
Family Health Care Associates 
Employee Information Update 

PLEASE PRINT ALL INFORMATION 

NAME: 

STREET ADDRESS: 

CITY:  STATE:  ZIP CODE: 

CELL NUMBER: 

SOCIAL SECURITY NUMBER: DOB: 

MARITAL STATUS: 

NAME OF SPOUSE: 

NUMBER OF DEPENDENTS: 

EMERGENCY CONTACT: 

EMERGENCY TELEPHONE NUMBER: 

EMAIL ADDRESS: 



Employee Information for Direct Deposit 

PLEASE PRINT AND COMPLETE ALL INFORMATION BELOW 

Name:   SSN: 

Name of Bank:     

Account # :   

9 - Digit Routing #:  

Type of Account :   Checking   Savings (Circle One)  

Amount To   
Be   Deposited:  100%   NET   PAY   

Indicated   Percent  
%  

Indicated   Dollar   Amount  
$ 

Please   attach   a   voided   check   for   bank   account   to   which   funds   should   be   deposited.  
FHCA   is   hereby   authorized   to   directly   deposit   my   pay   to   the   account   listed   above.  

This   authorization   will   remain   in   effect   until   I   modify   or   cancel   it   in   writing.   

Employee Signature:  Date:  

FOR   OFFICE   USE   ONLY   

DATE   RECEIVED:   

COMMENTS:   



Family Health Care Associates 
ACKNOWLEDGEMENT OF TUBERCULOSIS COUNCELING 

I ACKNOWLEGE THAT I HAVE READ AND I UNDERSTAND THE SIGNS, 
SYMPTOMS AND RISKS FACTORS OF THE TUBERCULOSIS DISEASE. 

DATE: 

EMPLOYEE NAME: 

EMPLOYEE SIGNATURE: ______________________________________________ 



 

Family Health Care Associates 

NON-DISCLOSURE OF TRADE SECRETS 

In consideration of my being employed by Family Health Care Associates, the undersigned hereby agrees that 
he/she acknowledges the following: 

1. That during my employment there may be disclosed to me certain trade secrets consisting 
of: 
a. Technical information, methods, processes, formulas, compositions, system techniques, 

inventions, machines, computer programs, and research projects. 
b. Business information: Customer lists, pricing data, sources of supply, marketing, production, 

or merchandising systems or plans. 
2. I agree that during and after termination of my employment, I shall not use for myself or others, or 

disclose or divulge to others any trade secrets, confident information, or any other data of the 
Company in violation of this agreement. 

3. Upon termination of my employment with Family Health Care Associates: 
a. I shall return to Family Health Care Associates, all documents and property pertaining to the 

company, including but not limited to: drawings, blueprints, records, reports, manuals, 
correspondence, customer lusts, computer programs, inventions, and all other materials and all 
copies thereof relating in any way to Family Health Care Associates, or in any way obtained 
by me during the employment. I further agree that I shall not retain any copies or reproductions 
of the foregoing. 

b. Family Health Care Associates may notify any future or prospective employer of this 
agreement. 

c. This agreement shall be binding upon me and my personal representation and successors in 
interest and shall inure to the benefit of the company’s successors and assigns. 

d. The enforceability of any one provision to this agreement shall not impair or affect any other 
terms of this agreement. 

e. In the event of any breach of this agreement, Family Health Care Associates shall have the 
rights to injunctive relief, in addition to any other existing rights, witness requirement of 
posting bond, if permitted by law. 

 
 
Employee: Date:   

 

 
 

Company: Family Health Care Associates 

 
 
 

Witness:  Date:  

 



 

Family Health Care Associates 

CONFIDENTIALITY AGREEMENT 
 

The nature of services provided by Family Health Care Associates requires information to be handled in a private, 
confidential manner. 

 
Information about our business or our employees or clients will only be released to people or agencies outside the 
company with our written consent. Following legal or regulatory guidelines provide the only exception to this 
policy. All reports, memoranda, notes, or other documents will remain part of the company’s confidential records. 

 
The names, addresses, phone numbers, or salaries of our employees will only be releases to people authorized by 
the nature of their duties to receive such information and only with the consent of management or the employee. 

 
 
 

The undersigned employee agrees to abide by this confidentiality agreement. 

 

 

 

 

 

________________________________     ______________________________ 
Employee         Date 

 

 

 

________________________________     ______________________________ 
Witness         Date 
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FAMILY HEALTH CARE ASSOCIATES

SAVANNAH RICHARDSON

PO BOX 1535

BARBOURVILLE KY 40906

FAMILYHEALTHCAREASSOCIATES@GMAIL.COM

606-546-7777

X



 

Kentucky Department For Public Health 

Tuberculosis (TB) Risk Assessment                                                   
 
 
 

Patient name (L,F,M): ______________________________________DOB: ______________Race: ____ Sex: ____SSN:____________ 

 
 
 

Address: ___________________________________________City, State, Zip:______________________________________________ 

 

 
 

Home/Work #: ________________________Cell#________________ Patient Pregnant: ____ No ____ Yes; If Yes, LMP ____________ 

 
 

 

Language: ____________________Country of Origin:___________ Year arrived in US:_______Interpreter needed: ____No ____ Yes 

 
 

 

Allergies:____________________ Current Medications:________________________________________________________________  

