CONDITIONS OF EMPLOYMENT

Welcome to Health Force, and industry leader in home care and supplemental staffing.
Adherence to our work policies and procedures will help you achieve a successful career with
Health Force, Please note the following:

We will do our best to find suitable job assignments which will take full advantage of your
qualifications and experience. Health Force hires their employees on a per-diem (as needed)
basis, therefore, we cannot guarantee employment. It is the responsibility of you, the employee,
to call the office weekly with your availability.

If your work performance falls below Health Force standards, you will be subject to discipline
and possibly termination. Unacceptable work performance includes excessive cancellation and
tardiness as well as “no shows”. (Remember that you must contact the Health Force office as
soon as you are aware of a change in your availability).

You are not permitted to accept or hold money or other valuable property for any client.

Unless a signed transportation release is on file in our office, you are not permitted to drive
patients in their cars, family member's cars, or your own car. You may, however, accompany the
patient in a vehicle as long as you assume the role of a passenger.

Health Force office staff will be glad to answer any questions you have about your employment
with Health Force,

Health Force provides a weekly newsletter that is issued with your employee checks or direct
deposit stubs as the means of communication between the office staff and field employee. Itisa
valuable communication tool to keep the employee current regarding Health Force events as well
as any important policy changes. The weekly newsletter is considered to be required reading,
therefore it is considered an expectation and the employee's responsibility to read the newsletter
on a weekly basis,

An employee handbook will be provided for you the day of your orientation with full details of
this form and additional policies and procedures.

I understand that my employment may be terminated by Health Force at any time, without
liability to me for wages except as have been earned by me at the date of such termination.

Indicate below by your signature and the date that you fully understand and intend to adhere to
all Health Force policies/procedures listed on this form.

Employee Signature ~ Date

Health Force Representative Date



HEALTH FORCE
REQUEST FOR TIME OFF POLICY

I understand that if I am assigned to a case and work regular hours on this
case, I must submit, in writing (form provided), two (2) weeks advance notice
that I need time off, It is also my responsibility to submit in writing, two (2)
weeks advance notice, if I choose to be removed from a case. I understand
that failure to follow this policy could result in disciplinary action including
termination.

Employee Signature Date

HEALTH FORCE/TM REVISION 2008



HEALTH FORCE CONFIDENTIALITY AGREEMENT

Staff and physicians alike share the responsibility - the responsibility of safeguarding
information regarding our patients.

In addition, Health Force ( or the “Company™) has adopted certain policies regarding the
confidentiality of information relating to the operation of Health Force.

Finally, an employee has a legal duty to his/her employer not te disclose confidential business
information to anyone outside th Company.

In order to ensure that you recognize this responsibility for safeguard information regarding our
patients, and regarding the Company, and agree fo assume it is in your position with Health
Force, we ask that you read carefully and sign the following statement:

I, , having accepted a position with Health Force, hereby
acknowledge that I am fully aware of the confidential nature of my position. I also acknowledge
my obligation to Health Force and its patients to safeguard all information regarding patients
and their affairs which I receive and with which I am entrusted. I understand I am to release
such information only on the authorization of both the patient and my supervisor.

I further acknowledge that Health Force prohibits the discussion of salaries, bonuses or any
other form of compensation of any employee in the Company.

I further acknowledge that Health Force prohibits the discussion of Company business and
futuare direction of the Company ( including discussions at community meetings), whether
professional or social.

I further acknowledge that Health Force prohibits the discussion of Company policies or
procedures, including giving out copies, with anyone not employed by Health Force. If it
becomes necessary to give out copies of Company policies or procedures, I acknowledge that I
must receive approval from the Director of Clinical Services or the Administrator before the
information is released,

I further acknowledge that Health Force prohibits discussion of Company business with any
member of the press, whether local, national, or international. I agree to refer any inquiries from
the press the Administrator.

I further acknowledge that upon the expiration or termination of my employment with Health
Force, I will never reveal any of such confidential information,

Employee Signature Date

HEALTH FORCE/TM REVISION 2008



March 15, 2010

1 attest that Health Force has provided updated contact information for Interpreter
Services for the Hearing-impaired, Discrimination for the Limited English Proficient
Clients, non-Discrimination Policy, Equal Employment Opportunity and No retaliation
Policy.

Employee
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DEPARTMENT OF CHILDREN & FAMILIES

ATTENTION

AVISO

ATANSYON

INTERPRETER SERVICEE FOR THE
HEARING-IMPAIRED

IF YOU ARE DEAF OR HARD OF
HEARING, YOU ARE ENTITLED 7O
INTERPRETER SERVICES AT NO COST
TO YOU.

PLEASE INFORM STAFYF OF THE
SERVICES NEEDED,

SERVICIOS DE INTERPRETE PARA
PERSONAS CON SORDERA O
PROBLEMAS AUDITORIOS

SEUSTED ES SORDO O NO OYE BIEN
UJSTED TIENE DERECHOS A SERVICICS
DE INTREPRETE GRATIS

POR FAVOR BE INFORMAR AL
PERSONAL S! NECESITA ESTE SERVICIO

INTEPWETE POU MOUN KI BEBE
CUBYEN MOUN KI MAL POU TANDE

SI QU PA PALE ANGLE, SI OU BEBE (SCUD}
SI QU MAL POU TANDE, SI JE QU PA ECN,
QU KA JWEN MOUM FOU EDE-W TRADWI
EPI INTEPWETE PCU QU GRATIS.

TANPRI MANDE POU YO EDE-W

IN ADDITION, SERVICES MAY BE
ACCESSED THROUGH FLORIDA RELAY
by dialing 7-1-1 or calling toll free:

1-8G0-8955-8770 (Voice)
1-800-955-8771 (TTY}
1-877-955-8773 {Spanish)
1-877-855-8707 (French Creole)

ADEMAS, PUGEDE USAR LOS SERVICICS
DE RELEVO LLAMANDO AL 7-1-1 o los
siguientes niimeros gratis:

1-800-955-8770 (Ingles}
1-800-955-8771 (TTY)
1-877-955-8773 (Espafiol)
1-877-555-8707 (Crecle Frances)

Ou Kapab joyn lot sévis
Ou Kap rele nimerwao 7-1-1 (nan tout eta-

Laflorid 1a)

Qubyen rele telefon gratis 2a you

1-800-955-8770 (Vwo)

1-800-955-8771 (TTY)

1-877-955-8773 (Spanal)

1-877-955-8707 {Francals oubyen Creole)

Any person whao belleves that he/she has
been discriminated cr retaliated against In
viclation of Section 504 of the
Rehahilitation Act of 1973 andfor the
Amerlcans with Disabilities Act of 1390 may
fiie a complaint by writing or calling:

Department of Children & Famllies
Office of Civil Rights

1317 Winewood Bivd., Building 1, Roem 118
Tallahassee, Florida 32399-0700

{850) 487-1801

TEY (850) 922-9220

Cualquler persona gue crea que élfella ha
sido discriminade en violacidn de la Seccldn
504 del Acta de Rehabilltacién del 1973 yfo
de la Ley de Americanos con Discapacidades
del 1590 pueden archivar una queja
escribiendo o llamando:

Department of Children & Familles

Office of Civil Rights

1317 Winewood Blvd., Bullding 1, Reom 110
Tallahassee, Ferlda 32399-0700

(850) 487-190¢

TTY (850) 922-9220

Nenpdt moun, ki santi ke Il te viktim
diskriminasyon cubyen entimlde nan
Seksyon 504 Lwa 1973 sou Reyabllitasyon
an {Rehabilitation Act of 1973) oubyen Lwa
1990 sou Americans with Disablfittes Act of
1890, Pou-gu enregisté yon plent kontakte:

Bepartment of Children and Familles
Cifice of Civil Rights

1317 Winewoad Blvd., Buliding 1, Room 110
Tailahassee, Florida 32395-0700

(850} 487-1901

TTY (850) 922-9220

United States Department of Justice {USDOSA

Clvll Rights Divislon

Office of the Assistant Attorney General
950 Pennsylvania Avenue, NNW.
Washington, D.C, 20631

{202) 514-4600 {volce) (202) 514-0741 (TDD)

{202) 307-2839 [Fax)

United States Department of Health and Human Services {HHS)
Attention: Office for Civil Rights

Atlanta Federal Center, Suite 3870

61 Forsyth Street, 5.W.

Aflanta, Georgia 30303-33469

{404) 562-7881 or TRD {404) 331-2867



DEPARTMENT OF CHILDREN & FAMILIES

NON-DISCRIMINATION POLICY

No person shall, on the basis of race, color, raligion,
national origin, sex, age, or disability be excluded
from participation in, be denied the henefits of, or be
subjected to unlawful discrimination under any
program or activity receiving or benefiting from
federal financial assistance administered by the
department and its providers, Arny applicznt or
participant wha believes he or she has been denied
services may file a complaint with the United States
Department of Health and Human Services, Office of
Civil Rights or the Department of Children and
Families, Office of Civil Rights within 180 days of
the alleged violation.

