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          Home Care Agency Application Form  

Section A: Applicant Information  

Agency Name:  

BHeC 
Registration 
Number: 

       

Agency Owner: 
Name:                                                                                 Contact number: 
 
                                                                                             Email: 

Preferred 
Agency 
Contact 
Person: 

Name:                                                                                  Job Title: 

Agency 
Address: 

                                                    

                                               Unit, Suite, Floor #                        Street Address                                                                                                                     
                                                                                                                                                            

 Address Line 2 (if applicable) 
                                                                                                                                                              

 Parish Postal  Code                                                          

Agency 
Telephone:  

      
 

Agency Cell:        

Agency Fax: 
      
 

Agency 
Email: 

      

 
 

Employee Information and Documentation- The applicant Home Care Agency must submit: 
1. A list of all current employees including the following information: Full name, date of birth, job title, provider type 

(as listed in section B), primary contact information, start date of employment, and indication if a work permit 
holder.  All listed employees must have the minimum requirements for their provider type listed in Section B and 
the specified documentation on file at the Agency. 

2. A completed copy of Sections E &F for each employee. 
3. Copies of work permit for all work permit holders. 

Provider 
type 

 Employee name, DOB, job title,  contact info, start date of employment  
Work Permit 
holder  

   Yes  No 

   Yes  No 

   Yes  No 

   Yes  No 

   Yes  No 
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Section B: Application Submission and Document Requirements  

Applications must 
have: 
 

1. A completed and signed application form 

2. Copy of a photo ID 

3. Required documentation for each type of care provider employed by the Agency 
must be available upon request by Ageing and Disability Services. 

4. A signed and submitted declaration for each employee. 

5. HID Electronic Payment form – must be completed by all Agencies to be paid by 
the Future Care or HIP Personal Home Care Benefit. 

6. OPTIONAL: Home Care Provider Information for Public Listing- complete to have 
your information listed on www.helpingservices@gov.bm to assist the public in 
finding services. 

 Documentation required by Caregiving Provider Type you are applying for:  

Personal Caregiver * 

1. Current CPR and First Aid Certification – Photocopy of current training 
certificate  

2. Bda Police Service Record Check – issued within the last 24 months 

3. Medical Certificate for Home Care Providers – completed by your GP/doctor 
indicating mental and physical fitness to provide care 

4. Home Care Provider Personal Reference Questionnaire – to be completed, 
signed and submitted in a sealed envelope by one reference. 

5. Resume – on a separate piece of paper outline previous work experience 

*Registered medical professionals applying as personal caregivers can provide 
evidence of active registration status and items 2, 3 and 4 listed in the skilled 
caregiver qualifications below. 

Skilled Caregiver 
(Nursing 

Associate/Geriatric 
Aide)  

1. Active Bda Nursing Council Registration as a Nursing Associate (Nursing 
Assistant/ Geriatric Aide)- Photocopy of current registration card 

2. Current CPR Certification - Photocopy of current training certificate or course 

3. Bda Police Services Record Check –issued within the last 24 months 

4. Medical Certificate for Home Care Providers – from your GP/doctor indicating 
mental and physical fitness to provide care 

Nurse: 

1. Active Bda Nursing Council Registration as a Registered Nurse- Photocopy of 
current registration card 

2. Current CPR Certification - Photocopy of current training certificate or course 

3. Bda Police Services Record Check- issued within the last 24 months 

4. Medical Certificate for Home Care Providers – Completed by your GP/doctor 
indicating mental and physical fitness to provide care 

 

Incomplete applications will not be reviewed. 
 
Completed applications are mailed/delivered to:   ads@gov.bm 

Ageing and Disability Services, 
Ministry of Health, Ground floor, 25 Church St. Hamilton, HM12 

http://www.helping/
mailto:ads@gov.bm
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Section C: Home Care Agency Owner Screening Questions  - if you answered yes, to any of the 
below, submit with your application on a separate paper further explanation for answering yes. 

1.  
Have you been convicted of, pled guilty or no contest to a crime in Bermuda or 
any other country?  

YES 
 

NO 
 

2.  

Have you had any disciplinary or probationary action taken against you by any 
licensing authority in Bermuda or another country? This includes: probation, 
suspension, revocation, or denial of a license. 

YES 
 

NO 
 

3.  
Have you had any form of investigation or disciplinary action by any health or 
social services related agency in Bermuda or another country? 

