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MCK Behavior Services L.L.C.

2843 Stag Center Drive #3, Bartlett TN  38134
Phone:  901-387-0300

Fax:  901-387-0305

It is our policy of MCK Behavior Services to provide equal employment opportunities to all applicants and employees without regard to any legally protected status such as race, color, religion, gender, national origin, age, disability or veteran status.
Applicant Information 

(  ) male or  (  ) female

Applicant Name:  ______________________________________________________________________

Address:  _____________________________________________________________________________
City, State, Zip:    _______________________________________________________________________
Daytime Phone:   _____________________ Evening Phone: ____________________
Social Security Number:  ________________   Date of Birth:   ___________________

Driver’s License (Include State):  _______________________________

Email Address:  ________________________________________________________________________
How many years have you lived in the State of Tennessee?  _______________

Emergency Contact

Who should be contacted in case of an emergency?

Contact Name:  ________________________________________________________________________

Relationship to you:  ____________________________________________________________________

Address:  _____________________________________________________________________________

City, State, Zip:  ________________________________________________________________________
Daytime Phone:  _______________________ Evening Phone:  _________________________  

Job Position Applied for:  ________________________________________________________________

Salary Desired:  $ _______________   per __________________

How did you hear about the company?  
____________________________________________________

Have you applied for this company previously?  ____________________

If yes, when?  _____________________________________

Do you have transportation? _________________________
What car insurance do you carry?  _________________________

Are you at least 18 years old?  ______________________

Are you willing to work any shifts, including nights and weekends?  ______________________________
If you are offered employment, when would you be available to begin work?  ___________________

Are you legally eligible for employment in the United States?  (   )  yes    (   )  no

Are you able to perform the essential functions of the job position with or with reasonable accommodations?  (   )  yes  (   )  no  What accommodations, if any, would you require ______________

Have you ever been convicted of any crime, including traffic violations?  (   ) yes  (   )  no

If yes, please describe: __________________________________________________________________

What school did you attend? ___________________________________  
Year you graduated: ______ Major:  _________________________  Certifications/License (   ) yes (   ) no 
If yes, what certifications/License?  ________________________________________________________

At MCK Behavior Services we have five shifts that need to be covered every day of the week.  Please check which shifts you are available to work.  These shifts include:  
	Shift 1:  Mon-Fri

(7 am – 3 pm)


	

	Shift 2:  Mon-Fri

(3 pm – 11 pm)


	

	Shift 3:  Mon-Fri

(11 pm – 7 am)


	

	Weekend 1:  Sat-Sun

(7 am – 7 pm)


	

	Weekend 2:  Sat-Sun

(7 pm – 7 am)


	


Any additional information:

Applicant Employment History

List your current or most recent employment first

Date of Employment (Month/Year) _______________________________________________________

Employer Name:  ______________________________________________________________________

Supervisor Name:  _____________________________________________________________________

City/State/Zip:  ________________________________________________________________________

Job Duties:  _____________________________________________________________________________________

Reason for Leaving:  ____________________________________________________________________

Date of Employment (Month/Year) ________________________________

Employer Name:  ________________________________________________

Supervisor Name:  _______________________________________________

City/State/Zip:  __________________________________________________

Job Duties:  _____________________________________________________________________________________

Reason for Leaving:  ____________________________________________________________________

Statement Authorizing release of Information
Date:  ______________________________

Name of Agency:  _____________________________________________________________________
Full Name of Employee:  ________________________________________________________________

Previously used names (nicknames, maiden name, etc.):  ______________________________________

SS#:  _______________________________________

DL#:  _______________________________________ State of DL:  ___________________
I, ______________________________________________(Employee’s name), certify and affirm that, to the best of my knowledge and belief, I  _______  have  or ________ have not had or received a finding of a substantiated case of abuse, neglect, mistreatment or exploitation substantiated against me.  In order to verify this affirmation, I further release and authorize (MCK Behavior Services), the Tennessee Department of Intellectual and Developmental Disabilities and the Bureau of TennCare to have full and complete access to any and all current or prior personnel or investigative records as pertains to any substantiated allegations against me of abuse, neglect, mistreatment or exploitation.  