 

I. Screen for Active TB Symptoms (Check all that apply) 

 
 

___None (Skip to Section II, “Screen for TB Infection Risk”) 

 

___Cough for > 3 weeks      Productive: ___YES  ___NO 

 

___Hemoptysis 

 

___Fever, unexplained 

 
 

___Unexplained weight loss 

 

___Poor appetite 

 

___Night sweats       

 

___Fatigue 

 

  Evaluate these symptoms 
  in context 

 

 
 

Pediatric Patients 
(< 5 years of age): 

 

___Wheezing 

 

___Failure to thrive 

 

___Decreased activity, 
   playfulness and/or energy 

 

___Lymph node swelling 

 

___Personality changes 

 

History of BCG / TB Skin Test / BAMT / TB Treatment: 

 

History of prior BCG: ___NO  ___YES      Year: ___________   

History of prior (+) TST or (+) BAMT:  ____NO   ___YES 

 

Date (+) TST / (+) BAMT ________________  TST: ____mm 

 

CXR Date: ________________ CXR result: ___ABN  ___WNL 
 

Dx: ___LTBI  ___Disease 
 

Tx Start: ________________  Tx End: _________________ 

 

Rx: _____________________________________________ 
 

Completed: ___NO  ___YES 

 

Location of Tx: ____________________________________ 
 

III. Finding(s) (Check all that apply) 
 

___ Previous Treatment for LTBI and/or TB disease 
 

___ No risk factors for TB infection 
 

___ Risk(s) for infection and/or progression to disease 
 

___ Possible TB suspect 
 

___ Previous (+) TST or (+) BAMT, no prior treatment 
 

 

II. Screen for TB Infection Risk (Check all that apply) 
 

 Individuals with an increased risk for acquiring latent TB infection (LTBI) 
 or for progression to active disease once infected should have a TST. 
 Screening for persons with a history of LTBI should be individualized. 
 
 

A. Assess Risk for Acquiring LTBI.  The Patient: 

___ is a current high risk contact of a person known or suspected to have 
      TB disease. 

 

___ has been in another country for - 3 or more months where TB is 
      common, and has been in the US for < 5 years 

 

___ is a resident or an employee of a high TB risk congregate setting 

 

___ is a healthcare worker who serves high-risk patients 

 

___ is medically underserved 

 

___ has been homeless within the past two years 

 

___ is an infant, a child or an adolescent exposed to an adult(s) in  
       high-risk categories 

 

___ injects illicit drugs or uses crack cocaine 

 

___ is a member of a group identified by the health department to be at 
      an increased risk for TB infection 

 

___ needs baseline/annual screening approved by the health department 

 
 

 
 

B. Assess Risk for Developing TB Disease if Infected 
The Patient... 

___ is HIV positive 

 

___ has risk for HIV infection, but HIV status is unknown 

 

___ was recently infected with Mycobacterium tuberculosis 

 

___ has certain clinical conditions, placing them at higher risk for TB 
       disease: ______________________________________________ 

___ injects illicit drugs (determine HIV status): _____________________ 

 

___ has a history of inadequately treated TB 

 

___ is >10% below ideal body weight 

 

___ is on immunosuppressive therapy (this includes treatment for 
     rheumatoid arthritis with drugs such as REMICADE, HUMIRA, etc.) 

 

IV. Action(s) (Check all that apply) 

 
 

___ Issued screening letter    ___ Issued sputum containers 

 

 

___ Referred for CXR             ___ Referred for medical 

                                                                                                                                                                                                   evaluation 

___ Administered the Mantoux TB Skin Test 

 
 

___ Draw BAMT / Interferon-gamma Release Assay ((IGRA) 
 
 

___ Other: _______________________________________ 
 
 

TST Brand/Lot #________ TST Brand/Lot#________ 

 

 Arm: ___Left  ___Right 
 

Date/Time ______________ 
 

Induration___________mm 

 

 Arm: ___Left  ___Right 
 

Date/Time ______________ 
 

Induration___________mm 

 

___BAMT   ___T-SPOT.TB      ___QFT-TB-G-IT 
 

 
 

Date/Time drawn: _________________ 
 

 
 

Result: ___Pos  ___Neg  ___Borderline/Indeterminate 

 
 

 

 
 

Screener’s signature:________________________________ 

 
 

 

Screener’s name (print):_____________________________ 

 
 
 

Screener’s title:____________________________________ 

 
 
 

Date: ______________  Phone #:_____________________ 
 

 
 

Comments: _______________________________________ 
 
 

 I hereby authorize the doctors, nurses, or nurse practitioners of the _________________________Department for Public Health to 
administer a Tuberculin Skin Test (TST) or draw blood from me or my child named above for a Blood Assay for Mycobacterium 
tuberculosis (BAMT) test. 

 I agree that the results of this test may be shared with other health care providers.   
 I understand that:   • this information will be used by health care providers for care and for surveillance /statistical purposes only.   

                             • this information will be kept confidential 
 
 
X ______________________________________________________________________ Date: _______________ 

 
IMPORTANT: A decision to test is a decision to treat.  Given the high rates of false positive TB skin test results, the Kentucky TB Prevention and Control 
Program discourages administration of the Mantoux TST to persons who are at a low risk for TB infection. 
 

             TB-4 (3/2014) 
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