EQUAL EMPLOYMENT ORFORTUNITY POLICY

The Cepartment of Children and Families assures to each
appficar! or employee an equal employment epportunity
witheut regard to 2 person's age, facs, color, say, refigien,
natfenal erigln, pofiical opinlens or 2filatlens, marital
stalus or disabdlity, except when such requitement
constiutes a bena fide cccupational qualification necessary
lo perform the tasks assoclated with the pasition. Such
equal employment epgorunity wif be eHained using both
aoblective and subjective recruitment, examination,
appeintment, training, prometicn, demation, compensaticn,
retentlon, discipline, separation, o other employment
praclice,

Any appficant o employee who befiaves thal he or she has
been discriminated agalnst may fle a complaint with the
Florida Caminlssion en Human Relaticns (FCHR) or with
the Cepartmient of Children and Famiies, Office of Civil
Rights, 1317 Winewood Boulevand, Tallahassee, Fiorida
323995790, within 285 days of the afeged viclaton.
Complalnis ¢an aiso be fied with the Uniled States Equal
Employment Oppertunity Commisslon (EEQC), within 360
days of the alleged violation,

NONRETALIATION FOLICY

No person shall be retzflated agalnst, harassed,
Infmidated, threatened, coerced or discriminated agalnst
ter making a charge, testifying, assisting or parfelpating In
any manner i an lnvestgation, proceeding, or hearing for
epposing alleged unlawhul discriminatory practices
prohibited by state and federal laws.

POLITICA DE NO DISCRIMINACION

Ninguna persona serd, por st razs, su color, su reflgion,
origen racional, ef sexo, la edad, rtla incapacldad serd
excluida 2 participar en, ser negado los heneficios de, o
ser sujeto a 'a dlscriminacién Jegal bajo cualquier
pregrama o actividad reciblendo o beneficiindose de’ta
ayuda financlera federal administrada por of departamenta
¥ 5us proveedcres, Cualquier solicilante o parteipante que
cree que ¢l o ella han sido negados diches serviclos
pueden archivar unaquefao reclame con ef Ministeria de
Sanidad y Seguridad Soclal de los Estados Unides, iz
Oficina de Derechos Civiles o ef Departamanto de Nifics y
Famllas, la Chiclna de Derechos Civiles dentra de $80 dlas
de la Infraccién pretendida.

FOLITICA de CPORTUNIDAD BE EMPLES
IGUALITARIA

El Cepattamento da Mifos y Famiflas asegura a cada
sallcitante o el empleada una eporiunidad de empleo
lguaiitaria sin censideracién a la edad da una persena, la
faza, ef color, el sexo, la refigién, ofgen naclonal,
opinlones ¢ afiiaclones poliicas, o estadacivito a
Incapacidad, mencs cudndo 2! requlsito constitya un
tequisito profesienal auténtica necesaria para realizar las
lareas asocladas con la posicidn, Tat oportunidad de
smplec ijuafilarda serd aleanzada utlizar ambas
contralacion objetva y subletiva, ef examen, la cifa, la
Instruccién, 1a promecién, la degradacidn, fa
compensacién, la retencldn, 12 discipling, i separacitn, u
olra practica del empleo.

Cualquler soficitante o el empleado que cree que él o eflz
han side disciminados puede archivar en contra un
teclamo con la Comls!én de Florida de Relaclones
Huranas (FCHR} o con &f Cepartamenta de Niios y
Famillas, la Cricna de Derechos Civiles, 1317 Winswgod
Bi,, Tallahassee, Florida 32389-0700, denlra de 365 dias
defa Infraccidn prefendlda. Reclamas lambién pueden ser
archivados con la Comision de Cporunidad de Empleo
lquaitatia de Estados Unidos (EECCC), dentro de 300
dlas da la iracclén pretendlda,

FOLITICA de NO RETALIACION

Mirquna pessona serd vengada en conlra, acosado,
Intimidado, amenazado, chigade nl dsedminado en contra
para hacer una carga, lestificar, ayudar nl tomande parte
en cualquler manera en una Investigacian, continiar, ol
avando para oponer las pricticas discriminalorias, ilegales
¥ pretendldas prohibidas por estado y leyes federales.

REGLEMAN KONT DISKRIMINASYON

Ckenn maun pa dwe, poutét baz, kouig, refjyon,
nasyonalite, sdits, lal, ouswa andikape, &sidl o refize
benefis sl ou vikiim diskriminasyon nan ketkeswa
pwogram oswa akivile ki resevwa benefis ekonamdk nan
Depatman Federal 2k sipoled yo, Nenpdt apfkan oswa
palisipant ¢ sant ke ya te refize-| sévls ka pote piint. Pou
pote plent pou vyolasyon Régleman sa a, Kontakte
Sekreld Depatman Sante ak Sévis Himen nan adres sa :
United states Department of Health and Buman Services
{HHS}, cubyen Cepatman Timaun ak Fanmi, Cffice of
Civil Rights({ Biwo Sivif) nan yon delé de 180 jou apati dat
zak diskriminasyon-an fét-a.

REGLEMAN EGALITE NAN TRAVAY

Depatman Timoun ak Famnl bay chak aphian cswa
anphvaye menn chans pod travay san gade sou esyan
lah ras, koug, s&is, relijyon, nasyenaiile, oplnion palitik, si
you moun marye ou andiape; esepte st poziyon-an ta
mande yon Kalifikasyon espesyal nesesé pod f& lravay la.
Prinslp travay sa ka realize sou divés objectiv e sibjektiv,
tandevau, fermasyen, pwemosyon, rekbmandasycn,
konpaasasyon, revokasyen, disipling, separasyen, ak tout
1t regle travay.

Nenpdt moun, apikan oswa yon enphvaye kisanti kel te
viktim diskriminasyen, Sk ou vie pole plent nan

Komisyon Lafiorid sou Relasyon Imen 2009 Apalachee
Parlway suita 100, Cakland Buikding Tallahasses, Florida
323001, Telefone {850) 4887082, Cublen konlzkte
Depatman Timoun ak Fanml, Cffica of Civil Rights {Biwe
Dwo Sivi) nan 1317 Wineweed Soulevard, Building 1,
Reom 119, Tallahasses, Florida 32399-0700. Telefona
{B55) 487-1201, Cu dwe pote plent nen yon del kip pa
depase 365 jou apail dat zak diskiminasyon-an iéta, Qu
ka pete plent tou nan biwo kemisyan Etazinl pou Egalits
fran Travay (U.S. Equal Employment Cpportunity
Cemmissien). Ou dwe pote plent nan yon delz kipa
depase 304 jou apall dzt zak diskdminasyon-an fétda,

REGLEMAN KONT VANJANS

Ckenn moun pa dwe $ib! vanjans, alake, entimide,
menase, oswa diskrimine, paske He pote plent,
temwayne, oublen patisipe yon fan Kélkonk nan rechéch
ki tap f&t pou anpeche pratik diskriminasyon 4 kont la iwa
o X entedl nan Eta Laflarid e Federal,

In accordance with Federal law and U.S. Dept.
of Agriculture pelicy, this Institutlen Is prohibited
from diseriminating cn the basis of race, color,
national origln, sex, ags, religion, peiitical
bellefs, or disakility. {Not all prohikited bases
agply to all programs.)

