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Employment Application Packet
Licensed Florida Home Health Agency · Equal Opportunity Employer


	
	Thank you for your interest in joining Zenith Care Home Health, LLC. We are committed to delivering exceptional care to our patients and their families — and we know that starts with the right team. Please complete all sections of this application as thoroughly as possible. This packet should take approximately 15–20 minutes to complete.



THIS PACKET INCLUDES
Page 2   Personal Information & Position Applied For
Page 3   Employment History
Page 4   Education, Licensure & Certifications
Page 5   Professional References & Reference Release
Page 6   Background, Eligibility & Driving Information
Page 7   Emergency Contact & Availability
Page 8   Applicant Certifications & Disclosures
Page 9   Applicant Authorization & Signature



INSTRUCTIONS
☐   Complete all sections. Write "N/A" if a section does not apply to you.
☐   Use blue or black ink if completing by hand. Print clearly.
☐   Do not leave employment dates blank — account for all gaps.
☐   Attach additional pages if needed for employment history.
☐   This application must be signed and dated to be considered complete.
☐   Providing false or misleading information is grounds for disqualification or termination.

Zenith Care Home Health, LLC is an Equal Opportunity Employer. All qualified applicants receive consideration for employment without regard to race, color, religion, sex, national origin, age, disability, veteran status, or any other characteristic protected by applicable law.


	SECTION 1  ·  PERSONAL INFORMATION & POSITION APPLIED FOR





Applicant Information
	Last Name:  
	First Name:  
	Middle Initial:  

	Street Address:  
	City:  
	State:  
	ZIP:  

	Primary Phone:  
	Email Address:  

	Date of Birth:
	Social Security:




Position Applied For
	Position / Job Title  
	Preferred Start Date  
	Date of Application  

	How did you hear about this position?  
	Referral Name (if applicable)  



Employment Type:   ☐ Full-Time    ☐ Part-Time    ☐ Per Diem / PRN    ☐ Contract
Are you currently employed?   ☐ Yes    ☐ No
If employed, may we contact your current employer?   ☐ Yes    ☐ No
Have you previously applied to or worked for Zenith Care Home Health, LLC?   ☐ Yes    ☐ No
	If Yes — When?  
	Position Applied For or Held  




Work Authorization
Are you legally authorized to work in the United States?   ☐ Yes    ☐ No
Will you require employer sponsorship for work authorization now or in the future?   ☐ Yes    ☐ No
Are you at least 18 years of age?   ☐ Yes    ☐ No

	
	Note: Employment eligibility (Form I-9) will be verified following a conditional offer of employment, in accordance with federal law.




	SECTION 2  ·  EMPLOYMENT HISTORY




List your last four (4) employers, beginning with the most recent. Account for all time periods including self-employment, military service, or education. Attach additional sheets if needed.

Employer 1
	Organization / Company Name  
	City, State  

	Your Title / Position  
	Employment Dates (MM/YY – MM/YY)  

	Supervisor Name & Phone  
	May We Contact?   ☐ Yes   ☐ No  
	Ending Pay  

	Reason for Leaving  




Employer 2
	Organization / Company Name  
	City, State  

	Your Title / Position  
	Employment Dates (MM/YY – MM/YY)  

	Supervisor Name & Phone  
	May We Contact?   ☐ Yes   ☐ No  
	Ending Pay  

	Reason for Leaving  




Employer 3
	Organization / Company Name  
	City, State  

	Your Title / Position  
	Employment Dates (MM/YY – MM/YY)  

	Supervisor Name & Phone  
	May We Contact?   ☐ Yes   ☐ No  
	Ending Pay  

	Reason for Leaving  




	
	Please explain any gaps in employment of 90 days or more:

	  

	  

	
SECTION 3  ·  EDUCATION, LICENSURE & CERTIFICATIONS





Education
List your highest level of education first. Attach copies of relevant degrees or diplomas if requested.
	School Name & Location
	Degree / Diploma
	Major / Field
	Dates Attended
	Graduated?

