdemeanor. Empioyees and volunteers f

typs of registration that best describes your workar
mandaled to register with the Family Care
ase also make one or more selections from
Sagial Sacurity Numbsr — You must provide your Social Securit

Security number, will be used far internal identification purpose
one above,

y number pursuant to 15CSR 30-80.030(1). This identifying inf
s and to conduct background screenings for the resource inf

Bersoral Information — List your current Last Name,
which you may have bean knewn, including maiden names, past mar
purposes, list your gender and date of birih.

Coentact Inlormation — List your address, city, state, ZIP code, and county. includa
to notify you of registration results and any background screanings condusted,
postage costs, the Ragistry may contact you 1o request a personal email address

your telephane number and smafl address, Wa wil{
Email notifications will be encrypted for improved
if one is not providad.

Emplovar Associatad wilh this Registration - If Yyou are currently employed by or are seeking employment with a child car
please list Ihe facility nams, addrsss, telephone number, and contact person. [f registration is not for employment purp
column on right. The employer enterad in this section will nof receive g copy of the registration notitication, Empleyers g

Begistration Agraement - Sign and date the redistration form. Your signature will authorize the Family
screening outiined in §210.903.2, RSMo and o provide the information to requesters for emeloyment p

WHERE DO | SEND MY REGISTRATION FORM?
Send your completed registration form and photocopy of Social
Services, ATTN: Fse Receaipts, B.O. Box 570, Jeff

erson Clty, MO 85102, If you have questions, please
number, 865-422-5872.

WHEN WILL | KNOW THE RESULTS OF MY BACKGROUND SCREENING?

Afler the background screening has been completad, you will be notified in writing of the results thal will be recorded in the Famil
You will also be notified in writing each time background sereening information is provided. The notification will contain the na
person who mate the request and the background information disciosad. The persan making the request will be informed
released for employment purposes only. pursuant o §210.921,1, RSMo, Any persen using Registry information for any other pu

B misdemeanor. In addition, state agencies can request information for licensura or ragulatory purposes. Frier to disclosin
abtains the name and addrass of the requestsr, and determines that the re

Care Safety Registry of changes in personal or con{act information using the toll
or by mail to FCSR, PO Box 570, Jeffarson City, MO 85102.

WHAT IF IDON'T AGREE WITH THE RESULTS OF MY BACKGROUND SCREENING?
As provided in §210,812, RSMo. you have the right to appeal the information transferred to
to the accuracy of the transier of information from the stale agency that maintains the back
acciracy of the substanca of the information transferrad, An appeal must ba flled in writin
and Senior Services, P.0. Box 570, Jafferson City. MO, 65102, within 20 days of
administrative appeal shall be sat within 20 days of the filing of the appeal and 4 de
lo any other appeal rights granted by state law,

ground infarmation and does not includs
g to the Office of the Director, Missouri 0
receiving the results of the background screen;
cision shall be mada within 60 days. This right |

WHAT INFORMATION WILL BE DISCLOSED BY THE FAMILY CARE SAFETY REGISTRY?
Disclosure of background information an a person registered in the Family Care Sately Registry will ba limitad. If the
workar will disciose whether the person's nama is listed in any of the tackground checks pursuant to §210.803, sub
one(s). Specific information will be disclosad by the Registry pursuant to §210.921, subsaction 1, subdivision (2

MO 580-2421 (FP)

provides families and
al resources to screan

r. hired on or after January 1, 2002, as a personal

for registration in the
d registration form to
rom non-slaia and/or

category, If no ether typa applies,
Safety Ragistry pursuantto §210.900 ef
the column on the right for subcategary.

ormation, including Social
ormation listed in paragraph

First Name. Middle Name. and any suffix associated with your last name, Lig an
ried names. and nicknames (attash acditional sheals if needed),

use Ihis information
sacurity. To reduce

e or long term care provider,
0588, make a selection from

ligible to usa the Registry for
carsgiver scraenings must maks a separala request for your background informaticn,

Care Safety Registry to conduct
urposes, as provided in §210.921.1, RSMo,

Securily card and required fea to the Missour Department aof Health and Senlor
cali the Registry using the lofl-rae talaphone

Y Care Safely Registry,
me and address of the
that informatian will be
rpose is guiliy of a class
g information, tha Registry

- 10 BNSUre you receive these
notificalions, it will be important for you o nclify the Family Care Satety Regisiry when you have a change in your contact information, Notify the Family

mail to fcsr@health.mo.gov,

the Family Care Safety Registry, Your right 1o appeal is limited

aright to appeal the
epartment of Health
ng determination, An
S appeal is in addition

PeIson is registered, the Registry
section 2, R3Mo, and if sa, which

care workar,

Y other names by
For identification

the background

REV. 12113