To {ile & complaint of discrimination, weite
USDA, Dlrector, Office of Civil Rights, Roem
326-W. Whitten Bullding 1400 Independence
Avenue, W, Washingten, DC 20250-8410 or
call {202) 720-5984 {veles and TDD), USDA Is
an equal oppertunity provider and employer,

De acuerdo 2 lo establecldo por fas leyes
Federales y el Dep. de Agrlcultura de los
EE.UU. {USDA, slglas en Ingles}, se prohite a
este organismo la discriminacion por raza, color,
otigen naclonal, sexo, edad, religién, cresnclas
politicas, o impedimentos de las personas. (No
toda las bases de prohibiclén se apilcan a todos
{os programas.)

Para presentar #na queja sobre disciminacion,
eseriba g USDA, Directer, Office of Civil Rights,
Roomt 326-W, Whitten Building, 1460
Independence Avenue, SW, Waskington, DC
20256-8410, 0 Ylame al (202) 720-5984 (voz y
TCD). USDA es un proveedor y empleador que
oftece oportunldad Iguzl & todes.

Depatman Agrikilt ameriken {USDA) entédi
ankern disiriminasyon baze sou ras moun, koulé,
peyi ofjin, seks, relijyon, laj, opinyon pelitik,
andikap, pwegram  yo ak pan aktivite H yo, {Tout
baz yo pa aplike pou tout pwogram yo.}

Pou pote plent pou diskriminasyen, ekri USDA,
Director, Office of Civil Rights, Roem 326-W,
Whitten Building, 1400

Independence Avenue, SW, Washington, DC
20250-9410, USA,

oswa rele (202) 720-5964 {telefon ak vwa epi ak
3€vis pou moun soud). USDA ofri tout moun menm
sévis fa ak menm

opbtinite travay.

United States Department of Justica (USOOJ)

Civit Rights Division

Office of the Assistant Attornay General
856 Pennsylvania Avenue, NW.
Washingien, D.C, 20531

(202) 514-4809 {volea) (202) 514-0711 (TDD)

(202) 307-2838 {Fax)

United States Depariment of Health and Human Services (HHS)

Attentlon; Office for Civil Rights
Atlanta Federat Center, Sulte 3870

&1 Forsyth Street, S.W.

Atlanta, Georgia 30303-8508

{404) 552-78B1 or TDO (404) 334-2867




DEPARTMENT OF CHILDREN & FAMILIES

ATTENTION

AVISO

ATANSYON

LIMITED ENGLISH PROFICIENT
CLIENT

CLIENTE CON FROFICIENCIA LIMITADA
DE INGLES

MOUN ANGLE YO LIMITE

Do you have trouble with English? Are
you unable to speak, read, write, or
understand Engiish well? If so, you are
Limited English Proficient (LEP).
Federal agencles and organizations that
get money from the federal government
have to take reasonable steps to help
people who have trouhle with English.
Sometimes, when a government agency
oF an organizaton does nat help you
because you are LEP, they vislate the
law. This is called Nationa! Origin
Discrimination.

L3e le hace dificil el inglés? ¢ Tiene
dificultad para hablar, leer, escribiz o
comprender hien el Inglés? 5i es su casg,
usted tiene un conoclimiento limitada de
este idiema (LEP por sus siglas en inglés).
Las agenclas federales y aquellas que
reciben fondos del gobiernc federai tenen
que tomar medidas adecuadas para ayudar
a las personas gue tienen dificultades con
el inglés,

Algunas veces, cuando una agencia del
gobferno u etra organizacidn ne le brinda
ayuda debide a su dificultad para
comunicarse en inglés, esta viclando la ley
y discrimindndolo por su origen naclonal.

Eske au gan Ul pwobiem ak angle-an? Ou pa
kabap i, ekri cswa konpran i byen, Ald, ou se
yon meun ke angle ou pa long, kidenk ou se
yon ki tebe nan sa yo rele "Limited English
Proficlent (LERP)

Tout biwe govénman federal oswa lot
&ganizasyon K resevwa lajan nan man yo
govénmar federal, yo oblije pran dispezisyon
pou ye ede moun ki gen pwobiem ak angle-an

Si Qganizasyon govénman sa yo pa ede ou sl
out "LEP”, yc viole la wa, 8a rele
“diskriminasyen akdz kote ou fet’, Kidonk
*Naticna! Origin Discrirnination

You are entitled to receive services and
Information in appropriate languages,
other than English, to ensure effective
communication and participation in all
program, services and activities
administered by the Department of
Children & Famiiies and its contracted
servicés providers,

fetaudate o bt to bole Tobn o

Please Inform staff of your language
needs and interpreter services wili be
provided at no cest to you

Para asegurar [a comunicacidn efectiva y
participacién en todo programa, servicio o
actividad administrada por el Departamento
de Nifios y Famillas y sus proveedores de
servicles bajo contrato, Usted tiene ¢l
derecho de recibir serviclos & informacién
en st lengua.

W SRR ARG G
AEREENEREERER®D

Tenemaos a su disposiclén servicios de
Intérpreies gratuitos.

51 esta Interesado, por favor solicitele
ayuda a la recepeionista,

Ou emezi pau Jwen sévis ak enfdmasyen nan
lang pwe nan pwagram, ak aklivite Depatman
Timoun ak Fanmt et lot moun ki gin conira
sévis avek yo.

ORINNERESRATES
Tanpri di nou K lang ou paie. Ou ka jwen

moum gou eda-w tradwi aubysn entéprete pou
ou gratls

Any person who belleves that he/she have
been discriminated o retallated against in
viciation of Section 504 of the Rehabllitation
Act of 1973 and/or the Americans with
Disabilities Act of 1990 may file a complaint by
writing or calling:

Department of Children & Familles Office of
Civil Rights

1317 Winewoed Blvd,, Bullding 1, Room 110
Tallahassee, Florida 32399-0700

{850) 487-19G1 (850) 922-9220 TTY

Cuaiguler persona que crea que éfella ha side
discriminado en viclacldn de [a Seccidn 504 del
Acta de Rehabllitacidn del 1973 y/o de la Ley dz
Americanos con Plscapacidades del 1990 pueden
archivar una quefa escribiendo o llamandao

Department ¢of Children & Familles Office of Civil
Rights

1317 Winewcod Bivd., Bullding 1, Rocm 110
Tailahassee, Florida 32399-0700

(850) 487-1301 {830) 922-9220 TTY

Nenpat moun, ki santf ke Il te pase anba
diskriminasyon cubyen entimide nan Seksyon
504 Lwa 1973 sou Reyabilitasyon an
{Rehabifitation Act of $973) cubyen Lwa 1990
sol Americans with Disabilities Act of 1980,
Peu-cu enreglsté yon plent kontakte:

Bepaiman Timoun ek Fanmi, Office of Clvii
Rights (Bhwo Dwo Sivil nan 1317 Winewced
Boulevard, Bullding 1, Room 119, Tallahassee,
Florida 32383-0700. Telefone (850) 487-1901.

In accordance with Federal law and U.S. Dept,
of Agriculture policy, this Institution Is
prohiibited from diseriminating on tha basis of
race, color, national orlgin, sex, age, religion,
political bellefs, or disabillty. {Not alf prohibited
bases apply to all programs.)

To file a comptaint of discimination, write
USDA, Director, Office of Civil Rights, Reom
328-W. Whitten Building 1400 Independence
Avenue, SW, Washingten, DC 20250-8410 or
call (202) 72¢-5864 (volce and TDD), USDA is
an equal opportunity provider and employer.

De acuerdo a lo establecldo por las feyes
Federales y el Dep. ds Agriculiura de les EE.UL,
{USDA, slglas en ingles), se prehlbe a este
crgan(smo fa diseriminacldn por raza, coler, origen
nacional, sexo, edad, relighén, creencias politicas,
o Impedimentes de las personas. {No teda las
bases de prohibicién s& aplican a tedos los
programas.)

Para presentar una quefa sobre discriminacién,
escriva a USDA, Director, Office of Clvil Rights,
Room 326-W, Whitten Bullding, 1460
Independence Avenues, SW, Washington, DC
203250-8410, o llame al {202) 720-5084 (voz y
TDD). USDA es un proveeder y empleader qua
ofrece oportunidad lgual a lodos.

Depatman Agriditi ameriken (USDA) entadi
ankenn diskriminasyon baze sou ras moun,
koulé, pevi orifin, seks, relijyon, la), opinyon
politik, andikap, pwogram I yo ak nan akiivite Ii
ye. {Tout baz yo pa aglike pou tout pwogram

ye.)

