The below information MUST ACCOMPANY YOUR NC
CNA APPLICATION

CURRENT DRIVER’S LICENSE OR STATE ISSUED ID CARD

LIABILITY INSURANCE FOR AUTOMOBILE WHEN TRANSPORTING CLIENTS (NC ONLY)
NAME OF INSURANCE COMPANY
COPY OF INSURANCE CARD

SOCIAL SECURITY CARD _

CERTIFIED NURSING ASSISTANT

CURRENT CPR

CURRENT FIRST AID

TB TEST (WITHIN 24 MONTHS)



Employment Applieation

Date; N
Full Name: e D.0.B. __ 88N: ) o
Current Address: ; City: _ o State:
Zip Code: County: CeltPhone:
Position Applied for: _ ____Salary Desired: $ CNA PCA LPN__ RN Med Tech
LI Full Time [J Part Time When are you avaifable to begin work? e
Type of Schaol Name OFf School Years Completed Diploma/ Degree
High School
_College or Trade %
Professional
Other
Do you drive? O Yes O No Do you have a car? O Yes [ No
First Aid: O Yes O No CPR: [0 Yes O No Current TB Test: O Yes O No
Employment History:
Csn we coniact this employer
Name Of Company Compapy Address Job Title: Salsry: | Phone Number Supervisor a8 a reference? If not, please
explain why
Refereaces:
Name Of Reference - Phone Number Relatiouship

[ certify that all statenents in this application and any attached documents are true, complete and accurate. [ anderstand

that false information may result in rejection or termination of my employment.

Bignature: _ Date:




AUTHORITY FOR RELEASE OF INFORMATION
State Access Only
Name Check Access

| autharize the North Carolina Department of Public Safety through the State Bureau of Investigation
to perform a North Carolina name-based criminal history record information check in connection with
my application for employment, my employment or volunteer services with COMMUNITY HEALTH
m mmm to DHHS-LONG TERM - STATE AND FED - NCGS 122C-80B/131D-40A

1 Al

(Type or print clearly)

Last Name First Middie Maiden
Social Security Number Date of Birth Sex Race

(Optional®)

| understand that the North Carolina State Bureau of Investigation, officials and employees shall not be
held legally accountable in any way for providing this information to the above named agency, and |
hereby release ssid agency and parsons from any and all liability which may be incurred as a result of
furnishing such information. 1 further understand that the sbove named agency cannot provide a HARD
COPY of the results of this criminal history record check to me. ’

“Disclosure of social security number is entirely voluntary.and not required. If disclosed, the social security number
will be utilizad to aceist with assurats identifieation/exclusion of possible criminal history records.

Applicante/Employee’s/Volunteer's Signature

Date

This form must be maintained on file with the above named agency for one year. UPON
COMPLETION OF THIS FORM, MAIL A PHOTOCOPY TO THE ADDRESS INDICATED BELOW:

State Bureau of Investigetion

Criminal Information and Identification Section
Atin: Applicant Unit :

Post Office Box 29500

Raleigh, North Carolina 27628-0800

ORI # HCPCA1887 - COMMUNITY HEALTH CARE INC




FAIR CREDIT REPORTING ACT DISCLOSURE
STATEMENT

By this document, Community Health Care discloses to you that a consumer report, including an
investigative consumer report containing information as to your character, general reputation, personal
characteristics and mode of living, may be obtained for employment purposes as part of the pre-
employment background investigation and at any time during your employment. Should an
investigative consumer report be requested, you will have the right to request a complete and

accurate disclosure of the nature and scope of the investigation requested and a written summary of

your rights under the Fair Credit Reporting Act. Please sign below to acknowledge the receipt of this
disclosure.

Applicant's/Employee's Signature

Date

AUTHORITY FOR RELEASE OF INFORMATION

1 authorize BackgroundChecks.com to release criminal history and consumer report in connection with
my application for employment with Community Health Care.

(Please print clearly)
Last Name First Middle l\;iaiden
Social Security Number Date of Birth Sex Race

Applicant's/Employee’s Signature

Date




Privacy Act Statement

This privacy act statement is located on the back of the FD-258 fingerprint card.