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	
	
	
	
	




Professional Licensure
List all current professional licenses. Attach copies of all active licenses with this application.
	License Type
	License Number
	Issuing State
	Issue Date
	Expiration Date

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 




Certifications & Additional Training
	CPR / BLS Certification  (Expiration Date)  
	Certifying Organization  

	Certification / Training  
	Issuing Organization  
	Expiration Date  

	Certification / Training  
	Issuing Organization  
	Expiration Date  



Languages
	Language (other than English)  
	Language  
	Language  




	SECTION 4  ·  PROFESSIONAL REFERENCES





Provide two (2) professional references who can speak to your clinical skills, work ethic, and professional conduct. Please provide one (1) personal reference who can speak to your character, integrity, and judgment.

Reference 1
	Full Name  
	Relationship to You  
	Years Known  

	Organization / Title  
	Phone Number  
	Email (optional)  




Reference 2
	Full Name  
	Relationship to You  
	Years Known  

	Organization / Title  
	Phone Number  
	Email (optional)  




Reference 3
	Full Name  
	Relationship to You  
	Years Known  

	Organization / Title  
	Phone Number  
	Email (optional)  






Reference Release Authorization
	
	By signing below, I authorize Zenith Care Home Health, LLC to contact the professional references listed above and to obtain information regarding my employment performance, professional conduct, clinical skills, and suitability for the position applied for. I release all parties from liability arising from the good-faith provision of such information.



	Applicant Signature  
	Printed Name  
	Date  
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REFERENCE REQUEST FORM
REFERENCE NAME:  ______________________________________________________________
FACILITY NAME:  ________________________________________________________________
TELEPHONE:  ____________________________        FAX:  ____________________________
I have applied to ZENITH CARE HOME HEALTH, LLC for a position as a _________________________________. I authorize you to release the information requested below concerning my employment, and I release you from any and all liability arising from the good-faith provision of such information.

__________________________________	__________________________________
Applicant's Signature	Applicant's Printed Name
I worked for you from: __________________ to __________________ as a ______________________________
TO BE COMPLETED BY FORMER EMPLOYER:
	
	EXCELLENT
	VERY GOOD
	GOOD
	POOR

	Ability to Accept Directions
	
	
	
	

	Ability to Work with Others
	
	
	
	

	Attendance
	
	
	
	

	Grooming and Appearance
	
	
	
	

	Honesty
	
	
	
	

	Initiative
	
	
	
	

	Job Knowledge
	
	
	
	

	Job Skill
	
	
	
	

	Judgment
	
	
	
	

	Time Management
	
	
	
	



Would you rehire?                                  ______ YES                    ______ NO
Is the above information correct?           ______ YES                    ______ NO
If no, please explain:  ________________________________________________________________________
________________________________________________________________________________________________
Comments:  __________________________________________________________________________________
________________________________________________________________________________________________


____________________________________	__________________________
SIGNATURE OF EMPLOYER	DATE
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REFERENCE REQUEST FORM
REFERENCE NAME:  ______________________________________________________________
FACILITY NAME:  ________________________________________________________________
TELEPHONE:  ____________________________        FAX:  ____________________________
I have applied to ZENITH CARE HOME HEALTH, LLC for a position as a _________________________________. I authorize you to release the information requested below concerning my employment, and I release you from any and all liability arising from the good-faith provision of such information.

__________________________________	__________________________________
Applicant's Signature	Applicant's Printed Name
I worked for you from: __________________ to __________________ as a ______________________________
TO BE COMPLETED BY FORMER EMPLOYER:
	
	EXCELLENT
	VERY GOOD
	GOOD
	POOR

	Ability to Accept Directions
	
	
	
	

	Ability to Work with Others
	
	
	
	

	Attendance
	
	
	
	

	Grooming and Appearance
	
	
	
	

	Honesty
	
	
	
	

	Initiative
	
	
	
	

	Job Knowledge
	
	
	
	

	Job Skill
	
	
	
	

	Judgment
	
	
	
	

	Time Management
	
	
	
	



Would you rehire?                                  ______ YES                    ______ NO
Is the above information correct?           ______ YES                    ______ NO
If no, please explain:  ________________________________________________________________________
________________________________________________________________________________________________
Comments:  __________________________________________________________________________________
________________________________________________________________________________________________