YES 
 

NO 
 

4.  
Do you have a mental or physical condition, and/or an alcohol or drug dependency 
which could interfere with your current ability to provide care?   

YES 
 

NO 
 

 
 

Section D: Declaration Statement ( Home Care Agency Owner) Check each box after reading 
and sign below 

By my signature:  
  I agree the information in this application and the information in any required or following 
documentation is true and accurate to the best of my knowledge. I understand that false statements may 
result in the denial or removal of my registration.   

 
  I understand registration with Ageing and Disability Services (ADS) is required for private caregivers 
delivering home care  services to clients that are paid for, in part or in full, by the following government 
departments: 

• Health Insurance Department (FutureCare and HIP Personal Home Care Benefit) 

• Department of Financial Assistance 

• Department of Social Insurance (War Veterans Benefit) 

 I understand my application for registration as a caregiving provider in the community, if approved, may 
be suspended or revoked at any time there is significant concern, evidence, or allegation regarding 
fraudulent activities, abuse or neglect.  

 
 I understand this registration is valid for 2 years only and will require re-registration. 

 
 I agree to notify Ageing and Disability Services of any changes to the information provided in this 
registration form, including   changes in the submitted employee listing. 

 
 I agree for Ageing and Disability Services and/or MOH to contact relevant persons (including but not 
limited to regulatory and government entities) to verify the information provided in this application.  

 
 I understand that the Health Insurance Department will issue electronic versions of their Explanation of 
Payments Statement for any claims submitted to them, for providers with email addresses. Notifications will be 

emailed to the agency email address mentioned in Section A. ii. 
 

  

Signature  
 

Date 

Print Name  
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 (Blank page for printing) 
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Name of Employee: _______________________________________________________ 
 

Section E: Employee Screening Questions  - if any employee answered yes, to any of the below, 
submit with your application on a separate paper the person’s name, further explanation for answering yes 
and agency’s rationale for employment. 

1.  
Have you been convicted of, pled guilty or no contest to a crime in Bermuda or 
any other country?  

YES 
 

NO 
 

2.  

Have you had any disciplinary or probationary action taken against you by any 
licensing authority in Bermuda or another country? This includes: probation, 
suspension, revocation, or denial of a license. 

YES 
 

NO 
 

3.  
Have you had any form of investigation or disciplinary action by any health or 
social services related agency in Bermuda or another country? 

YES 
 

NO 
 

4.  
Do you have a mental or physical condition, and/or an alcohol or drug dependency 
which could interfere with your current ability to provide care?   

YES 
 

NO 
 

 

Section F: Declaration Statement (Employee) Check each box after reading and sign below 

By my signature:  

  I agree the information in this application and the information in any required or following 
documentation is true and accurate to the best of my knowledge. I understand that false statements may 
result in the denial or removal of my registration.   

  I understand registration with Ageing and Disability Services (ADS) is required for private caregivers 
delivering home care  services to clients that are paid for, in part or in full, by the following government 
departments: 

• Health Insurance Department (FutureCare and HIP Personal Home Care Benefit) 

• Department of Financial Assistance 

• Department of Social Insurance (War Veterans Benefit) 

 I understand my application for registration as a caregiving provider in the community, if approved, may 
be suspended or revoked at any time there is significant concern, evidence, or allegation regarding 
fraudulent activities, abuse or neglect.  

 I understand this registration is valid for 2 years only and will require re-registration. 

 I agree to notify Ageing and Disability Services of any changes to the information provided in this 
registration form. 

 I agree for Ageing and Disability Services and/or MOH to contact relevant persons (including but not 
limited to regulatory and government entities) to verify the information provided in this application.  

 I understand that the Health Insurance Department will issue electronic versions of their Explanation of 
Payments Statement for any claims submitted to them, for providers with email addresses. Notifications 
will be emailed to the agency email address mentioned in Section A. ii. 

 
 
 

 

Signature of Applicant  Date  
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HOME CARE PROVIDER PERSONAL REFERENCE QUESTIONAIRE 
This reference is required by Ageing and Disability Services for home care provider applications. It is to be 
completed by the person providing the reference, not the applicant. Rate the applicant based on your 
experience and interactions. Complete and submit in sealed envelope to ensure confidentiality. 

