©" CURRENT CPR

The below information MUST ACCOMPANY YOUR
APPLICATION

CURRENT DRIVER'S LICENSE OR STATES ISSUED ID CARD

SOCIALSECURITYCARD

CURRENT FIRST AlD

T8 TEST (WITHIN 28 MONTHS)__




Ewmployment Application

Date; S
Full Name: D.OB. e =
Current Address: . Ciy: State:
Zip Code: County: Cell Phone: o
Position Applied for: _ _ ___Salary Desired: $ CNA PCA __ LPN__ RN __ Med Tech
0 Full Time O Part Time When are you available to begin work? ___ —
Type of Scbool Name Of School Years Completed | Diploma/ Degree
High School
_College or Tradc "
Professional
Other
Do you dreive? [ Yes O No Do you have a car? O Yes [ Neo
First Aid: O Yes O No CPR: 0 Yes O No Current TB Test: (I Yes O No
Employment History:
Can we coniact this employer
Name OF Company Company Address Job Tithe: Salary: | Phone Number | Supervisor a8 & reference? If not, please
‘ explnin why
References:
Name Of Reference Phome Number RelnMﬁlp

i certify that ail statements in this application and any attached documents are true, complete and accurate, [ understand

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

Signature: Date:




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

I 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 Maiden
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 (NGI) 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 of 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.

e 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. 2
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
, - o L6

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 FBI. 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 not 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.

2 https://www.{bi.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.

Give Form W-4 to your employer. 2 @ 24

Your withholding is subject to review by the IRS.

a) First name and middle initial Last name b) Social security number
Step 1: @ i .

Enter Address Does your name match the
Personal name on your social security

card? If not, to ensure you get

Information

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

contact SSA at 800-772-1213
or go to www.ssa.gov.

{c}

[ ] single or Married filing separately
D Married filing jointly or Qualifying surviving spouse
[[] 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, and when to use the estimator at www.irs.gov/W4App.

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 foliowing.

{a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4}. If you
or your spouse have self-employment income, use this option; or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; 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 generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate R

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 $
Dependant Muttiply the number of other dependents by $500 $
and Other ultiply the number of other dependents by s s om om &
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enter the totalhere . . . . . . . . . - 313

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.

This may include interest, dividends, and retirement income . . . . . . . . 4(a) |$
Other
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

e result here . . v v v e e e e e e e e e e e e 4(b) |$

(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 knowiedge and belief, is trug, 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 (2024)



COMMUNITY HEALTH CARE, INC.

Title: Horne Health Provider

Purpose: Home Health Pravider is respansible for rendering safe and adequate
services to individuals in their private home environment. Supportive
services of home management, personnel care and respite/custodial
supervisian wifl enable individuals to remain in their homes without
premature institutionalization.

Holrst™ - " 35 Hoits pér week ) B -

QUALIFICATIONS:

s High Schaol Diploma
s CPRCertification
. Current Criminal Record Report

KNOWLEDGE, SKILLS AND ABILITIES

Must have understanding of disabled, aged and frail

individuals requiring services
e Must understand the needs of caregivers
. Must be able to communicate wel
e Must be able to deliver the level of horme management and personal care required
«  forassigned clients
s  Must be able to demonstrate competency In correctly performing tasks as required
through recommended training o ) B
LINE OF AUTHORITY:
Home Health Provider is guided by the Home Health Supervisor.
DUTIES:
e  Provide home management services which are assential to client's care
. Assist with personal cara such as, bathing, care of mouth, skin and hair
e Assist with ambulation
e Provide respite/custodial care
e Assist with self-administration of medications which are ordered by a physician or
e  other authorized person by state law to prescribe
s Record and report changes in dlent's conditlon, family situation or needs to the
appropriate professional
Complete appropriate reports of hours worked and tasks performed
Participate in pngoing staff in-sesvice training and development
OVERTIME STATUS:

Sigrature:

Non-exampt Salary:  $7.25-13.50 per hour

Date :




Declination Form

The Federal Occupational Safety and Health Administration (OSHA) which sddress
occupational exposure to bloodborne pathogens requires that vaccinations for Hepatitis B
be made available to all employess who have occupational exposure to bloodbome
pathogens. Community Health Care, lnc., will incur all cost for smployses/volunteers to
receive the Hepatitis B Vaccination. Prior approval is needed by Agency Director before
an employee take the vaccination.

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

Signature Date:

Employee Statement of Acknowledgement

This ia to .acknowledge that I have received a‘copy of Community Health Cire, Inc."s ™
personnel policies and praocedures. | understand that it provides guidolines and summary
information about Community Heath Care, Inc. personnel policies, procedures, beneflts,
rules of conduct. [ also understand that it is my responsibility to read. understand, become
familiar with, and comply with the standards that have been established. I further
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

notice, as it deems necessary or appropriate.

