Application for Employment

‘Salary Reguirements: Drate Available legal right to remain permanently in the US? D'Yes 1 No

:wnrki_ng hours? OYes ONo

Itis this ageney's policy to provide equal employment opportunities without regard to age, race; color, religion, military status,

gender preference, genetic inforimation, sex, marifal status, national origin, or disability.

Applicant Name: Email Address:
Present Address

City/State/Zip:

Home Phone:; Mohilé Phone:

Social Security Number: Are You at Least 18 Years Old? & Yes O No

O Full Time O Part Time Per Visit Shiftt ©DDay TNight
Position Applying For: O PatTime 0O Pool 2 Evening OW/E
' If you are not a: US Citizen, have,you the

Do you have adequate mearis of transportation to &et to work on time each day and when called it on short notice during normal

Have you been convicted of a crime '(t_zxcl'u_dirig misdeimcanors and traffic offenses) and/or released-from.confinement following a
conviction forany criminal offense within the past7years? O Yes ONo If Yes, pleasegive date, place and nature of each such
conviction,

Are-you presently charged with any violation of the law other than traffic violation? O Yes ONo IfYes, give date, place.and
nature of each such conviction. o

. Educational History

Typeof Name & Location of School Circle Last Graduated | Degree
School Year Attended '
High School 9 10 1 a2 |

Cﬁ]lega- - b2 3 4

College ' 2 3 a4

Other Frone: Ta

"List-other-ski Ils-applicabie .to the. position for which you 'ére applying, including cbmputer‘ experience, typing speed, etc;

- In case of'an emergency notify

‘Ot of stdte contact, if possible

List professional licenses you possess. Indicate type of license, sumber and state

List any memberships in professional organizations, honors or activities which you fee| would enhance your application, excluding
those that would indicate age, race, color, religion, military statis, gender preference, genetic. information; sex, marital status, national

origin, or disability.

List laniguages spoken other than Eng] ish:

Relationship,

Relationship




NAME,

a Part Thine:

o Pcr'-Vis'_i'l"

_ . _ _ Wark History
Attach an.additional sheet listing other work experience pertinent to the position for which you are applying if the space below is
_insufficient _
1 Cotnpany Name Compléte Addréss incl City/Staie/Zip. Phone Number. Supervisor's
Name
Date. Started . T)’pé of Business . Salary Reason For Leaving OK it Contact
Date Left a Full Time Supervisor

a Y o No

Describe your job title, responsibilities and accomplishments

| Coniplete Address iriel City/State/Zip

13 Per Visit

Company Name Phone Number Supervisor's
Name
“Date Siartcd 'I"}_'p_;: of Business Salaiy Reason For Lcaving OK 1o Cont_ac_t
Date Left .o Full Fime o o Supervisar
O Per Visit ‘a Yes o Mo
O Part ‘l'iine
Describe your job title, responsibilities and accomplishments
-Company Namie. .Complete Address incl City/State/Zip Phone Number Supervisor’s
Name
Date Started Tyjie of Business. Satary Reason TFor Leaving | OK to Contact
Date Left Supetvisor
Q Full Time
. o
O Part Time ;e';s l:t

Describe your job title, résponsibilities and accomplishments




NAME:

PERSONAL REFERENCES: (Name.Phone ,Relationship)

| Please réview and sign

In‘making application for employment:

Release:

1 certify that.the information in this application is true-and complete for all practical purposes. It may be verified by the

facility ov any affiliate. Should a position be ¢ffered and later it is found that the-information is significantly unfrue,
incomplete, or misrepresented, I understand and agree that the facility or its affiliates are relieved of all commitments,
financial or-otherwise pertinent to employment, and that T am subject ta immediate discharge without recourse,

| inderstand that an investigative report may be made by & consuiner reporting agency to include. inforrsation as to my
character, genera] reputation, personal characteristics, and mode-of living; whichever may be applicable; Ifstch an
investigative réport is made, 1 understand that | will receive notice that such report has been requested, and that-1 will have the
right to make a written request for a complete and accurate disclosure of additional information concerning the nature and
scope of the investigation.. '