Your Name:   Occupation:  

Address:   Phone Number:  

 
Name of Applicant (person you are providing a reference 
for): 

 

 

1. How do you know the applicant?    Friend 

 Neighbor 

  Acquaintance  Former Employer 

  Care Recipient    Other ____________ 

2. How long have you known the applicant? 
 

3. When was the last time you had contact with 
the applicant? 

 

 
Respond to all questions by checking which response best describes your experience with this applicant. 

 Strongly 
agree 

Agree Neutral Disagree Strongly 
disagree 

4. Applicant gets along well with others.      

5. Applicant handles stressful situations 
well. 

     

6. I have trust the applicant would keep 
private information confidential. 

     

7. I believe the applicant is honest and 
trustworthy. 

     

8. I have not witnessed any displays of 
prejudice. 

     

9. The applicant loses his/her temper 
easily. 

     

10. I do not have any knowledge of the 
applicant’s use or involvement with 
illegal drugs or narcotics. 

     

11. I believe the applicant is reliable.      

12. I would recommend the applicant as a 
caregiver. 

     

COMMENTS: 
 
 
 
Signature______________________________________________             Date_____________________ 
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MEDICAL CERTIFICATE FOR HOME CARE PROVIDERS 
This certificate is to establish that the person named below is in good physical and mental condition as to not 
adversely affect the health or safety of those they care for as a care provider. 
 

PATIENT INFORMATION and AUTHORIZATION (To be completed by the PATIENT) 

Name: Date of Birth: 

I authorize the release of this medical information to my potential employer and Ministry of Health to ensure 
compliance with Ageing and Disability Services home care provider registration requirements. 

Signature: 
 

    Date: 

MEDICAL INFORMATION (To be completed by PHYSICAN) 

1. Check to indicate if your patient 
is: 
If any are unchecked provide 
an explanation in comments 
section  

☐  Free from communicable diseases 

☐  Free from substance abuse 

☐  Mentally fit and capable of caring for vulnerable persons 

2. Does your patient have the 
physical capacity to perform 
the functions of their care role?  
 If any are unchecked provide 
an explanation in comments 
section 

Yes : 

 ☐  able to lift and carry 10 pounds or more, 

☐  assist another with mobility such as:  getting up and down 

stairs, in and out of chair or bed if needed, and  

☐  drive a car 

No,  please specify: 

3. Check to Indicate patient’s 
current immunization status  
This is to help identify who may 
be at risk based on 
immunization status.  

☐ Influenza vaccine  Date:______________ 

☐ Measles, Mumps, Rubella  Date:______________ 

☐ Varicella (chickenpox): Date:______________ 

☐ Polio: Date_______________ 

☐ Hepatitis B: Date_______________ 

☐ Tetanus, Diphtheria, Pertussis Date:____________ 

☐ Other (see Adult Immunization Schedule)_______________ 

Comments 

 

 

 

 

Date: Physician Signature: 

Contact Number: Print Name: 
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Care Provider Information for Public Listing 
Only to be completed to have information posted on the public listing 

 

Name of Care Provider: ____________________________________________________________  
 
Phone: _____________________________              Email: _________________________________ 

 
 

CHECK ALL BOXES THAT APPLY 
 

TYPE OF CARE PROVIDER:  Personal Caregiver 
 
         Skilled Caregiver: 
 NA 
 RN 

AVAILABILITY:  Full time 
 Part time 
 Days 
 Evenings 
 Nights 
 Weekends 

 
CARE EXPERIENCE:  Diabetes 

 Stroke 
 Dementia 
 Learning Disabilities 
 Assisting in mobility 

transfers 
 Use of mechanical lift 

CARE 
TRAINING: 

 Diabetes 
 Stroke 
 Dementia 
 Learning Disabilities 
 Assisting in mobility 

transfers 
 Use of mechanical lift 

    

TRANSPORTATION: 
to and from medical 

appointments, grocery 

shopping, going to social 

/recreational activities 

 Not available 

 With client’s car 

 With my car 

 By bus 

  

 
 
By signing this form I agree that: 

• The information provided is true and accurate.  

• My information may be posted on the public listing for persons searching for a home care provider.  

• The public posting is for 6 months and if I wish to renew my listing I will need to complete a new form 
and submit it to ADS.  

• I may be removed from the public listing at any time if my registration as a home care provider lapses, 
is suspended or revoked. 

 

Signature___________________________________________      Date_________________________ 



 
 

 

 



 
 

 
 