Signature _ Date

Transportation Walver

L 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 i3 kept current on all of the vehicles use for this purpose. Further, | accept full

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

transporting clients and family cansgivers during approved work hours and that the agency,
Community Health Care, Inc.. will not be liable fr such sforementioned conditions

involving accident liabilities.

Signature , Date

Medication Administration

{ understand that | am not to administer medication unless | have » current medication technician’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 Plan of Care .

Signature Date




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

1 understand any work activities or visits performed by me after completing authorized hours according to my Work Schedule for clients
receiving official home care/health services through Community Health

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

spproved hours, Therefore, | agree that any expense, damage, accident or loss is not the

{1ability of Community Health Care

I {urther agree that if | am assisting clients through Community Health Care in a Volunteer capacity, the agency also is released
from any expense, damage, accident or loss that may be incurred at any time with work, activities

or visits.

Employee Signatwes:
Date: Lo ket

NOTICE OF NO SMOKING IN CLIENTS' HOMES

According the Division of Heslth. Service Regulations, a bill wes [ssued 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 skilled 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 Information by Employee

I as an Employee of Community Health Care do hereby acknowledge that T must comply with 8 number of State and Federa|
Laws which rcgulate 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 1D Theft
Laws (where applicable). | understand that [ must maintain the confidentiatity of ALL documents, credit card information, and
personal information of any type and that such information may be used only for the intended business purpose. Any other use of
said information is strictly prohibited, Additionally, should I misuse or breach, any personal information of said clients and/or
employee; 1 understand { will be held fully accountable both civilly and criminatly, which may include, but not limited to Federal
and State fines, criminal terms, real or implied financial damages incurred by the client, employeg, or this company.

Employee Signature: =~
Date:



Eraployee Non Compete Clause

i __ » understand whon a client recruited by Community Health Care is
assigned to me and | later terminate the assigament from the Agency, | cannot be placed with the client
for 90 days under another working relationship. If another working relationship outside of Community
Health Care is formed, & Findev's Fee of $500 will be charged by deducting money owed from my

pay.

o Employee Name ' Date

Required Employee Certifications

it is required that First Aid (335). CPR ($35), current TR Test ($40) and Department of
Pubiiv Satety Fingerprint Hackground Check (545) be submitted to the office of

- Community Heaith Care within 30 days ofhiring. You will be chucged for each
document not turmed in after 30 days by payroll deduction.

Employee Name Dete

PROVERTY DAMAGES AND BODILY IEUMES RESPONSISLITY

. conset and agywe thet praperty

print name
deinages to the ftructure of mmwm&gmmmmmmmwnmmm
fraene, windows, fumiture, favm, trees and shrobbavies are my responesiities, § further scoept full responaibility and
ﬁ%hmm,mmummdmm,m:kamw.
or outside the home for which-l sm lnvolved dusing eporved work hours. it s, #lso vy recpooaibiity 1o be sccountsbie
fafmvmﬂvmtiﬁtmtvm{mmWhMWvMMW&mﬂWMM

the home during approved work howrs.

mummm,mumn«nmmmmmmmmm«mm
are not covered under the compeny's General Lisbility Insurancy cilent

S&.natun'
REQUIRED DRUQG TESTING
To ensure the well being of our clients and the proper use of eehniques by our employees, we are enforcing salety

within the waork enviconment. Therefore, in case of an mjury or say type of sccident involving you sndior the eliens,
ynum:mquimdwmmmfn&gmw@h%@nﬁﬁnmmm:mmmhstm.

doctor's office. Urgent Care and Lasboratory Centers.
My signature below indieates that [ have boon made aware of this required personne! procedure.

Employee Signature .
Date:




Employment Eligibility Verification USCIS

Department of Homeland Security OMEI: ;Z"?;jm -
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 slectronically,

during completion of this form. Employers are liable for errors 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.

i
Last Name (Family Name)

First Name (Given Name) Middle Initial | Other Last Names Used (if any)

Address (Street Number and Name} Apt. Number City or Town  [state ' ZIP Code

Date of Birth (mm/dd/yyyy) U.8. Social Security Number Employee's E-mail Address
L

1 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.