I understand and agree that if [ am offored employment by the faci lity, my-employment will be-for no definite termi and that
either 1, or the facility will have the right to terminate the "employlnent__relafiqnship_ at.anytime, with or without-cause, and
with or without notice. 1 also uitderstand that this status ¢an only be altered by a written contract of employment which is
specific as to-all material terms and is signed by me.and the Administrator of the facility:

Tunderstand, if T have direct patient contact or cantact with patient records, that.the agency will perform a criminal history
check per Federal Regulation, as well as check -of the Nurse Aide Registry and Employee Misconduct Registry forunlicensed
cmployees. I understand that: 1) the purpase of the Employee Misconduct Registry is to ensuré that uniicensed personiel
who comait acts of abuse, neglect, exploitation, misappropriation, or misconduct against residents and corisumers are denied
emplaymient in DADS-regulated facilities and agencies; 2) the State of Texas maintains a registry of all nurse aides who are
certified to provide services in nursing facilities and skilled nursing facilities licensed by the Texas Department of Aging zind
Disability Services (DADS) and they review and investigate allegations of abuse, neglect, or misappropriation of resident
property by nurse aides and if there's a finding of an alleged act'of abuse, neglect, or misappropriation, the nurse aide may

request both an informal reconsideration and a formal hearing before the finding is placed on the registry; 3) All DADS-

regulated facilities and agencies are réquired to check the'Empl_oy_ce Misconduct Registry and Nurse Aide Reégistry before

hire to determine if T am listed in either registry as having committed an act of abuse, neglect, exploitation, misappropriation,

or misconduct against a resident or consumer and am, therefore, unemployable.

I hereby authorize any prior employers to provide such infarmation concerning my employment with them as may be:
requested; and also authorize the Registrar/Placement Office of all éducational institutions aftended to release an
official copy of my transcript and, if available, faculty appraisals, { also authorize. any appropriate licensing board to
release full information coricerning my license status and my license history:; ' '

Applicant

Signature:

Date;

FOR OFFICE | O Interview(s) | O References If Hired:  Position; Start Date:
USE ONLY ' Checked : _ Salary:

FT/PT/Per Visit

Pre-Employment. Interview:

. HCL ¥ Employment Application CH

Rvd. 090110




&fere_nce‘ Request _

[1CL / Reference Cheek

Check method of gathering referénce data; O Yerbal 0 Mail

Da:c:_ )
Facility:

Name of'person giving referénee:,

The individual named below is applying fora position as 5 e . _ )
and has given yoir'as a reference, As we place great importance on the thorough sereening of all-our applicants, we would appreciate a

prempt.and thoughtful responsc.

Thank you in advance

‘(Mame of Cr)mpan__y Representative)

Applicant Release.
Applicant.
' Last First” Ml Maiden
Position Held _
-Social Security #. — Dates Eniployed: From _ To

[ hercliy-r_:_:]_caisé_ from all liability the company or Jerson completing this form; and autharize them o release all information regarding iy
employment with them, Lundersiand that hisdnformation may be released to clients ofthe requesting company and ather requesting third

pastics on a neéd to know basis. ['alsn release the requésting compsny from &ll lisbility for any damayes from the disclosufe of thisinformation,

Apphiean) Siprnture ) Date”
1y Please conﬁrm the applicant’s empioyment.. From . To
’ Date - Datc
2) Plcase comment on Lhe applicant’s attributés using the following scale: _ N
4. =Excellent 3 =CGdod 2 = Fair ' 1 =Toor N/A = Not applicable
Quality of Work
‘Knowledge & Skills

Reliability & Attendance

Cooperation

Competence

Supervisory ability & capacity

Grooming
H Pledse indicate Specialty arcas in which the applicant has had experience;
4) Pléase. indicaté any special considerations riecessary when giving assignments to this i_nd'ivic_l__ual:
5) 1s applicant cfigiblc for rehirc? © Yes 0O.No Ifno, why fiot?.