Authority: The FBI’s acquisition, preservation, and exchange of fingerprints and associated
information is generally authorized under 28 U.S.C. 534. Depending on the nature of your
application, supplemental authorities include Federal statutes, State statutes pursuant to
Pub. L. 92-544, Presidential Executive Orders, and federal regulations. Providing your
fingerprints and associated information is voluntary; however, failure to do so may affect
completion or approval of your application.

Principal Purpose: Certain determinations, such as employment, licensing, and security
clearances, may be predicated on fingerprint-based background checks. Your fingerprints and
associated information/biometrics may be provided to the employing, investigating, or otherwise
responsible agency, and/or the FBI for the purpose of comparing your fingerprints to other
fingerprints in the FBI’s Next Generation Identification (NGT) system or its successor systems
(including civil, criminal, and latent fingerprint repositories) or other available records of the
employing, investigating, or otherwise responsible agency. The FBI may retain your fingerprints
and associated information/biometrics in NGI after the completion of this application and, while
retained, your fingerprints may continue to be compared against other fingerprints submitted to
or retained by NGI.

Routine Uses: During the processing of this application and for as long thereafter as your
fingerprints and associated information/biometrics are retained in NGI, your information may be
disclosed pursuant to your consent, and may be disclosed without your consent as permitted by
the Privacy Act of 1974 and all applicable Routine Uses as may be published at any time in the
Federal Register, including the Routine Uses for the NGI system and the FBI’s Blanket Routine
Uses. Routine uses include, but are not limited to, disclosures to: employing, governmental or
authorized non-governmental agencies responsible for employment, contracting, licensing,
security clearances, and other suitability determinations; local, state, tribal, or federal law
enforcement agencies; criminal justice agencies; and agencies responsible for national security or
public safety.

As 0f 03/30/2018

See Page 2 for Spanish translation.



NONCRIMINAL JUSTICE APPLICANT’S PRIVACY RIGHTS

As an applicant who is the subject of a national fingerprint-based criminal history record check for
a noncriminal justice purpose (such as an application for employment or a license, an immigration
or naturalization matter, security clearance, or adoption), you have certain rights which are
discussed below. All notices must be provided to you in writing. 1 These obligations are pursuant to
the Privacy Act of 1974, Title 5, United States Code (U.S.C.) Section 552a, and Title 28 Code of
Federal Regulations (CFR), 50.12, among other authorities.

* You must be provided an adequate written FBI Privacy Act Statement (dated 2013 or later)
when you submit your fingerprints and associated personal information. This Privacy Act
Statement must explain the authority for collecting your fingerprints and associated
information and whether your fingerprints and associated information will be searched,
shared, or retained.:

You must be advised in writing of the procedures for obtaining a change, correction, or
update of your FBI criminal history record as set forth at 28 CFR 16.34.

You must be provided the opportunity to complete or challenge the accuracy of the
information in your FBI criminal history record (if you have such a record).

If you have a criminal history record, you should be afforded a reasonable amount of time
to correct or complete the record (or decline to do so) before the officials deny you the
employment, license, or other benefit based on information in the FBI criminal history
record.

If agency policy permits, the officials may provide you with a copy of your FBI criminal
history record for review and possible challenge. If agency policy does not permit it to
provide you a copy of the record, you may obtain a copy of the record by submitting
fingerprints and a fee to the FBI. Information regarding this process may be obtained at
https://www.fbi.gov/services/cjis/identity-history-summary-checks and
https://www.edo.cjis.gov.

If you decide to challenge the accuracy or completeness of your FBI criminal history record,
you should send your challenge to the agency that contributed the questioned information
to the FBL. Alternatively, you may send your challenge directly to the FBI by submitting a
request via hitps://www.edo.cjis.gov. The FBI will then forward your challenge to the
agency that contributed the questioned information and request the agency to verify or
correct the challenged entry. Upon receipt of an official communication from that agency,
the FBI will make any necessary changes/corrections to your record in accordance with the
information supplied by that agency. (See 28 CFR 16.30 through 16.34.)