Signature of Employee:  _________________________________________________________________

Date:  ______________________________________

Witness:  _____________________________________________________________________________

Date:  _______________________________________

Revised by TNDIDD 11/19/2018

Updated June 2018 (Provider Agreement A.12.(c)

Provider Staff Protection from Harm Statements-The Provider shall, with fifteen (15) business days of the effective date of this Agreement, obtain and maintain in a file for review by DIDD of TennCare, a signed statement in the following form for all of the Provider’s current employees, subcontractors and volunteers.
References

Professional 

Name:  ___________________________________________  Phone:  _____________________

Address:  ______________________________________________________________________

Name:  ___________________________________________  Phone:  ______________________

Address:  _______________________________________________________________________

Name:  ___________________________________________  Phone:  ______________________

Address:  _______________________________________________________________________

Personal

Name:  ___________________________________________  Phone:  ______________________

Address:  _______________________________________________________________________

Name:  ___________________________________________  Phone:  ______________________

Address:  _______________________________________________________________________

Name:  ___________________________________________  Phone:  ______________________

Address:  _______________________________________________________________________

I, _________________________________________________________________ certify that the information provided on this application is truthful and accurate.  I understand that providing false or misleading information will be the basis for rejection of my application or if employment or if employment commences immediate termination.

I authorize MCK Behavior Services to contact former employers regarding my employment.  I authorized my former employers and organizations to full and freely communicate information regarding my previous employment and attendance.  I authorize those persons designated as references to fully and freely communicate information regarding my previous employment.

If an employment relationship is created, I understand that unless I am offered a specific written contract of employment signed on behalf of organization by it’s Executive Director, the employment relationship will be “at will”.
I have carefully read the above certification and I understand and agree to its terms.

_______________________________________________
______________________________

Applicant’s Signature





Date

To Applicants

Prior to completing this application, MCK Behavior Services, LLC requires all potential employees pay $20.00 background fee, up front.  Have a valid driver’s license.  “You Must Possess Your Own Vehicle”.  Your vehicle must be insured and in working condition.  You must also have a current, valid insurance card.

To secure a position with MCK Behavior Services, there are also training requirements you must meet within the first 30 days.  If you have completed any of the following trainings, we will need a copy:

Relias-We will need a copy of your current transcript

Medication Administration Training (If you have completed this training, we will need a copy with your score on it)

CPR/First Aid (if you have completed this, we will need a copy of your card, a certificate is not acceptable)

If you have not had any or some of the required training, MCK will schedule you for the trainings.  We ask that you please make yourself available accordingly

All documents must be legible, or we cannot accept them

If you fail to extend your employment with MCK beyond six months.  You will be charged a $65.00 fee for CPR/First Aid training, which will be refunded back to MCK Behavior Services.  These funds will be deducted from our last paycheck.

We look forward to your growth with us here at MCK Behavior Services.  We thank you in advance.
Print Name:  _______________________________________________________________________

Signature:  _________________________________________________________________________

Date:  ____________________________________

Email:  _____________________________________________________________________________

Please be advised the items listed are a must for employment at MCK Behavior Services.  NO EXCEPTIONS.

VECHS WAIVER AGREEMENT AND STATEMENT

Volunteer & Employee Criminal History System for Criminal History Record Checks

Under the National Child Protection Act of 9993, as amended

     Pursuant to the National Child Protection Act of 1993, as amended, this form must be completed and signed by every current or prospective employee, volunteer and contractor/vendor, for whom criminal history records are requested by a qualified entity under these laws. 

     I hereby authorize (enter Name of Qualified Entity) _________________________________________     to submit a set of fingerprints through the TBI vendor and this form to the Tennessee Bureau of Investigation (TBI), for the purpose of accessing and reviewing Tennessee and national criminal history that may pertain to me directly from the FBI, pursuant to 28 CFR, Sections 16.30-16.34.  By signing this Waiver Agreement, it is my intent to authorize the dissemination of any national criminal history record that may pertain to me to the Qualified Entity with which I am or am seeking to be employed or to serve as a volunteer, pursuant to the National Child Protection Act of 1993, as amended.