Pou pote plant pou diskriminasyeon, ski USDA,
Ctrector, Cffice of Civil Rights, Rcom 328-W,
Whitten Bullding, 1400

Independence Avenue, SW, Washington, DG
20250-9410, USA,

oswa refe (202) 720-5954 (telefon ak vwa epl
ak sdvis peu moun soud), USDA ofri tout moun
menm sévis la ak menm

opdtinite travay,

Unlted States Department of Justice {USDO.)

Clvil Rights Division

Office of the Assistant Attorney General
850 Pennsylvania Avenue, NJW.
Washington, D.C, 20531

(202) 514-460% {volce) {202) 614-0744 (TDD)

{202} 307-2839 (Fax)

United States Repartment of Health and Human Services (HHS)

Aftentfon: Qffice for Civll Rights
Atlanta Federai Center, Suite 3870

61 Forsyth Street, S.W.

Atlanta, Georgla 20303-8909
(404} 6562.7881 or TDD (404} 331-2387




HEALTH FORCE
EMPLOYEE BADGE POLICY

Health Force policy states, in recognition of State of Florida
regulations, that any employee entering the home of a client or
nursing facility for our agency is required to have on them a
visible, unexpired ID badge issued by our Human Resource
Staff,

If at anytime you misplace your badge, please take the time to
stop in the office and have another made for you, you must be
wearing it on the outside of your clothes at all times. This is a
requirement for your continued employment at Health Force.

I HAVE READ AND UNDERSTAND THE POLICY AND HAVE
RECEIVED MY ID BADGE TODAY:

EMPLOYEE SIGNATURE DATE



Review of Health Force Policy
Please Read and Initial

1. Dress Code and ID Badge

1.Scrubs

Shoes must have enclosed toes, Nonskid soles are encouraged

Clean, pressed lab coat may be worn.

Jewelry is to be worn sparingly

Fingernails are to be clean and short

Employee 1s to wear appropriate identifying name tags issued by Health Force.

SRR

Office and On Call Hours (only call 239-275-4747 For on Cal)

Health Force office hours are 8:30 AM to 5:30 PM Monday through Friday, Health Force
phones are turned over to our ON CALL person who is 2 Health Force employee after
hours to answer any emergency that may arise. ON CALL is for EMERGENCY ONLY
SERVICE, which include call offs, and medical emergencies. Anything else can be
address during office hours. Please be courteous to the On Call Coordinator, do not leave
non emergency messages on the phone in the middle of the night., THIS ISNOT A

ANSWERING SERVICE.....

CALL OFFS
PLEASE give adequate time to fill your visit or shift. Health Force policy is 4 hours,

unless it is an emergency. CALL THE OFFICE NOT THE PATIENT..
PAPERWORK/PAYROLL

ALL paperwork is due on by Tuesday 9AM anything received after 9 AM will be
processed for payroll the following week there is no excuse ( use the drop box on nights
and weekends.) ' :

FAXING notes: Any employee that faxes their notes is responsible to follow up with a
phone call to the office to guarantee we receive the notes, Also original notes are due in
the office by the end of that week.

All paperwork requires patient or caregiver signature.. Also make sure all notes have
patient labels. Labels are available in the office.

Scheduling
All employees are required to show up 10 minutes prior to their shift to receive patient

report. Please be courteous to your co-workers, Employees are only paid for the hours
they were scheduled. If you need to stay late or are going to be late please notify the
office or on call coordinator,

Personal Phone Use
All phones should be kept on vibrate .. No personal phone calls or texting during your

shift. Limit phone use for emergencies only..

Name - Date




EMPLOYMENT REFERENCE REQUEST

HEALTH FORCE HOME HEALTH
5276 SUMMERLIN COMMONS WAY, #702
FORT MYERS, FLORIDA 33901

-MAIN # (239)275-4747 FAX# (239)275-4210

Applicant’s Name:
Address:
I hereby authorizg the company named below fo release information requested on this refereﬁce
request. .
Applicantfs Signature Date
To ‘?%fhom It May Concern:

The above named applicant has indicated that he/she was previously or is currently employed by
your company. Your prompt reply to the evaluation below would be greatly appreciated and will

be held in the sirictest of confidence..,

Company Name:

Fax #:

Telephone #:

Attention:

To Be Completed by Reference Company Representative:

Dates of Employment: From To

Would you rehire: ( )Yes ( )No

Position:

Duties/Responsibilities:

Reason for Leaving:

Any other comments related to this applicant's capabilities:

Name of person completing reference:
Title:
Date:

**(Please fax back to (239)275-4210)**



EMPLOYMENT REFERENCE REQUEST

HEALTH FORCE HOME HEALTH
5276 SUMMERLIN COMMONS WAY, #702
FORT MYERS, FLORIDA 33901

-MAIN # (239)275-4747 FAX # (239)275-4210

Applicant's Name:

Address:

I hereby authorize the company named below fo release information requested on this reference

request.

Applicant's Signature Datée

To Whom It Mav Concern:

The above named applicant has indicated that he/she was previously or is currently employed by
your company, Your prompt reply to the evaluation below would be greatly appreciated and will

be held in the strictest of confidence...

Company Name:

Telephone #: Fax #:

Attention:

To Be Completed by Reference Company Representative:

Dates of Employment: From To

Would you rehire: { )Yes ( )No

Position:

Duties/Responsibilities:

Reason for Leaving:

Any other comments related to this applicant's capabilities:

Name of person completing reference:
Title:
Date:

**(Please fax back to (239)275-4210)**



HEALTH FORCE

EMPLOYEE EMERGENCY CONTACT

Employee:

INFORMATION

Contact Name:

Relationship:

Address:

Contact Home Phone:

Contact Work Phone:




Health Force
5276 Summerlin Commons Way, #702
Fort Myers, Florida 33907

HEATTH FORCE DISASTER POLICY
Living and working in Southwest Florida exposes all of us to certain
weather related hazards, in particular, tropical storms and hurricanes.
We all need to be aware of these possible threats to health and safety to
ourselves and our families and plan for emergencies.

As employees of a health care agency, we also need to keep in mind the
safety and well being of our patients. As part of that responsibility we
need to plan for emergencies that would affect our patients who are at
greatest risk due to age and infirmity.

Some of onr patients will leave the area in the svent of a hurricane, but
others either choose to remain or are unable to leave, Many of our
patents are isolated and have no family in the area. For these clients, we
will need to provide care or see that they will be as safe as possible
during the hurricane and afterwards.

In order to provide this care we need a commitment from you to be
available to provide patient care during future times of disaster. Some
people have family commitments (small children or others that need to

- be evacuated or cared for) and therefore will be unable to work during
these times. Because of this, we will need all available staff for our
patients as well as for emergency calls that will come in. Tn an effort to
plan ahead for possible disasters, we need to know who will be availahle.

In the event of a hurricane or natural disaster:
| | I'will not be available for work.

[ ] I'will make every effort to be available for work.

Signature Date Phone Number



Health Force
JOB DESCRIPTION

PHYSICAL THERAPIST

Provides Physical Therapy services to patients as directed by the plan of treatment and in line with the
philosophy, objectives and policies of the agency.
QUALIFICATIONS: . . . e LT e

Licensed as, a Physical Therapist by the State of Florida, has graduated from a PT curriculum
approved by the American Physical Therapy Association or the Council of Medical Bducation and
Hospitals of the AMA and a minimum of one year experience as a Physical Therapist.

KESPONSABILEFIES: "0 T

o  Assists the physician in evaluating patient’s level of function, establishing treatment plan and
goals.

o Performs initial evaluations within 48 hours of referral and re-evaiuaﬁons every 30 days, as
appropriate coordinating plan of care with the physician as needed.

e Prepares clinical and progress notes and required summaries, as appropriate.

e Revises the plan of treatment and contacts the physician for change in plan of care.
e Advises and consults _with -patient’s family and other health care staff.