1 attest, under penalty of perjury, that | am (check one of the following boxes):
D 1. A citizen of the United States

4

Employee’s Telephone Number

"] 2. A nencitizen national of the United States (See inétrucrions)
[] 3. Alawiul permanent resident  (Alien Registration Number/USCIS Number):

[] 4. An alien authorized to work _until (expiratian date, if applicable, mmidaiyyyy): ’ -
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 I-9: mﬁﬁ‘j&,‘i‘g }f ;,“}‘: g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

4. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Employee

| attest, under penalty of perjury, that | have assisted in the completion 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/ddiyyy)

Last Name (Family Name) First Name (Given Nams)

Address (Strest Number and Nams) City or Town State ZIP Code

Form [-¢ 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS
Department of Homeland Security Yo 1

- . _ ‘ OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

Last Name (Family Name,
Employes Info from Section 1 { ¥ )

ListA OR List B AND ListC '
identity and Employment Authorization Identity Employment Authorization

Document Title | Document Title Document Title
Tssuing Authority | Tssuing Authority Tssuing Authority
Document Number 5 Docurent Number ‘Document Mumber

Expiration Date (if any)(mmiddivyyy) | Expiration Date (if any)(mm/ddiyyyy)

Expiration Date (if anyj{mm/ddiyyyy}

' Document Title

QR Code - Seclions 2 & 3

Additional Information Do Not Wrile In This Space

Issuing Authority

Dogument Number

Expiration Date {if any)(mm/ddiyyyy)

Document Title

Issuing Authorily

Document Number

Expiration Date (if any{mm/ddiyyyy}

Certification: | attest, under penalfy of perjury, that (1) | have examined the document(s) prasented by the above-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/dd/yyyy): (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) | Title of Employer or Authorized Representative

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

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

B. Date of Rehire (if applicable)
Middle Initial Date (mm/ddfyyyy)

A. New Name (If appiicable) _
Last Name (Family Name)

First Name (Given Name)

€. if the employee's previous granit of employment authorization has expired, provide the Information forthe document or receipt that establishes

continuing employment authorization in the space provided below. .
Document Title Document Number

Expiration Déte {if any) (mm/ddiyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and it
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 {mmiddiyyyy) Name of Employer or Authorized Representative

Form 1-9 07/17/17 N Page 2 of 3



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from Ligt A
or a combination of one selection from List B and one selection from List C.

LISTA LISTB LISTC
Documants that Establiah Documents that Establish Documants that Establish
Both Identity and Identity Employment Authorization
Employment Authorization @R AND
4. US. Passport or U.S. Passport Card 1. Drver's license or ID card issued by a ' 1. A Sacial Security Account Number
Stiate or outlying possesaion of the card, untess the card includes one of
2. g:g:g;‘:?;f::‘;‘lgf g:z 3;:::{1551 ] United States provided it contains a the following restrictions:
photogreph or information such as (1) NOT VALID FOR EMPLOYMENT
- _ nams, date of birth, gender, height, eye
3. Fareign pql;.sgm;- tha,t.oout:ms & f color. and address : 44 (2) VALID FOR WORK ONLY WITH
temporary I- stamp or temporary INS AUTHORIZATION
1-661 printed notation on a machine- | 2. |D card ssued by federal, state or local
readable immigrant visa { government agencies or entities, [ VALIDFOSCWIORI DBLY WiTH
; : DHS AUTHORIZATION
i g d provided it contalns a photograph or e N—
4. Employment Authorization Document | information such as name, date of birth,| 2. Certification of report of birth issued
:";ég"“m’"s a photograph (Form i gender, height, eye color, and address by the Depantment of State (Forms
= 1 - DE-1350, FS-545, FS-240)
oo " Gl 3. School ID card with a photograph T - T
5. For a nonimmigrant slien authorized . ey 3. Original ar certified copy of birth
to work forfi specific employer 4. Voter's registration card certificate m‘suod Iby :n State,
because of hia or her stafus: . county, municipal autharity, or
. Foruigipaskpat: & 5. U.S Military cand or draft record m;’,y aof thmnod Sﬂia
b. Form 14 or Form | 84A thathas | |6 Miltary dependents ID card __ Dearna an offcte see
the following: 7. U.S. Coast Gurrd Marchant Mariner 4. Native American tribal document
M :h: same name as the passport, Card 5. U.S. Citizen ID Card (Form 1-187)
n . o = - - ol
(2) An eidorsomient of the i’ | | e American tival document - .- identificalion Card for Use of
nonimmigrant status as long as | |9. Driver's license issued by a Canadian Resident Citizen in the United
that period of endorssment has govemment authority States (Form 1-178)
not yet expired and the ] s
proposed employment ia not in For persons under age 18 who are | - Employment autharization
confilct with any restrictions or unable to present a document document issued by the .
limitations identified on the form listed above: Department of Homeland Security
8. Passport from the Federated States of
Micranesia (FSM) or the Republicof | |10 Schooi record or report card

the Marshell Islands (RMI) with Form 11. Clinic, doctor, or hospital recard

-84 or Form I-84A indicating - ;
nonimmigrant admission under the 12. Day-care or nursery school record
Compact of Fres Association Betwsen
the United States and the FSM or RMI

Exampies of many of these documents appear in Part 13 of the Handbook for Empioyers (M-274).