____________________________________	__________________________
SIGNATURE OF EMPLOYER	DATE
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REFERENCE REQUEST FORM
PERSONAL REFERENCE NAME:  __________________________________________________________

TELEPHONE:  ____________________________        FAX:  ____________________________

I have applied to ZENITH CARE HOME HEALTH, LLC for a position as a _________________________________. I authorize you to release the information requested below concerning my employment, and I release you from any and all liability arising from the good-faith provision of such information.
__________________________________	__________________________________
Applicant's Signature	Applicant's Printed Name

I know you from: __________________ to __________________ as a ______________________________
TO BE COMPLETED:
	
	EXCELLENT
	VERY GOOD
	GOOD
	POOR

	Ability to Accept Directions
	
	
	
	

	Ability to Work with Others
	
	
	
	

	Attendance
	
	
	
	

	Grooming and Appearance
	
	
	
	

	Honesty
	
	
	
	

	Initiative
	
	
	
	

	Knowledgeable
	
	
	
	

	Skilled
	
	
	
	

	Judgment
	
	
	
	

	Time Management
	
	
	
	



Would you trust to employ?                    ______ YES                    ______ NO
Is the above information correct?           ______ YES                    ______ NO
If no, please explain:  ________________________________________________________________________
________________________________________________________________________________________________
Comments:  __________________________________________________________________________________
________________________________________________________________________________________________

____________________________________	__________________________
SIGNATURE	DATE




	SECTION 5  ·  BACKGROUND, ELIGIBILITY & DRIVING INFORMATION





Medicare / Medicaid Exclusion Attestation
	
	I attest that I have not been excluded from participating in Medicare, Medicaid, or any other federal or state healthcare program in Florida or any other state. I agree to notify Zenith Care Home Health, LLC immediately if I become excluded in the future.



Have you ever been excluded from Medicare or Medicaid participation?   ☐ Yes    ☐ No
	If Yes, please explain  




Background Screening
All offers of employment are contingent upon successful completion of a Level II criminal background screening, as required by Florida Statutes and AHCA.

Have you ever been convicted of, or pled guilty or nolo contendere to, any felony?   ☐ Yes    ☐ No
Have you ever been convicted of, or pled guilty or nolo contendere to, any crime against a person, child, or elder?   ☐ Yes    ☐ No
Have you ever been listed on any abuse, neglect, or exploitation registry in any state?   ☐ Yes    ☐ No
Are there any pending criminal charges against you in any jurisdiction?   ☐ Yes    ☐ No

	If Yes to any above, please provide details (a criminal record does not automatically disqualify you)  

	  



	
	By signing this application, I consent to a Level II criminal background screening and authorize the release of information from relevant databases to Zenith Care Home Health, LLC for employment purposes. All information obtained will be held in strict confidence.



Driving & Transportation
Home health positions require reliable personal transportation to travel to patient assignments throughout the service area.

Do you have reliable personal transportation?   ☐ Yes    ☐ No
Do you hold a valid driver's license?   ☐ Yes    ☐ No
Do you carry active auto liability insurance?   ☐ Yes    ☐ No
	Driver's License Number  
	Issuing State  
	License Expiration Date  

	Auto Insurance Carrier  
	Policy Number  
	Policy Expiration Date  



	
	Employees may not transport patients in personal vehicles. Proof of valid driver's license and current auto insurance will be required prior to first assignment.



	SECTION 6  ·  EMERGENCY CONTACT & AVAILABILITY





Emergency Contacts
Provide two (2) emergency contacts who are not listed as professional references.

Emergency Contact 1
	Full Name  
	Relationship  

	Primary Phone  
	Alternate Phone  
	Email (optional)  

	Address (City, State)  



Emergency Contact 2
	Full Name  
	Relationship  

	Primary Phone  
	Alternate Phone  
	Email (optional)  

	Address (City, State)  



Schedule Availability

Days Available:   ☐ Mon   ☐ Tue   ☐ Wed   ☐ Thu   ☐ Fri   ☐ Sat   ☐ Sun   ☐ Flexible
Shifts Available:   ☐ Day / Morning    ☐ Evening / PM    ☐ Overnight / NOC    ☐ Live-In    ☐ Flexible
	Geographic areas you are willing to serve  