     I understand that, until the criminal history background check is completed, you may choose to deny me unsupervised access to children, the elderly, or individuals with disabilities.  I further understand that, upon request, you will provide me with a copy of the criminal history background report, if any, you receive on me and that I am entitled to challenge the accuracy and completeness of any information contained in any such report.  I may obtain a prompt determination as to the validity of my challenge before you make a final decision about my status as an employee, volunteer, contractor, or subcontractor.  
A national criminal history background checks on me is being requested by:  _______________________

Name of Previous Qualified Entity:  __________________________________ Year of Request:  _______

Address:  _____________________________________________________________________________

City:  ____________________________________________
State:  ______________ Zip: _________

I ________ have or _________ have not been convicted of a crime.
If convicted, describe the crime(s) and the particulars of the convictions(s) in the space below: 

I am a current or prospective (Check one)

Employee ______________  Volunteer _____________  Contractor/Vendor _______________

Signature:  ______________________________________________  Date:  ________________

Print Name:  _____________________________________________

Address:  _________________________________________________________________________

City:  ____________________________________  State:  _______________  Zip:  ______________

Date of Birth:  _________________________

To Be Completed by Qualified Entity:

Entity Name:  _________________________________________________________________________

Address:  _____________________________________________________________________________

City:  ___________________________________  State:  _____________  Zip: _____________________

Telephone:  ______________________________  Fax Number:  _________________________________

TBI Transaction Number:  _________________________________________

Department of Intellectual and Developmental Disabilities

Adult Tuberculosis (TB) Risk Assessment and Screening Form

This form is to be completed annually for all employees having contact with service recipients and filed in his/her employee file.
Employee Name:  ___________________________________Date Completed:  __________

	
	

	Have you ever had a positive TB test or had tuberculosis?  If yes, you will need to present a report to your supervisor from your health care provider about your status, including results of a chest x-ray, which has been performed in the past 6 months in the USA
	____ Yes ____No


	
	

	1.  Have you had contact or lived with someone who has been sick with TB in the last 2 years?
	____Yes ____No



	2. Were you born in Africa, Asia, Central America, South America, Mexico, Eastern Europe, Caribbean, or the Middle East?  If yes, what country?  

	____Yes ____No


	3. Have you spent more than 30 days in one the foreign countries above in the last five years?  If yes, what county/countries?
	____Yes ____No



	4. Have you ever worked or lived in a correctional facility, long-term care facility, hospital, homeless shelter, or an alcohol and drug center?
	____Yes ____No



	5. Have you ever been an intravenous drug user?
	____ Yes ____No



	
	

	1. Coughing for more than 2-3 weeks?
	____Yes ____No



	2. Coughing up blood?
	____Yes ____No



	3. Weigh loss of more than 10 pounds without trying to lose weight?
	____Yes ____No



	4. Fever of 100 degrees F (or 38 C) for over 2 weeks?
	____Yes ____No



	5. Unusual or heavy sweating at night?
	____Yes ____No



	6. Unusual weakness or extreme fatigue?
	____Yes ____No



	7. Loss of appetite?
	____Yes ____No



	Review of Information and required followed-up
	

	Are there “yes” marks in 1 or more boxes under “TB Risk Factors”?
	

	Are there “yes” marks in 2 or more boxes under “TB Symptom Screening”?
	

	If one or none of the “yes” boxes in this section are checked, no follow-up is needed by the employee.
	

	If both of the “yes” boxes in this section are checked, the employee is to be referred to their personal physician or the local Health Department for an evaluation.  A report is to be provided to the supervisor.

Was employee referred to private physician/local Health Department for follow-up?

If yes, date referred:  _________________

Reviewer Name:  ___________________________Date Reviewed:  _________


	

	
	


2843 Stage Center Drive, Ste. #3•Bartlett, TN 38134 (office)

P.O. Box 280 •Cordova, TN, 38008 (mailing address)

901-387-0300 (phone) •901-387-0305 (fax)