You have the right to expect that officials receiving the results of the criminal history record
check will use it only for authorized purposes and will net retain or disseminate it in
violation of federal statute, regulation or executive order, or rule, procedure or standard
established by the National Crime Prevention and Privacy Compact Council.s

1 Written notification includes electronic notification, but excludes oral notification.

? hitps://www.fbi.gov/services/cjis/compact-council/privacy-act-statement

3See 5 U.S.C. 552a(b); 28 U.S.C. 534(b); 34 U.S.C. § 40316 (formerly cited as 42 U.S.C. § 14616), Article IV(c);
28 CFR 20.21(c), 20.33(d) and 906.2(d).

See Page 2 for Spanish translation. Updated 11/6/2019




Form W'4

Department of the Treasury
Internal Revenue Service

Employee’s Withholding Certificate OMB No. 1545-0074

» Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.
P Give Form W-4 to your employer. 2 @22
» Your withholding is subject to review by the IRS.

Step 1: {a) First name and middle initial Last name (b) Social security number
Enter

Address » Does your name match the
Personal name on your social security
Information card? If not, to ensure you get

City or town, state, and ZIP code credit for your earnings, contact

SSA at 800-772-1213 or go to
WWW.Ssa.gov.

(c)

D Single or Married filing separately
D Married filing jointly or Qualifying widow({er)
D Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, when to use the estimator at www.irs.gov/W4App, and privacy.

Step 2:

Multiple Jobs
or Spouse
Works

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
also works. The correct amount of withholding depends on income earned from all of these jobs.

Do only one of the following.

(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4); or

{b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate
withholding; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . » []

TIP: To be accurate, submit a 2022 Form W-4 for all other jobs. If you (or your spouse) have self-employment

income, including as an independent contractor, use the estimator.

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate if you complete Steps 3-4(b) on the Form W-4 for the highest paying job.)

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 B> $
Dependents .
P Multiply the number of other dependentsby $500 . . . . » §
Add the amounts above and enterthetotalhere . . . . . . . . . . . . . 3 |
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won't have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . [4a) $
Adjustments (b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere . . . . . . . . . . . . . . . . . . . .. .. 4D
{c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c) |$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here } }
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2022)



COMMURNITY HEALTH CARE, INC.

Tithe: Home Health Provider
Purpose: Home Health Provider is responsible for rendering safe and adequate
services to individuals in their private home environment. Supportive
services of home management, personnel care and resphe/custodial
supervision will enable individuals to remain In their homes without
pramature institutionallzation.
Hours: ™ 35 Hoits pir week
QUALIFICATIONS:
®  High School Diploms

s CPR Certlfication
L3 Current Criminal Record Report

KNOWLEDGE, SKILLS AND ABILITIES

¢ Must have understanding of disabled, aged and frail
individuals requiring services

Must understand the needs of caregivers

Must be able to communicate wall

Must be able to deliver the level of home management and persanal care required
for assigned clients

Must be able to demonstrate competency in correctly performing tasks as required
threugh recommendad trzining

® 9 5 & a

LINE OF AUTHORITY:

Harme Heaith Provider is guided by the Home Health Supervisor.

DUTIES:

® Provide home management services which are essential to client's care

®  Assistwith personal cera such as, bathing, care of mouth, skin and hair

4 Assist with ambulation

®  Provide respitefcustodial care

e Assist with seif-administration of medications which are ordered by a physician or

e other authorized persan by state law to prescribe

®  Record and report changes in dient's conditlon, family situation or needs to the
appropriate professional

#  Complete appropriate repurts of hours worked and tasks performed

L Participate in pngoing staff in-service training and development

OVERTIME STATUS:
Non-exempt Salary:  $7.25-13.50 per hour

Signature; - i} Date :




Declination Form

The Federal Occupational Safety and Health Administration {OSHA) which address
occupational exposure to bloodborne pathogens requires that vaccinations for Hepatitis B
be made available to all employees who have occupational exposure to bloodbome
pathogens. Community Health Care, Inc., will incur all cost for employees/volunteors to
receive the Hepatitis B Vaceination, Prior approval is needed by Agency Director before
an cmployee take the vaccination.