Are there scheduling limitations we should be aware of?   ☐ Yes    ☐ No
	If Yes, please explain  




Military Service (Optional)
Have you served in the U.S. Armed Forces?   ☐ Yes    ☐ No
	Branch of Service  
	Dates of Service  
	Type of Discharge  

	Relevant training or specialization (optional)  
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	SECTION 7  ·  APPLICANT CERTIFICATIONS & DISCLOSURES





Please read each statement below and place your initials on the line provided to confirm your understanding.

	 
initials
	At-Will Employment I understand that employment with Zenith Care Home Health, LLC is at-will, meaning either party may end the employment relationship at any time, with or without cause or prior notice, unless otherwise required by law. No representative of the company has authority to enter into any agreement for employment for a specified period unless in writing and signed by an authorized company representative.



	 
initials
	90-Day Introductory Period I understand that, if hired, I will serve a 90-day introductory period. In accordance with Florida Statute 443.131(3)(a)(2), if I am discharged for unsatisfactory performance during this period, the company may contest any unemployment benefits I may seek as a result.



	 
initials
	Drug-Free Workplace I understand that Zenith Care Home Health, LLC maintains a drug-free workplace. All employees are subject to drug screening. The use, possession, or transfer of alcohol or illegal substances while working, on agency premises, or in any agency vehicle is prohibited and grounds for immediate termination.



	 
initials
	Truthfulness of Application I certify that all information provided in this application, any resume submitted, and during any interview is true and complete to the best of my knowledge. Any false statement, omission, or misrepresentation — discovered before or after employment — may be grounds for disqualification or immediate termination.



	 
initials
	Background Investigation Authorization I authorize Zenith Care Home Health, LLC to conduct a thorough investigation of my employment history, references, credentials, and criminal background. I release all persons and entities from liability for providing information in good faith in connection with this investigation.



	 
initials
	Medicare / Medicaid Exclusion  I attest that I am not currently excluded from participating in Medicare, Medicaid, or any other federal or state healthcare program, and I agree to notify the agency immediately if my exclusion status changes at any time.



	 
initials
	Transportation Responsibility I understand that I am responsible for providing reliable personal transportation to and from patient assignments, and that I must maintain valid auto liability insurance at required minimum coverage levels. I acknowledge that transporting patients in my personal vehicle is strictly prohibited.



	 
initials
	Handbook & Policies I understand that upon hire I will receive the Zenith Care Home Health, LLC Employee Handbook and applicable policies and procedures. I agree to read, understand, and abide by those policies as a condition of employment. I acknowledge that policies may be updated and that it is my responsibility to remain informed.





	SECTION 8  ·  APPLICANT AUTHORIZATION & SIGNATURE





Equal Employment Opportunity Statement
Zenith Care Home Health, LLC is an Equal Opportunity Employer. All employment decisions are made without regard to race, color, sex, religion, national origin, age, disability, veteran status, marital status, or any other characteristic protected by applicable federal, state, or local law. Your opportunity for employment depends solely upon your qualifications for the position.



Applicant Certification & Authorization
	
	By signing below, I certify and agree to the following:



(1)  All information contained in this application, any accompanying resume, and statements made during any interview is true, accurate, and complete to the best of my knowledge.
(2)  I authorize Zenith Care Home Health, LLC to verify all information provided, contact listed references and employers, and conduct background screening as required by law and agency policy.
(3)  I understand that this application is not a contract of employment and that any offer is contingent upon satisfactory completion of applicable pre-employment requirements.
(4)  I release from liability all persons and entities who provide information about me in good faith in connection with this application.
(5)  I understand that if hired, I will be expected to comply with all agency policies, procedures, and applicable state and federal regulations governing home health care in Florida.

	Applicant Signature  
	Printed Name  
	Date  









FOR AGENCY USE ONLY — DO NOT COMPLETE
	Interviewed By
	Interview Date
	Disposition
	Hire Date

	 
	 
	 
	 



	Position Offered  
	Department / Unit  
	Starting Pay Rate  

	Approved By (Signature)  
	Title  
	Date  
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