. Coordi;lates care with agency DON and other staff ds appropriate.

e Observes, records and reports any changes in the patient’s condition and updates the agency on
changes in the patients status or schedule changes. ’

e Supervises the Physical Therapy Assistant inchuding but not limited to, informing the PTA of new
patients, scheduling supervisory visits and co-signing PTA documentation.

e Instructs patient and/or family in use of equipment safe patient management and home therapy
programs as needed.

e Provides staff in-services when required.

e Participates in chart reviews, case conferences peer. review and QA/PI activities when required.
e Communicates effectively with patient, caregivers and-families as well as agency staff.

e Provides quality and appropriate care and reports issues O CORCEINS to the DON /Administrator.
s Assures that all tasks are perférms' in a timely manner.

e Performs other duties as assigned,




Health Force

JOB DESCRIPTION
PHYSICAL THERAPIST
PAGE 2 OF 2

OTHER QUALIFICATIONS:

Able to effectively perform and prioritize muitiple functions or tasks.
Able to stand, bend, stoop, kneel, lift and reach freely.
Able to read and interpret instructions related to patient care.

Has transportation to travel to assignments.
Has current driver’s license and car insurance.
Maintains annual TB test, CPR certification and other required documents and submits them to

HR.

Ademowledgement: 1T e

-*[ have reviewed my Job descrxptlon and . agree to perform all duties mentloned to the best of
my ablhty, I understand that my Job dutxes may change as’ the needs of the agernicy ¢ ;nge I.
further agree to notlfy my meedlate supervxsor if I am unable to complete any of 1 my job ;

'dutles in a timely manner, A

~ o s aa
—_— [T
T e -

Exﬂployee $ Slgnature ! Date

-




Form W-4 (2010)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider completing a new
Farm W-4 each year arxi when your personal or
financial situation changes.

Exemption from withholding. If you are
exempt, complete only lines 1, 2,3, 4, and 7
and sign the form to validate it. Your exempticn
for 2010 axpires February 16, 2011, See

Pub. 505, Tax Withholding and Estimated Tax.
Note. You cannot claim exemption from
withholding if {8) your income exceeds $950
and includes more than $300 of uneamned
income (for example, interest and dividends)
and {b) another person can claim you as a
dependent on his or her tax return.

Basic instructions. lf you are not exempt,
camplete the Personal Allowances Workshset
below. The worksheets on page 2 further adjust
your withholding allowances based on itemized
deductions, certain credits, adjustments fo
income, or two-earners/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances, Far regular
wages, withho!ding must be based on allowances
you claimed and may not be a flat amount ¢f
percentage of wages.

Head of househoid. Generally, you may claim
head of household filing status on your tax
return only if you are unmarred and pay more
than 50% of the costs of keeping up a home
for yourself and your dependent(s) or ather
qualifying individuals. See Pub. 501,
Exemptions, Standard Deduction, and Filing
Information, for informaticn.

Tax credits. You can take projected tax
credits into account in figuring your allowable
number of withhelding allowances. Credits for
child or dependent care expenses and the
child tax credit may be claimed using the
Personal Allowances Worksheet below. See
Pub. 219, How Do | Adjust My Tax
Withholding, for information on converiing
your other credits into withholding alfowances.

Nonwage income. If you have a large amount
of nonwage income, such as interest or
dividends, consider making estimated tax

payments using Form 1040-ES, Estimated Tax
for Individuals, Otherwise, you may owe
additional tax. if you have pension or annuity
incoma, see Pub, 919 to find out if you should
adjust your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure
the total number of allowances you are entitted
to claim on all jobs using worksheets from only
one Form W-4. Your withholding usually wilt
be most accurate when all allowances are
claimed on the Form W-4 for the highest
paying job and zero allowances are claimed on
tho others. See Pub. 919 for details.

Nonresident alien. If you are a nonresident
alien, see Notice 1392, Supplemental Form
W-4 Instructions for Nonresident Aliens, before
completing this form,

Check your withholding. After your Form W-4
takes effect, use Pub, 919 to see how the
amount you are having withheid compares to
your projected total tax for 2010, See Pub,
919, especially if your eamings exceed
$130,000 (Single) or $180,000 (Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
® You are single and have only ane job; or

B Enter "1” if:

& You are married, have only one job, and your spouse does not work; or

w

o Your wages from a second job or your spouse’s wages for the total of both) are $1,500 or less.

C Enter “1" for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or
more than one job. (Entering “-0-" may help you avoid having too little tax withheld.)

D Enter number of dependents {other than your spouse or yourself) you will claim on your tax retum ...
E Enter “1” if you will file as head of househotd on your tax return (see conditions under Head of household above)
F Enter “1” if you have at least $1,800 of child or dependent care expenses for which you plan to claim a credit

Mmoo

(Note. Do not include child support payments. See Pub, 503, Child and Dependent Care Expenses, for details.}
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
o if your total income will be less than $61,000 ($90,000 if married), enter “2" for each efigibie chifd; then less *1” if you have thres or more efigible children.

o If your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligible
child plus “1" additional i you have six or more eligible children.

H Add lines A through G and enter total here. (Note, This may be different from the number of exemptions you claim on your tax return.) » H

s [f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

« [fyou have mare than one job or are married and you and your spouse both work and the combined earnings from ail jobs exceed
$18,000 ($32,000 if married), se= the Two-Eamers/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.

For accuracy,
complete all
warksheets
that apply.

o If neither of the above situations applies, stop here and enter the number from fine H on tine 5 of Form W-4 below.

Form W'4

Department of the Treasury
Internal Revenue Service

Cut here and give Form W-4 to your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

» Whether you are entitled to clalm a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2010

1 Type or print your first name and middle Initial. Last name 2 Your social security number
Home address (number and street or rural route) 8 [ single [J Marmted [] Manried, but withhokd at higher Single rate.
Note. If masmied, but legally separated, or spouss is a nonresident aflen, check the "Single” box.
City or town, stale, and ZIP code 4 it your last nama differs from that shown on your soclal security card,
check here. You must calt 1-800-772-1213 for a replacement card. P E}
5 Total number of allowances you are claiming (from line H above ar from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck 6|9

7 1 claim exemption from withholding for 2010, and | certify that | meet both ¢
® Last year | had a right to a refund of all federal income tax withheld because [ had no tax iiability and
& This year | expect a refund of all federat income tax withheid because | expect to have no tax liability.

If you meet both conditions, write "Exempt” here .

f the following conditions for exernption.

> [ 7]

Under penaltics of perjury, | declare that 1 have examined this certificate and to

Employee’s signature
(Form is not valid unless you sign it) »

the best of my knowledge and belief, it is true, correct, and complete.

Date »

8 Employer's name and address [Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional)

10  Employer identification number (EIN}

.

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat, No. 10220C

Form W=-4 2010)



Form W-4 {2010} Page 2
Deductions and Adjustments Worksheet
Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income,

1 Enier an estimate of your 2010 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
miscellaneous deductions ., . . e e e e e e e e 1 $

$11,400 if married filing gomtly or qualsfylng W|dow(er)
Ender; $8,400 if head of household
$5,700 if single or marnried {iling separately
Subtract line 2 from line 1. If zero or less, enter “-0-"
Enter an estimate of your 201¢ adjustments to income and any additionat standard dedUCthﬂ (Pub 919)
Add lines 3 and 4 and enter the fotal. {Include any amount for credits from Worksheef 6 in Pub. 919)
Enter an estimate of your 2010 nonwage income (such as dividends or interest)
Subtract line 8 from line 8. If zero or less, enter “-0-" .o
Divide the amount on line 7 by $3,650 and enter the resuit here. Drop any 1ractlon
Enter the number from the Personal Allowances Worksheet, line H, page 1

Add lines 8 and 9 and enter the total here. If you plan to use the Two- EarnerslMuItlple Jobs Worksheet,
also enter this totat on fine 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10

&)
)]
hocd

&0 |69 |60 |€n [r

QW W~ 3 W
© 0~ o AW

s

Two-Earners/Muitiple Jobs Worksheet (See Two earners or multiple jobs on page 1.}

Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying fob and enter it here, However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more

than “3." . . . . L L. L L L L e e 2
3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the resuit here (if zero, enter
“.0-"y and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . | . L. 3

Note. if line 1 Isless thanline 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4~9 below to figure the additional
withholding amount necessary to avoid a year-end tax bill.