I have been informed of OSHA requirements and understand the need/purpose of the
vaccination but I decline to take the Hepatitis B Vaccination.

Signature Date:

Employee Statement of Ackmowledgement

This is to .acknowledge that I have received a'copy of Community Health Cire; tng.’s ~
personnel policies and procedures. | understand that it provides guidolines and summary
information about Community Heath Care, Inc. personnel policies, procedures, benefis,

understand that Community Health Care, Inc. reserves the right to modify, supplement,
rescind, or revise any provision, benefit, or policy from time to time, with or without
aotice, as it deems necessary or appropriate,

Signature __ Date

Transportation Waiver

| consent and agree transporting of clients and family caregivers during work hours and for completing
* required tasks activities will be my sole responsibility for assuring that proper lisbility

insurance is kept current on all of the vehicles use for this purpose. Further, [ accept full

risk of liability for any expense. damage. loss of properiy or injury that may occur while

transporting clients and family can:givers during approved work hours and that the agency,

Community Health Care, Inc.. will not be liable or such sforementioned conditions
involving accident liabilities.

Signature Date

Medication Administration

{ understand that | am not to administer medication unless | have a current medication techniclan’s
license Issued by Maryland Board of Nursing . | also understand that | am not to administer medication
unless the agency’s RN has delegated the task on the Pian of Care .

Signature _Dite




WAIVER OF LIABILITY FOR WORK PERFORMED
AFTER CLIENT SCHEDULED HOURS AND
YOLUNTEERSERVTCES

Tunderstand any work activities or visity performed by me after completing uthorized hours accoeding to my Work Schedule for clients
receiving official home carc/ealth services through Community Health

Care is my sole responsibility regarding any type of risk of liability that may be incurred afier

approved hours. Therefore, | agree that any expense, d age, accident or loss is not the

liability of Community Heslth Care

I (urther agree that if [ am assisting clients theough Community Health Care in a Volunteer capacity, the agency also is released
from any expense, damage, accident or logs that may be incurred at any time with work, activities
or visits.

Employee Signature:
Date:

NOTICE OF NO SMOKING IN CLIENTS' HOMES

According the Division of Health, Service Regutations, a bill was issued in effect October 1, 2007
which prohibits the smoking by employees in homes of their clients. As employees of
Community Health Care, you are, hereby, notified of this bill and required to follow this “No
Smoking in Clients’ Homes” notice. Violators will be subject to disciplinary action,

Employee Signature:
Date;

NOTICE OF NON-PAYMENT OF SERVICE HOURS PROVIDED
TO CLIENT WHEN DENIAL OF CLAIM BY MEDICAID

I am hereby notified of non-payment of service hours provided by me to clients who are denied claim reimbursement from
Medicaid to the agency due to hospitalization, ineligible for services due to Medicaid expiration, inpatient skifled nursing facility
service, adult care home or any other conditions described by Medicaid to be non-reimbursable for Personal Care Services.

Employee Signature:
Date:

Use of Confidential Informstion by Employee

{ as an Employee of Community Health Care do hereby acknowledge that 1 must comply with a number of State and Federa!
Laws which regulate the handling of confidential and personal information regarding both customers/clients of thiscompany and
its other employees. These laws may Include but not be limited to FACTA, ThePrivacy Act, GrammILeachIBliley, and ID Theft
Laws (where applicable). I understand that I must maintain the confidentiality of ALL documents, credit card information, and
personal information of any type and that such information may be used only for the intcnded busincss purpose. Any other use of
said information is strictly prohibited, Additionally, should I misuse or breach, any personal information of seid clients and/or
employee; I understand [ will be held fully accountable both ivilly and criminally, which may include, but not limited (o Federal
and State fines, criminal terms, real or implied financial damages incurred by the client, employeg, or this comapany.

