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One Choice Health Care 

Test for HIPPA and Confidentiality 

Name: 
-------------

Title: 
--------------

Date: 
--------------

Circle the correct answer 

1. T F HIPPA stands for Health Internet Personal Protective Act. 

Score: ____ _ 

2. T F HIPPA improves the privacy and security of patient health information 

3. T F The notice of privacy practices is posted at each One Choice Healthcare 

locations. 

4. T F The privacy rule pertains to all Protected Health Information (PHI) 
including paper and electronics. 

5. T F PHI identifiers are Name, E-Mail, and Medicaid number. 

6. T F You should always keep PHI (documentation, time sheets, charts) in your 
locked trunk or box when transporting. 

7. T F The penalties for disclosing PHI (name, 55#, address, etc.) are: you are held 

responsible along with the company, civil & criminal penalties, fines from 

$100 to $250,000, up to 10 years in prison and loss of your job. 

8. T F Protected health information housed at One Choice Healthcare can be 

view by employees, depending on their job responsibilities and the client/ 

guardian or legally responsible person. 

9. T F Information kept in the client's home is not confidential. 

10. T F While in the community with your client you run into your sister. The best 

response would be to introduce your sister and let the client introduce 

him/herself. 





ONE CHOICE HEALTHCARE INC. 

BACKGROUND CHECK PERMISSION 

FOR PROSPECTIVE EMPLOYEE 

I authorize One Choice Healthcare to perform a criminal/driving history information check in 

connection with my application for employment, my employment or volunteer services with One 

Choice Healthcare pursuant to N.C.G.S. 114-19.3, 131D-40 or 131E-255. 

LAST NAME 

SOCIAL SECURITY# 

FIRST 

(Print or Type) 

MIDDLE 

DATE OF BIRTH SEX 

ADDRESS (STREET NAME AND NUMBER, CITY, STATE, ZIP CODE) 

MAIDEN 

RACE 

I understand that the agency providing this information and its employees shall not be held 

legally accountable in any way for providing background information to One Choice Healthcare 

and hereby release said agency and persons from any and all liability which may be incurred as 

a result of furnishing such information. I further understand that One Choice Healthcare cannot 

release the results of this criminal/driving history record check to me. 

Applicants/Employee'sNolunteer's Signature 

Date 

--·'-----'--



ONE CHOICE HEALTHCARE 

HEPATITIS B VACCINATION 

Employee Name: ____________________________ _ 

Date: ---------------------------------

_YES, I am interested in having One Choice Healthcare provide the HBV (Hepatitis B Vaccine) 
to me. I understand that One Choice Healthcare has offered to pay for the series of 4 shots and 
if I have to pay for the series One Choice Healthcare will reimburse me. However, I understand 
that if I miss one of the scheduled series of injections, I will have to repeat the series all over 
again at my own expense. 

_NO, I do not wish to have the HBV {Hepatitis B Vaccine) provided to me. I understand that 
due to my occupational exposure to blood or other potentially infectious materials, I may be at 
risk of acquiring Hepatitis B virus infection. I have been given the opportunity to be vaccinated 
with HBV. I can receive the vaccination series at a later date during my employment at no 
charge to me. 

Employee Signature 

Date 





ONE CHOICE HEALTHCARE 

HEPATITIS B VACCINATION 

Employee Name: ____________________________ _ 

Date: --------------------------------

_YES, I am interested in having One Choice Healthcare provide the HBV (Hepatitis B Vaccine) 
to me. I understand that One Choice Healthcare has offered to pay for the series of 4 shots and 
if I have to pay for the series One Choice Healthcare will reimburse me. However, I understand 
that if I miss one of the scheduled series of injections, I will have to repeat the series all over 
again at my own expense. 

_NO, I do not wish to have the HBV (Hepatitis B Vaccine) provided to me. I understand that 
due to my occupational exposure to blood or other potentially infectious materials, I may be at 
risk of acquiring Hepatitis B virus infection. I have been given the opportunity to be vaccinated 
with HBV. I can receive the vaccination series at a later date during my employment at no 
charge to me. 

Employee Signature 

Date 







ONE CHOICE HEALTHCARE 

Confidential Health Record 

Your Name: 

Name Of Doctor: 

Address Of Doctor: 

Do you have any allergies? 

If yes, please give details: 

Date Of Birth: 

Have you in the last 3 years had any accident or illness, 
which caused you to be off work for 2 weeks or more? 