4 Enter the number from line 2 of this worksheet . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . . . 5 0
6 Subtractline 5 fromined . . | o 6
7 Find the amount in Table 2 below ihat applles io the HIGHEST paymg ob and entar it here . 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annuat withhelding needed . s §
9 Divide line 8 by the number of pay pericds remaining in 2010. For example, divide by 26 if you are paid
every two weeks and you compiete this form in December 2009. Enter the result here and on Form W-4,
iine 6, page 1. This is the additionat amount to be withheld from each paycheck . . . . . . . . 9 %
Table 1 Table 2
Married Fiting Jointly All Others Married Filing Jointly All Others
If wages from LOWEST Enter on If wages from LOWEST | Enter on If wages from HIGHEST i Enter on if wages from HIGHEST | Enter on
paying job are— line 2 above paying job are— ling 2 zbove § paying job are— line 7 above| paying job are— ine 7 above
$0 - $7,000 - 0 30 - $6,000 - 4] $0 - $65,000 8550 $C - $35,000 $550
7,001 - 10,000 - 1 6,001 - 12,000 - 1 65,001 - 120,000 810 35,001 - 80,000 910
10,001 - 16,000 - 4 12,001 - 19,000 - 2 120,001 - 185,000 1,020 90,001 - 165,060 1,020
16,001 - 22,000 - 3 19,001 - 26,000 - 3 185,001 - 330,000 1,200 165,001 - 370,000 1,200
22,001 - 27,000 - 4 26,001 - 35,000 - 4 330,001 and over 1,280 370,00t and over 1,280
27,001 - 35,000 - 5 35,601 - 50,000 - 5
35,001 - 44,000 - 6 50,001 - 65,000 - 8
44,001 - 50,000 - 7 65,001 - 80,000 - 7
50,001 - 55,000 - 8 80,001 - 90,000 - 8
§5,001 - 65,000 - 9 90,001 -120,0600 - g
65,001 - 72,000 -~ 10 120,001 and over i0
72,001 - 85,000 - 1t
85,001 -165,000 - 12
105,001 -115,000 - 13
115,001 -130,000 - 14
130,00% - and over 15
Privacy Act and Paperwork Reduction Act Notlee. We ask for the information on this You are not required to provide the information requested on a form that is
form o carry out the Internal Revenue faws of the United States. Internal Revenue Code  subject to the Paperwork Reduction Act unless the form displays a valld CMB
sgctions 3402{§){2) and 6109 and their regulations require you to provide this control number. Books or records refating to a form or its instructions must be
information; your employer uses it to determine your federal incomne tax withholding. retained as {ong as their contents may become material in the administration of
Failure to provide a propery completed form will result in your being treated as a single any Internal Revenue law. Generally, tax returns and return information are
psrson who claims no withholding aflowances; providing fraudulent infermation may confidential, as required by Code section 6103,
subject you to penaities. Routine uses of this information include giving # o the The average time and expenses required to complete and file this form wilf vary
Department of Justice for civil and ¢riminal fitigation, to cities, states, the District of depending on individuaj circumstances, For estimated averages, sea the
Columbia, and U.8. commonweaiths and possessions for use in administering their tax instructions for your income tax return,
laws, and using it in the National Directory of New Hires. We may aiso disclose this if you have suggestions for making this form simpler, we would ba happy 1o hear
information to other countries under a ax treaty, to federal and state agencies to from you. See the nstructions for your income tax return,

enforce federal nontax criminal laws, or to federal law enforcement and intelligence
agencies to combat terrorism,



HEALTH FORCE
AUTO INSURANCE/DRIVER'S LICENSE POLICY

| , understand thatitis a
(PRINT)

policy of Health Force to carry valid Driver's License and

valid/current auto insurance when I am traveling back and forth

to work for Health Force.

Please Check Appropriate Box Below:

I drive myself back and forth to work and keep my
Driver's License and Auto Insurance valid and current.

I rely on public transportation and/or family/friends to
drive me back and forth to work.

Employee Signature:

Company Representative:

Date:




HEALTH FORCE

Security and Confidentiality Agreelﬁent

As an employee of Health Force (hereinéﬁer."‘the provider”), and as a condition of my
employment, I agree to the following:

L.

2.

7.

8.
9.

I understand that [ am responsible for complying with the HIPAA policies, which were
provided to me. ,

I will treat all information received in the course of my employment with the provider,
which relates to the patients of the provider, as confidential and privileged information.
I will not access patient information unless I have a need to know this information in
order to perform my job.

I will not disclose information regarding the provider's paticnts to any person or entity,
other than as necessaty to perform my job, and as permitted under the provider's HIPAA
policies. '

I will not log on to any of the provider's computer systems that currently exist or may
exist in the future using a password other than my own.

T will safeguard my computer password and will not post it in a public place, such

as the computer monitor or a place where it will be easily lost, such as on my name tag.
I will not allow anyone, including other employees, to use my password to log on to the
computer.

I will log off of the computer as soon as I have finished using it.

I will not use e-mail to transmit patient information unless I am instructed to do so by

the privacy officer.

10.T will not take patient information from the premises of the provider in paper or

electronic form without first receiving permission from the privacy officer.

11. Upon cessation of my employment with the provider, I agree to continue to rhaintain

the confidentiality of any information 1 learned while an employee and agree to turn
over the keys, access cards, or any other device that would provide access to the

provider or its information.

I understand that violation of this agreement could result in disciplinary actions.

Name (Print) ' Date

Name(signature) : Witness



r%??HEA LTH
IROR (5.

3651 Evans Avenue
Suite 106
Fort Myers, FL 33901-8323
PHONE: (239) 275-4747

CERTIFICATE OF AGREEMENT
DRUG — FREE POLICY

I understand that as a condition of my employment and thereafter, if
my performance indicates it is necessary, I will submit to a drug test. I
also understand that failure to comply with a drug testing request or a
positive result may lead to termination of employment. '

I give consent for the release of test, inspection, and investigation results
to appropriate Health Force and client officials for evaluation. All
information derived from this test will be classified as confidential and
released only to those individuals with a need to know.

I voluntarily release Health Force and its clients from liability for any
claims or damages of any nature, which I may incur in taking such tests,
or as a result of such inspections or investigations, or any matters
arising out of their administration and consideration of their results.

(Employee Name, Print)

(Employee Signature)

(Date)

For your information, I have utilized the following drugs/medications
within the last 30 days:




AFFIDAVIT OF COMPLIANCE WITH-
Background Screening Requirements

s {he proo : | 408,808(2), Florida, Statutes
+ - proof.of compliance wi I ds sub in the previous 5 years to.mieet any provider
- or professional lic & Agency far Personswith =,

Tequirem , the, Departimient of Health; 1178 Agency for Persons witt
Disabilities, the Department of Children and Family Services, or the Department of Financial Services-for an.«x. .

- applicant for a:ceftificate’of dithiority or provisional certificate of authority fo operate a continuing care retirement

ays, ki

" commuity thder, chapter 5171

nnel file]” If this form is used aé"fsr_oqf qf'_Sc‘_:ifré'en‘i_n'g:foran 7

This form mustbg maintained in'the smployee’s personnel file. If this form is used ¢ A
administrator or chief financlal offic tisfy the:requirements of an application for a health care provider -

license, please attach a,copy of the scréening resilts and submit with the licensure applicafion. .

TR - .

Employee/Contractor Name:

Health Care Provider! Employer Name:

Address of Health Care Provider:

| hereby attest to meeting the requirements for employment and that | have not been found guilty of,
regardless of adjudication, or entered a plea of nolo contendere, or guilty to any offense, or have an arrest
awaiting a final disposition prohibited under any of the following provisions of the Florida Statutes or under

any similar statute of another jurisdiction:

(f) Section 782.071, relating to vehicular homicide.

Criminal offensas found in section 435.04, F.8 (g) Section 782.08, relfating to killing of an unbern guick
child by injury to the mother.

a) Section 393.135, relating to sexual miscondust with

cartain developmentally disabled clients and reporting of {h) Chapter 784, relating to assault, battery, and culpable

such sexuai misconduct. : negligence, if the offense was a felony. '

(b) Section 394.4583 relating lo sexual misconduct with iy Section 784,011, relating to assault, if the victim of the

cartain mental health patients and reporting of such sexual offense was a minot,

miscenduct. : :

() Section 784.03, relating to battery, if the victim of the

{c} Section 415.111 relating to aduit abuse, neglect, or ’ offense was a miner.
expioitation of aged persons or disabled adults. :

(k) Section '}87.01, relating fo kidnapping.
{d) Section 782,04, relating to murder.