Please attach any additional conimens.

Signature Position/Fitle ) Datg

O 116100




Reference Request

Date: Check method of gathering reference data: O Verbal 0-Mail

Tagility:

Name of person giving reference:

The individual named below is. applying for a position as: . . o . .
and has given-you as a reference, “As we place great importance on the-thorough screening of all our applicants, we would appreciate a°

prompt and thoughtfusl response.

Thank you inadvance

(Name of Company Representative)

Applicant Release.
Applicant .
Last First ML ‘Mziden
Position Held
Social Security #_ . _ Dates Employed: From Ta

| hereby release from all tiability the company of person compleling this farm, and _aulhoiizu ihem (e release all information rc'gar&ihg my
employmeént with-thém, | understand that this information-miy be released W efients of the requesti g company and-other requesting third
perties.on a niced fo knowy basis. [afsa relessc tbe réquesting company from ail ligbility for any damages Irom the disclosure of tris information,

“Applicani Si‘g_halurc Date
i) Please.confirm the applicant’s employment.. From, To . .
) ’ Dale Date
2 Please comiment on the applicant’s-attributes using Lhe following scale: o
4= Exgellent 3 =Good 2=Fair 1 = Poor N/A = Nol applicable
Quality of Work
Knowiedge & Skills
Reliabifity & Attendanee _
Cooperation
Competence
Supervisory ability & capacity.
Grooming__
1 Please indicate: specialty areas in whicly the applicant has had éxperience;:
4) Please indicalé any special considerations necessary when giving assignments to thiis individual:
5) Is applicant c]f_gible forrehire? O Yes TNo Ifno, why not?
Please attach any additional comments.
o _ Signaldre Bosilion/fille . Date
HCL f Reference Chick

Ore. HIO100




Hospice Orientation Checklist

TIntroduction _ Safety
. Tour of Office . Risk Management
. Location of Policy/Procedure Manuals . Personal Safety
. Location of MSDS Information . Fire Safety Procedure .
. Agency Mission/Philosophy/Goals . Wortkplace Security
. Organizational Chart - Exposure Control/Infection Control
. Operating Hours . Hepatitis/TB (according to policy)
. Scope of Services . Emergency Preparedness
. - Equipment Safety/Maintenance
. . Medical Device Act
. ¢ Incident/Occurrence Repoits
. . Abuse, Neglect, and Exploitation
. Adverse/Inclement Weather
‘Agency/Employee Commitment/Responsibilities Hospice Services
. Community/Customer Relations . Overview
. Discrimination/Harassment . Spirituality -
. Drug Free Workplace . End of Life Care
. HIPAA/Confidentiality . Grief and Beredvemént
. Professional Conduct:. . Cultural Diversity in Death and Dying.
. Attendance . Interdisciplinary Team
. Professional Appearance/Dress Code - Quality of Life Model o
e Telephone Usage/Courtesy . Patient Rights and Responsibilitics.
HE Cultural Diversity . Limited English Proficiency”
K QAPT » Advance Directives.
e Code of Contluct .
. Fraud and Abuse
. Business Ethics,
. Patient Ethics
| Humari Resouicés/Personnel Administration Tnterdisciplinary Team Members® Roles
. Personnel File Maintenance . Nursing
Inservice/Education. . Counselor/Chaplain
|+ Employee Performance , Social Worker
y Employee Grievance/Complaint Resolution . Medical Director
. Progressive Discipline . Hospice Aide
. Patient Complaints. . Volunteer Coordinator
. Bereavement Coordinator
. Dietician
Compensation Other
. Work Schedules
. Time Sheets/Records
. Pay Checks
. Deductions/Overtime
. Holidays
Employee Signature Date Employer Signature Date