Employee Signature: SRS SR
Date: _ )

P




Employee Non Compete Clause

S Empoyetame T ——— Dute

Required Employes Centifications

~ Empioyee Name ' Dste

mmmau,nmmmummmmm:mmmmmwmm
nnmmmhmunrnevwmmmmdmt

L Dute
Signature
REQUIRED DRUG TESTING
To ensure the well being of our clieats and Hﬁmmofm&m‘mby our employecs, we are enforcing safety
within the work environment. Therefore, in case afan Ty or any type of sccident involving you wrdior the clien,

you are ru;uiwdmm;ra#mmwiménﬂhmmqfﬂgmwmm;mmrmmﬁmgm
dustor's offics. Urgent Care snd Laboestory Centers,

My signature below indicates that [ have boen made aware of this required personnel procedure.
Employee Signsture _
Date: ; )




Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
55 : . . + OMB No. 1615-0047
U.S. Citizenship and Immigration Services

Expires 08/31/2019

» START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronicaliy,
during completion of this form. Employers are liable for arrors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination,

e R e L SRR
Last Name (Family Name) Middle Initial Other Last Names Used (if any)
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
Daie of Birth (mm/ddsryyy) US Social Security Number Employee's E-mail Address ‘ Employee’s Telephone Number
. . I
LU LT

! am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):
'[] 1. Acitizen of the United States

[ 2. A noncitizen national of the United States (See instructions)
D 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

U SN, —

[C] 4. An alien authorized to work  until (expiration date, if appiic;at;l;, dedMﬁE o
Some aliens may write "N/A" in the expiration date field. (See instructions)

. Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: B ;,?;;“}':g;m
i An Alfen Ragistration Number/USCIS Number OR Form 1-04 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2, Form 1-94 Admission Number:
OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Employee

Today's Date (mm/ddiyyy)

[ e Tl Head
| attest, under penalty of perjury, that | have assisted in th pletion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address {Strest Number and Nams) ' City or Town State ZIP Code

Form -8 07/17/17 N Page 1 of 3




Employment Eligibility Verification USCIS

Department of Homeland Security Porm 35
s . ‘ ’ f OMB No. 1615-0047
U.S. Citizenship and Immigration Services

Expires 08/31/2019

TLast Name {Flly Name) First Name (Given Nams} Citizenship/immigration Status

Employes Info from Section 1

ListA OR List B AND ListC .
Identity and Employment Authorization Identity Employment Authorization
Document Title ' | Document Title Document Title
Issuing Authorily 1 | Tssuing Authority Issuing Authority
Document Number * | Document Number Document Number

Expiration Date (if any}{mm/ddiyyyy)

- | Expiration Date (if any)(mm/ddiryyy)

Expiration Date (#f any){mm/ddiyyyy}

Document Title

Issuing Authority Additional Information i e cald 5
Document Number

Expiration Dale (i any){mm/dd/yyyy)

Document Title

Issuing Authority

Document NMumber

Expiration Date (if any}{mm/ddiyyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the ahove-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment {(mm/ddiyyyy): (See instructions for exemptions)

ngnature of Employer or Authorized Representative | Today's Date {mm/ddfyyyy) | Titie of Employer or Authorized Rebresentative

Last Name of Employer or Autharized Representative | First Name of Emplayer or Authorized Representative | Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
A. New Name (if applicable) : . Date of Rehire (if applicable) 3
Last Name (Family Name) First Name (Given Name) Middle Initiai Date (mm/ddfyyyy)

[C-TF he employee’s previous granil of smplayment authorizalion has expired, provide tha information for the document or receipt that estabiishes
coptinuing employment authorization I the space provided below. v '
Document Title

Document Number Expiration Date (if any) (mm/dd/yyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

- Signature of Employer or Authorized Representative Today's Date (mm/ddAnyy) Name of Employer or Authorized Representative

Form I-9 07/17/17 N Page 2 of 3




LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A

or & combination of one sslection from List B and one selection from List C.

LISTA

Documaents that Establish
Both Idantity and

Employmant Authorization OR

LISTB

Documents that Establish
Identity

AND

LisTC

Documents that Establish
Employment Authorization

. US. Passport or U.S. Paseport Card

. Psrmanent Resident Card or Alien
Registration Receipt Card {Form 1-551)

. Foreign passport thal containg a i
temporary 1-551 stamp or temporary
551 printed notation on a machine- |
readable immigrant visa !