{I} Sectton 787.02, refating to false imprisonment.

{e} Section 782.07, relating to manslaughter, aggravated

z;agrz_zl\?:tizti:;;guigfeﬂyo?zriﬁﬁdm disabled adufl, or {m) Section 787.025, relating to luring or enticing a child.

AHCA Form # 3100-0008, August 2010 Section 59A-35.090(2)(b)2, Florida Adminlstrative Code
Page i of 3 Form availabie at:

hitp://ahca.myflorida. com/Publications/Fomms/HOA shiml




{n) Section 787.04(2), relating to taking, enticing, or
removing a child beyond the state limits with criminat intent
_ pending custody proceedings.

{0} Sectlon 787.04(3), relating to carrying a child beyond the
state lines with criminal intent to aveold producing a child at a
custody hearing ar delivering the child to the designated
person,

(p) Section 790.115(1), relating to exhibiting firearms or -
weapons within 1,000 feet of & school.

(a} Section 780.115(2){b), refating to possessing an electric
weapon or device, destructive device, ar other weapon on
school property.

{r) Section 794.011, relating to sexual battery.

(s} Former s. 784.041, relating to prohibited acts of persons’
in familial or custodial authority,

(8} Section 794.05, relating to untawful sexual activity with
certain minors.

{u} Chapter 798, relating to prostitution.
(v) Section 798,02, relating to lewd and lascivious behavior.

(w) Chapter 800, relating fo lewdness and indecent
exposure,

(x) Section 806.01, refating to arsen,
(y) Section 810.02, retating to burglary.

{z) Section 810.14, relating fo voyeurism, If the offense is a
felony,

(aa} Section B10.145, relating to video voysurism, if the
offense Is a felony.,

(bb} Chapter 812, relating to theft, robbery, and retated
crimes, If the offense Is a felony.

{cc) Section §17.563, relating fo fraudulent sale of controlied
substances, only if the offense was a feiony.

(dd) Section 825,102, relating to abuse, aggravated abuse,
or negledt of an elderly parson or disabied adutt,

{es) Section 825.1025, relating o jewd or jascivious
offenses committed upon or in the presence of an slderly
person of disabled adult.

(ff) Section 825,103, relating to exploitation of an elderly
person of disabled adult, if the offense was a felony.

{gg) Section 826.04, relating fo incest.

(hh} Sedclion 827.03, relafing fo child abuse, aggravated
child abuse, of neglect of a child.

AHCA Form # 3100-0008, August 2010
35.090(3)(b)2, Florida Administrative Code
Page 2 of 3

(i) Section 827.04, relating o contributing to the

" delinquency or dependency of a child.

(i) Former s, 827.C5, relating fo negligent treatment of

children, :

(kk) Section 827.074, relating to sexual parformance by a
child.

{Iy Section 843,01, relating to resisting afrast with violence,

(mim) Section 843,025, refating to depriving a law
enforcement, correctional, or correctional probation officer
means of protection or commtnication.

(nn) Section 842.12, relating to aiding in an escape.

(oc) Section 843.13, relating to aiding in the escape of
juvenile inmates in correctional institutions.

{pp) Chapter 847, relating o obscene literatirre.

{qq} Section B74.05(1), relating to encouraging or recruiting
another fo join a criminal gang.

{r} Chapter 893, relating to drug abuse prevention and
control, only if the cffense was a felony or i any other person
invalved in the offense was a minor, )

fss) Section 98,1075, reiating to sexual misconduct with
certain forensic clisnts and reporting of such sexual
misconduct.

{tt) Section 944.35(3), relating to infiicting cruel or Inhuman
treatment on an inmate resulting in great bodily harm,

(uu) Section 944.40Q, relating to escape.

(w) Section 944.48, relating io harboring, concealing, or
alding an escaped prisoner.

(ww) Section §44.47, relating to introduction of contraband
into a correctional facillty.

(x¢) Section 935.?(}1, relating to sexual miscondust in
juvenile justice programs.

{yy) Section 886.711, relating to contraband Introduced Into
detention facilities.

{3) The security background Investigations under this
section must ensure that no person subject to this section
has been found guilly of, regardless of adjudlcation, or
entered a plea of nolo contendere or guitty {o, any offense
that constitutes domestic violence as defined in 5. 741.28,
whether such act was commitied in this state or in another
jurisdiction,

Criminal offenses found in section 408.809(4), F.8

{a) Any authorizing statutes, if the offense was a felony.

Section 59A-
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{b) This chapter, if the offense was a felony.
(&) Section 409,820, relating to Medicaid provider fraud.
(d) Section 409.9201, relating te Medicaid fraud.

{e} Section 741.28, relating to domestic viclence.

(H Section 817.034, relating to fraudulent acts through mail,
wire, radio, electromagnetic, photoelectronie, ar photooptical
systems,

(g) Section 817.234, relating to {alse and fraudulent
Insurance claims.

(h) Section 817.5085, relating to patient brekering.

(i) Section 817.568, relating to criminal use of perscnat
identification information.

(i) Section 817.60, relating to obtaining a credit card
through frauduient means,

{k) Section 817.81, relating to fraudulent use of credit
cards, if the offense was a felony.

Iy Section 831.01, relating to forgery.

{m) Section 831,02, relating to utlering forged instruments. _

{n) Section 831.07, relating to forging bank bills, checks,
drafts, or promissory notes,

(o) Section 831.09, relating to utering forged bank bills,
checks, drafts, or promissory notes.

{p) Sectlon 831.30, relating to fraud in obtaining medicinal
drugs.

(q) Section 831.31, relating lo the sale, manufacture,
delivery, or possession with the intent to sell, manufacture,
or deliver any counterfeit controlled subsiance, if the offense
was a felony.

Purpose of Prior Screening:

If you are also using this form to provide evidence of prior Level 2 screening (fingerprinting) in
the last 5 years and have not been unemployed for more than 90 days, please provide the
following information. A copy of the prior screening results must be attached.

Screened conducted by:

L] Agency for Health Care Administration

[ Department of Health

[ Agency for Persons with Disabifities

[] Department of Children ard Family Services
U Depariment of Financial Services

Date of Prior Screening:

Affidavit

Under penalty of perjury, |,

, hereby swear or affirm that | meet the

requirements for qualifying for employment in regards to the background screening standards set forth in
Chapter 435 and section 408.809, F.S. In addition, | agree fo immediately inform my empioyer if arrested
or convicted of any of the disqualifying offenses while employed by any health care provider licensed

pursuant to Chapter 408, Part il F.S.

Employee/Contractor Signature

AHCA Form # 3100-0008, August 2010
35,080(3)(b)2, Florida Administrative Code
Page 3of 3

Title Date

Section 59A-
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Health Force

HEPATITIS B FORM
Employee Name: Date:
Hepatitis B
Vaccination Status: __ Able ______Not able to receive vaccine
Vaccination Dates: Initial Dose _____Has previously received series
30 Days ______Antibody testing reveals immunity
6 Months _____Medical reasons prevent taking
vaccination
Antibody test results — prevaecine (optinal):
Antibody test results - postvaccine (optional):
Time interval since last injection:
Reason for nonparticipation/discontinuation:
Yes: No: N/A
Vaccine Declined
o e Declination form on file
o - Exposure incident Date: Time:

HEALTHFQRCE

A copy of the exposure report on file
A copy of after exposure professional opinion report

A copy of employee's request for access to these records

Date medical records given to the employee:
(Employees that worked for the agency less than 1 year may
receive their records at time of separation from the agency.
This exempts the agency from keeping records for 30+ years)

Date of employee's separation from agency:

Employee Signature:

REVISED 02/200% - T™M



HEALTH FORCE
HEPATITIS B VACCINE DECLINATION STATEMENT
MANDATORY

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 (HBV) infection. I have been given the opportunity to be
vaccinated with Hepatitis B vaccine, however, I decline Hepatitis B
vaccination at this time. I understand that by declining this vaccine, I
continue to be at risk of acquiring Hepatitis B, a serious disease. If in the
future I continue to have occupational exposure to blood or other
potentially infectious materials and I decide to be vaccinated with
Hepatitis B vaccine, I will forward a copy of my vaccination record to

Health Force.