{CL { Orientation Checklist CH
Rvd. 121208



EMPLOYEE ACKNOWLEDGMENT

Confidentiality: Agency mainiains confidentiality of operations, activities, and business affairs of the Agency and tlic patlcntsfcl:(,nls
au.mdmg to 1996, Health Inf()lmahon Portability and Accountability Act (FITPAA). Due to the nature of our work, each employee will
gain, directly or indirectly, sensitive and confidential information o patients/clients and staff members, The healih caie professional
adﬁ;g,uard-% flhe patient’s/client’s right.to privacy by judiciously protecting information of a confidential natire including medical treatment
information, diagnosis, medical records, personal patient/client information, ete. This information should be shared only with those-
persons who, due Lo their position, have a necd to know. Sensitive or confidential information must never be used as- the basis for social
conversation.or gossip: If an employee is in doubt as io whether ot not certain information may be shared, s/he should consult with his/her

SUDBTVISOL:

Drag Testing Policy: Agency maintains a ding fiee wor kplace policy with regard to the possession, usc, distribution and sale of drugs or
aleohol. Al employees dre prohibited from the unlawful or unauthorized manuficture, distribution, dlspcnsmg, possession oruscof a
conirolled substance-of afly alcoholic beverages while i the workplace or on Company paid timg; Violation of this pohcy can result in
dis¢iplinary action, up to-and including termination of employment. Tacknowledge I have received a copy of the agency’s policy on drug
tcstmg

Harassmeint Policy: This agency is commitied to providing a wotk énvironment, that is frec from all forms of discrimination and unlawfiul
harassment including sexual harassment. This poliey applies to all employees including management pcmmmcl Sexual harassment is any
uaweleome sexeal advances cither explicit or implicit as o term or condition of ¢mploymeitt, Tmproper behavior may be-verbal, visual, or
physical innature andfor-fhe creaticn-of"a hostile envitonment. Manageient will investigate complaints of sexual harassment promptly,
impartially and without fear of r ctaliation to the employee. An employee should report the alleged incident immediately. and-¢onifidentially
io-the appropriate manager-or Human chourcu

‘Non Solicitation/illegal Renuncrafion: Ageney does not reimiburse or plowde incentives to phyqxcmns durable cquipment providers,
IF: dmily or ather referral entities. for patient/client-refor rals for home health services. Employees may not solicit patients/clients for the
agency. Fmployees found in violation of this non-solicitation policy will be subject to discipline up to-and including termination of
_.cmp_ioymcnt

Nouw-Discrimination: Agency does not, discriminate against cmployecs, patlcnlsfchcnts or volunteers based on age, race, color, religion,
military status, gerider preference, ‘genetic information, sex, marita) status, national origin, disability, or source of paymeitt.

Abuse, Negleet, and Exploitztion: Agency croployees will report suspected abuse, negleet andfm cxploitatipn o the Texas Department.of

Tramily and Protective Services, the Department of Agitdg and Disability Sérvices, and Agency management. - Ageney employees suspected
of abuse, neglect, or exploitation will be suspendéd ifmcdiately, an investigation will be conducted, and if the- investigation validates lh(.
cliim, the employee will be ferminated,

Workers® Compensation: Agency is a:

[:]NOII«SUb‘iCI‘IbGI to-workers™ compcns’\tlon insurance

E Subscriber to workers” compensation insurance

An:emplayce who incurs an injury on thc job that requites emergency medical treatment or is life threatening should procecd to the nearcst.
emergency room, tmergency medical treéatincnt (non life threatening) or non-emergency freatment. should be refeired to the agency's
dcszgnatcd clinic. Notify the agency of an injury within 24 hours fo complete paperwork. Medical expenses for injuries arc covered with the
exeeption of the following: employee’s willfial intent to hurt self or others, intoxication or drug.use, horseplay, acts ol God, and/or acts of'a

ihird party.

Pragressive Discipline Policy: Agency utilizes a progressive discipline process in cases of misconduct or unacceptable performance. This
includes verbal warning, written warning and final warning. Disciplinary action may begin gt an advanced stage of the process of mdy
result in immediate termination based upon the nature-and severity of the offénse, employee’s past record and other circumstances.

Agency Policies: 1 acknowledge that I have read, understand, and will comply with all applicable agency policies and guidelines.