YES/ NO* 

If yes, please give details: YES / NO* 

Have you in the last 3 years attended an outpatient clinic 
or had any course of treatment lasting 3 months or YES / NO* 

more? 

Are you currently receiving any such treatment? YES / NO* 

Do you suffer from, or have ever suffered from any of the 
following? 

• Diabetes.
• Epilepsy/Fits/Blackouts.
• Eczema/Dermatitis/Skin Disease.
• Depressive Illness.
• Bowel Problems.
• Earache or Infection.

Are you registered as disabled? 
If yes: 

What is the disability? 

Your Signature: Date: 

YES/ NO* 
YES/ NO* 
YES/ NO* 
YES/ NO* 
YES/ NO* 
YES/ NO* 

YES/ NO
"" 



One Choice Healthcare 

Bloodborne Pathogen Test 

1. If you are exposed to potentially infectious materials on the job, you may request a

vaccine for which bloodborne disease?

HIV

_Syphilis

_ Hepatitis B

Brucellosis 

2. Which of the following materials could contain bloodborne pathogens?

Blood saliva 

Semen 

_ Vaginal secretions 

All of the above 

3. If you wear gloves when cleaning up an accident site, it is not necessary to wash your

hands afterwards.

True 

False 

4. Bloodborne pathogens may enter your system through:

_Open cuts

Skin abrasions 

Dermatitis 

Mucous membranes 

All of the above 

5. You should always treat all body fluids as if they are infectious and avoid direct skin

contact with them.

True 

False 

6. You should never eat, drink, or smoke in a laboratory or other area where there mav
be potential exposure to bloodborne pathogens.

True 

False 

1 





One Choice Healthcare 

Client Rights, Abuse and Neglect Test 

Name: 
--------------

Title: 
--------------

Date: 

1. T F It is your responsibility to decide when it is necessary to restrict a client's

rights. 

2. T F One Choice Healthcare is an agency that informs clients

and/or families about their rights. 

3. T F You will be fired and/or charged with a crime if you abuse clients.

4. T F It is your responsibility to ensure that your client's are respected.

5. T F The law mandates that anyone can report abuse or neglect to the proper

authorities. 

6. T F The agencies responsible for substantiating abuse, neglect and/or exploitation

are Department of Social Services and Adult Protective Services. 

7. T F An example of exploitation is a person living in a group home is told to go

and wash a staff member's car. 

8. T F An example of abuse is a caregiver beating the client with his/her fist.

9. T F An example of neglect is a person with an injury s/p fall, not being taken

to get treatment. 

10. T F Three basic rights that a person has are: privacy, to be treated with respect

and dignity and to refuse treatment. 



One Choice Healthcare 

Safety Test 

1. T F Cleaning and disinfecting surfaces with nonpolluting cleaners and

antimicrobial solutions protects against mild growth. 

2. T F Anyone can use a fire extinguisher to put out a fire. 

3. T F We should chain and padlock doors with push bars to keep staff 

from propping then open. 

4. T F Workplace violence is a growing concern for employers and employees 

nationwide. 

5. T F Staff should be trained to check their vehicle before starting off on assignment

to a high risk area. 

6. T F Where needed, special procedures or helping physically impaired employees , 

volunteers and clients should be incorporated into the organization's 

emergency plans. 

7. T F Only businesses and homes that have commercial kitchens need to worry 

about wiring, sanitation, temperature control and maintenance. 

8. T F Chemical and cleaning supplies should be stored in a locked cabinet or storage 

room. 

9. T F Workplace safety is the responsibility of the person(s) wearing the 

management hat. 

10. T F Staff members need to be trained to lift heavy objects, which can cause 

serious injuries. 





Grades: S = Satisfactory U= Unsatisfactory N/A = Not Applicable 

Demonstration Method: T = Written Test O= Observation with Participant V = Verbalization *All tasks with Asterix 

(*) must be demonstrated through Observation with Participant* 

Demonstration 

Task Grade Method RN initials/Date 

Proper Body Mechanics 

Range of Motion Exercises (Passive and 

Active) 

Fall Precautions 

Vital Signs 

Blood Pressure 

Pulse 

Blood Glucose Monitoring 

Assisting with Medication Reminders 

Special Tasks * 

Hoyer Lift* 

Oxygen care (CNA required) * 

Colostomy Care (CNA required) * 

Catheter care (CNA required) * 

Employee Signature: Date 

RN Signature: Date 

RN Signature: I Date

Employee Name: I Position:
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