Employee Signature:

Date:




OMB Na. 1615-0047; Expires 08/31/12
Form I-9, Employment

Department of Homeland Security et h h
. U.S. Citizenship and Tmmigration Services : Ellglblllty Verification

Read instructions carefully before completing this form, The instruetions must be ayailable during completion of this form,

ANTL-DISCRIMINATION NOTICE: It is ilegal to discriminate against work-authorized individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal fo hire an individual because the docnments have a

future expiration dafe may also constitute jllegal discrimination.

Section 1. Employee Informiation and Verification (7o be complefed and signed by employee at the time employment begins.}
Print Name: Last First Middle Initial | Maiden Name

Address (Street Name and Number) Apt # Date of Birth (monthidaylyear}

City State ' Zip Code Soscial Security #

I am aware fhat federal Iaw provides for P eftest, under penaity of perjury, that T am {check one of the following):
imprisonment and/or fines for false statements or L1 A citzen ofthe United Sttes
use of false documenfs in connection with the {1 A noncitizen national of the United States (see instructions)

D A lawful permanent resident (Alien #)

completion of this form.
B Analien authorized to work (Alien # or Admission #)
until {expiration date, if applicable - month/day/year)

Employez's Signature Date {month/day/year}

Preparer and/or Translator Certification (7o be completed and signed if Section 1 fs prepared by a person other than the emplayee ) T attest, under
penalty of perfury, that I have assisted in the completion of this form and that to the best of my kmowledge the information is true and correct.

Preparer s/Transtator's Signature Print Name

Address (Street Name and Neaniber, City, State, Zip Code) Date (month/dayfyear}

Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR
examine one document from List B and one firom List C, as listed on the reverse of this form, and record the title, number, and

expivation date, if any, of the document(s).)

List A oRr List B AND List C
Document title; E{"% ]
Issuing authority; ;
Decument #:
Expiraticn Date (if ar):
Document #:

E‘s
Expiration Date {ifany): _%

CERTIFICATION: I atfest, under penalty of perjury,
the above-listed documeni(s) appear to be genuine and

that I have examined the document(s) presénted by the above-named employee, that
to relate ko the emplayee named, that the employee began employment on

{(month/day/vear} and that to the best of my knowledge the employee is authorized to work in the United States. (State
employment agencies may omif the daie the employee began empioyment.)

Signature of Employer or Authorized Representative Print Name Title

Business or Organization Name and Address (Sireef Name and Number, City, Siate, Zip Code) Date (month/dayp/year)

Section 3, Updating and-Reverification (7o be completed and signed by employer }
A. New Name {if apphicable}

B. Date of Rehire (month/dayfyear] (if appia'cable)

C. If employee's previous grant of work authorization has expired, provide the information below forthe document fhat establishes current employment authorization,

Pocument #: : Expiration Date (i any):

Pocument Title:
and if the employee presented

{ altest, under penalty of perjury, that fo the best of my knowledge, this employee is authorized to work in the Umited States,
decument(s), the document(s) [ have examined appear to be gennine and to relate to the individual,

Signature of Employer or Authorized Representative

Date (month/daytyear)

Form I-9 {Rev. 08/07/09) Y Page 4



LISTS OF ACCEPTABLE DOCUMENTS

All documents must be unexpired

LISTA 'LIST B LIST C
Documents that Establish Both Documents that Establish Documents that Establish
Identity and Employment Identity Empleyment Authorization
Authorization OR AND
. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by 1. Social Security Account Number

Permanent Resident Card or Alien
Registration Receipt Card (Form
1-551)

a State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height,
eye color, and address

card other then one that specifies
on the face that the issuance of the
card does not authorize
employment in the United States

. Foreign passport that contains a
temporary [-551 stamp or femporary
1-551 printed notation on a machine-
readable immigrant visa

2. ID card issued by federal, state or
local government agencies or
entities, provided it contains a
photograph or information such as
name, date of birth, gender, height,
eye color, and address

Certification of Birth Abroad
issued by the Department of State
{Form F5-545)

. Employment Authorization Document
that containg a photograph (Form
1-766)

3, School ID card with a photograph

Certification of Report of Birth
issued by the Department of State
{Form DS-1350)

4, Voter's registration card

. In the case of a nonimmigrant alien
authorized to work for a specific
employer incident to status, a foreign
passport with Form 1-94 or Form
1-04A bearing the same name as the
passport and containing an
endorsement of the alien's
nonimmigrant status, as long as the
period of endorsement has not yet
expired and the propesed
employment is not in conflict with
any restrictions or {imitations
identified on the form

5. U.8. Military card or draft record

6. Military dependent's ID card

Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

7. U.8. Coast Guard Merchant Mariner
Card

Native American tribal document

8. Native American tribal document

9. Driver' license issued by a Canadian
government authority )

U.S. Citizen ID Card (Form I-197)

Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI} with
Form 1-94 ¢r Form 1-94A indicating
nonimmigrant admission under the
Compact of Free Association
Between the United States and the
FSM or RMI

For persons under age 18 who
are unable to present a
document listed above:

Identification Card for Use of
Resident Citizen in the United
States (Form [-179) -

10, School record or report card

11, Clinie, doctor, or hospital record

12. Day-care or nursery school record

Employment authorization
document issued by the
Department of Homeland Security

THustrations oiﬁmany of these documents appear in Part 8 of the Handbook for Employers (M-274)

Form 1-9 (Rev. 08/07/09) Y Page 5



MEDICAL QUESTIONNAIRE

(To be completed after-an offer of employment is extended.)

Mame of employee

Employee's Social Security no. Helght _____ Weight
1. Do you now have, or have you ever had, any of the [allowing?
Yes No Yes No
a 1  Epitepsy (convulsions, seizures) | [ Surgieal or spontanecus fusion of a major
weight-bearing joint {frozen joint)
(W {1  Diabetes {medication? 0 Yes 0 No)
£ 1 Hyperinsulinlsm
| {1  cardiac (heart) disease
£ 1 Museular dystrophy
n {1 Meniscectomy {inftammation of cariilage of -
certain joints—e.g., knes) Q {1 Thrombophlebitls
1 i Amputation of foot, leg, arm of hand L} 1:1 Herniated Intervertebral disk
3 1 Total loss of slght of one or both eyes, or & o (3 Surgleal removal of an Intervertebral disk, or
parlial Joss of carrected vision of more than spinal fuslon
75% bilaterally )
| [ Total deafness
1 [d  Pollo (poliomyelitis)
i 1 One or more back or neck Injurles or a
;| {1 Cerebral palsy disease pracess of the back or neck,
substanilated by & doctor’s opinion and
(1 Multiple sclerosis resulting In disability over a total of 120 or
more days
O [ Parkinson's disease
O {1 obesity (30% overweight)
L 1 Patelleciomy (surgically removed kneecap)
B O Oter
| | Ruptured cruciate ligament (knee flgament)
(3 QA Hemophllia
i {1 Chronic osteomyelitls {infection in bons)

2. Have you proviously recelved workers’ compensation for an on-the-job injury? Q Yes [ No If yes, pleaso it why, when and where*

3. Have you ever received a disability rating or had one asslgned 1o you by an Insurance company or stateffederat agency? Oves EINo
if yes, stale percenlage! %

4. Have you ever injured or sprained your back? QYes L No If yes, oid you have surgery? [ Yes 1 No  If yes, please give delails*
&, Have you ever Injured or spralned your neck? D Yes [ No /fyes, did you have surgery? UYes G No [ffyes, please give detalls*
8. Have you ever Injured of sprained a knee? QYes 0 No #yes, did you have surgery? T Yes [ No if yes, please give delails

7. Have you ever had any other lype of surgery not mentioned abova? QOves O No If yes, please glve defalls’

8. Do you haveadhritis? [ Yes LI No fyes, whal parls of the body are affected?*
Ate you on medication tor arthritis? [ Yes QMo

The information on this form shall not be used fo discriminate agalnst a qualified individual with & disabillly because of the existence of the
disabilily in regard to the following: job application procedures; hiring, advancement or discharge of ihe smployas; employse compensalfor;
Job training; and other terms, conditions and privilages of employment.

Undar penally of perjury, | declare that | have read Ihe foregoing and that the facts alleged are true to the best of my knowledge and belief.

Employee's signalure Date

Employer's signalure Position Dats
SLCS0059 2198 (98-148} * Please i ancther sheel fo give further explanation and defails.