. VErnployment Authorization D;:cumam §
I

1. Drivers license or ID card issued by a

State or outlying possession of the
United States provided it contains s
photogreph or information such as

namas, date of birth, gender, height, eye

cotor, and address”

1. A Social Security Account Number

- 1D card issued by federal, state or lgcal

government agencies or entlties,
provided it contains a photograph or
information such as name, date of birth,

card, unless the card includes one of
the following restrictions:
{1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

. Centification of report of birth issued

that contains a photograph (Form gender, height, eye coler, and address by the Department of State (Forms
1-766) ) . DS-1350, FS-545, FS-240)
: — 3. School ID card with a photograph w .
5. For a nonimmigrant alien authorized — s wg,.j* ~——{ 3. Original or certified copy of birth
to waork for 1 specific employer 4. Voters registration card certificate issusd by a State,
because of hia or her status: county, municipal authority, or
$. U.S Military card ar draft recond territory of the United so;za

2. Foreign passport; and
b. Form 1-84 or Form |-84A that has

8. Military dependents ID card bearing an official seel

the following: 7. U.8. Coast Guard Merchant Mariner 4. Native American iribal document

M T": same name as the passport, Cad 5. U.S. Citizen ID Card (Form I-197)
an : - .

L . B. Native American tribal documant L . 5 PR

(2) An endoreerriant of the alie's 8. Idbqhﬁcaﬁqq Canli for Use of
nonimmigrant status as long as 9. Driver's license Issued by a Canadisn Resident Citizen in the United
that period of endorssment has govemment authority States (Form 1-179)
not yet expired and the i ) -
propossd employment is not in For persons under age 18 who are | 7- Employment autharization
conflict with any restrictions or unable to present a document document issued by the

limitations identified an the form Department of Homeland Security
8. Passport from the Federmted States of
Micronesia (FSM) or the Republic of
the Marshall islands (RMI) with Form
i-84 or Form 1-84A indicating
nonimmigrant admission under the
Compact of Fres Association Betwsan
the United States and the FSM or RMI

listed above:

10. Schooi record or report card
1. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Exampiles of many of thess documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form -9 07/17/17 N Page 3 of 3




2o

.

How to wash your hands properly

DON'T FORGET TO WASH:

{ - between your fingers
- under your nails
i - the tops of your hands

By signing this form, you confirm that you have completed and understand the
procedures for washing your hands. If you have questions or concerns, please
contact the office at 301-341-2273 (Maryland location) or 335-285-7001 (North

Carolina location).

Employee Signature




MEMORANDUM OF UNDERSTANDING
Date: November 5, 2020

To: Clients and Employees

From: Leah Martin, Director

Regarding: COVID-19 Service Requirements

e Wear a cloth face covering,
® Practice social distancing.
®  Wash your hands often with soap and water for at least 20 seconds. This is especially important
after using the bathroom, before eating and after blowing your nose, coughing or sneezing.
® Avoid close contact with people who are sick and avoid touching your eyes, nose and mouth
until you wash your hands.
* Stay home when you’re sick and cover your cough or sneeze with a tissue, then toss tissue in the trash.
* Clean frequently touched objects and surfaces with a common household cleaning spray or wipe.
* Use an alcohol-based hand sanitizer with at least 60% alcohol when washing your hands if possible.

This signed acknowledgement of your understanding of the increased risk that COVID-19 can be transmitted in any place
of public accommodation. This documentation will remain a part of your employee and or client records as long as you are
affiliated with our agency. Continue to be vigilant and keep a healthy immune system.

I acknowledge and understand that there is an increased risk that COVID-19 can be transmitted in any place of public
accommodation including but not limited to offices, transportation vehicles and residences. By entering our premises,
transportation vehicles, and providing and receiving services, I agree 1o assume the risk of exposure to the COVID-19 virus
and release Community Healthcare from compensation of all liability.

Name (Printed) Signature

Date Business Relationship (Client or Employee)

Community Healthcare, Inc.
1400 Mercantile Lane, Suite 244
Largo, Maryland 20774
Email; communityhealthcaremd@verizon.net
Office: 301-341-2773
Fax: 301-341-2274