Refer to the Instructions for more information about acceptable receipts.

Form I-9 07/17/17 N Page Jof 3



Community Health Care, Inc.

Communityhealthcareinc.com

Missing Time Acknowledgement

Dear Employee’s,

Effective June 1, 2016 Reduce: the 8 unexcused missing times to 4 unaxcused missing times
per month. DHMH help desk team is reviewing missing times very closely. Repeatedly unexcused
missing time will not be authorized by DHMH. The agency is reimbursed by Medicaid which is

paid through DHMH. Medicaid is a faderal funded program. DHMH implemented ISAS to monitor

home health provider's time while in the home with the Medicaid participants. DHMH WILL NOT
PAY THE PROVIDER'S TIME IS NOT PROPERTY DOCUMENTED. If you miss punching in your
shift these are the steps you need to follow to request payment for hours worked.

1. Call the office (301)-341-2273, Email: Communityheaithcaremd@verizon, or Text (202)-400-
1483

2. Have the following information: Clients name, your name, date & time you missed punch with
the reason why you were unable to successfully clock in or out.

3. Keep your own records o documentation

4. YOU ARE ALLOWED 4 MISSING TIMES PER MONTH

5. The deadline to submit all missing time in the month is the end of the month. Example) |
cannot submit time for May in July. The agency's deadline for missing time is the 2 of the
gngqm”m‘ Ex) time in July must be reported by July 30" 50 | can submit missing time

6. You may call on the 10" of every month to see if the hours were approved for the previaus
month. OFFICE STAFF WILL NOT CALL YOU. YOU MUST HAVE YOUR DATES, CLIENT'S
NAME, AND THE AMOUNT OF HOURS THAT'S OWED. IT IS IMPOSSIBLE FOR THE

OFFICE STAFF TO KEEP UP WITH YOUR MISSING TIME. THIS IS YOUR

RESPONSIBILITY.

7. Please call about your missing time within the 30 days. Example) it is July and employee
calis about missing time for March. This will take longer to be paid. Office staff has to reach
and consuit with payroll. Please make sure you foflow up about your unpaid days in a imely



mmmmmwrmmwwmmmm. We waint you fo ba paid for all the hours
worked, m«;ummmmmmmmmmmwmmnaa
cotiriosy v mmﬂquamfﬁ&mrmwﬁmmms
period, S‘memmm:&mm tirnee!
WWMWMMmmwmmmmmzmuaﬂum&m
TM&WMM%.Tﬁ&h%ﬁgﬂ(&ﬁﬁmamﬁmmmmmz
Mammammmemmmnrmmm in addition to not being paid you will
be written up. This s considered fraud. m&w&tmmmmwnw, )

.. Hully understand. the policies and procedures of requesting pay or missing time.

Empiloyse Signature: Duter




NEW ISAS CALL-IN SYSTEM FLOW CHART

PARFAE G AN I TR

Choose ﬂ : if provider does

Personal , not call from

 Assistance or client’s phone -

Shared B 7 - : :

" | Attendont 7 ¢ EnterClient’'s :
Sepvices :  MA number

- e M{:ﬂ:;;;;ﬁ:;xxia;;‘xg*

Gk R A KR FEE G A A S A

- If client has an

ﬂ QTP device
. Enter 6- digit
. OTP Passcode » , ,

Entr fgericy Enter Staff
Provider number ‘ i i
EPNRTTPRp— Social Security

612601400

BOR R o

Number

Posasamunsunsnugad

Choose Clock-

In or Clock- - T Confirm Time
Out

By signing this form, you confirm that you completely understand the procedures for clocking in/out. If
you have any questions or concerns please contact the office at 301-341-2273

Employee’s Signature



your hands properly
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| DONT FORGET TO WASH:
I - between your fingers

_§ - under your nails
| - 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 questlons 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

In lieu of the increasing positive COVID-19 cases according to information shared by Center of Disease Control (CDC), all
clients and employees are strongly advised to take the yearly influenza (flu) shot and follow the specified guidelines as
mentioned. Please note these guidelines are highly recommended by Center of Disease Control (CDC) to guard and prevent
the spreading of COVID-19.

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.
e Clean frequently touched objects and surfaces with a common household cleaning spray or wipe.
e 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 to 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