Employee: Date:

HCL/ Eimp Ack
Rvd, (30116



l ' STATEMENT OF EMPLOYABILITY

B peres tion of this docitment, I acknowledge that I have been informed by the Agency and agree that the Agency may.conduct a State of Fexas .
-cﬁxﬁ?ﬁﬁfnﬂ?ﬁy ch::':k. I agr;{ito“a.se‘;’rch z;gr. theé Nurse Aide R_cgistr{land ‘the Emplayece Misconduct. ch:strl%‘p_r_lnr.tu-‘clgaplnyment and atleast every
.12 months if kired. I ahderstand that these checks will determine if 1 have a-eriminal convietion or have com tted certain conduct thet will bar e
from employment with this Apency. T understand that I arg unemployable if isted in the NAR or EMR. per_TAC §93.3 and TxH&SC Chapter 253.

‘Criminal History Check ] ] ) . - _ . ) -
I have:informed this agéncy of all names (i.c., maiden; aliases). that 1 iave used in the past; [ understand that my employment is pending the results of the
crimingl histery check, and that I'may not have face-lo-face patient contact or have access to-patient records until results are returned, Twill benatified of

yesults,.

CONVICTIONS BARRING EMPLOYMENT. _ _ _

{A) -A-persen for whem the Tactlity is entitled to.ohtaln criminal history record information may not be employed in a facitity if the peryon has been convicted of
an-offense listed in this subscction; ‘

An offénse under Chapter 19, Pepal Cede (eriminal homicide); _

Ati offense wiider Chapter 20, Penal Code (Kduaping and unlawful restraint); _ :

An offense under Section 21.02, Penal Code (rontinuous sexual abuse of a yaung child or chilidren);

An offense under Section 21.08, Peunl . Code (indccent exposure);

An offense inder Sectlon 21.11, Pensl Code (indecency witha:child);- ) )

Avi-offénse-under Secton 21.12, Penal Code {improper relationship between educstor and student);

-An offense under Section 2i.15, Penal Cede {improper photegraphy or visual rerording);

An offense under Sectlon 22,011, Penal Code (sexun] assault);

Ap offense under’ Scction 21._0_2, Penal Code (aggravated assauli);

An offensé under Séction 22.021; Penal Code {aggravated sexun] essaule);

An offense prder Section. 22,04, Penal Code (Infury to 2 child, clderly Individuz), or'a disabled individual);

An offense under Section 22,041, Penat Code (abandoning or endaigering a child);

An glfense under Section22.05, Penal Cade (dedly Conduet);,

An offense under Scetion 22,07, Penal Code (terroristic threat);

An offense under Section 22.08, Fenal Code (alding suicide);

An offense ender Section 25,031, Peoal Code {agreement to abduct from custody);

Ay offense under Section 25,08, Penal Codé (sale.or purchase of a child);

Au offense under Section 28.02; Penal Code (arson);’

An offense under Sectlon 29,02, Penal Code (roh bery);

An offeese under Section 29,03, Penizl Code (sggravated robbery);

An offense uinder Scetion 33,021, Penal Code {onlinc solicitatiot: of a minor);

An offense inder Seetion 34,02, Penal Code {ioney laundering);

An offense under Section 35A.02, Penzi Cade (Medlcatd frand);

An offense unpder Scctlon 42,09, Penal Code (cruelty to animalshi )

An offense under Sectlon 36.05, Penat Code {obstriction ar retaliatlon};

An'offense unidir Sectlon 42.09; Petial Cade (cruelty to Jivestock anlimals);

An offcise nnder Section 42.092, Penal Code (creelty to nonlivestock arlmals); gr o

-A conviction under-the laws of another stafe, fedeial law, or thi Unlform Cadeof Milltary Justice for an 6ffense cuntalning clements that are

substantially similar to the clements.of an offense listed Dy this subsection,

Au offenge the Agency determites to be.coniraindicated to employment with the consumers the Agency serves.

(B). A pirsewmay also be-barred from employment the duties of which invalve direct contract with 4 cllent in a facility if convicted of any of the fallowlng crimes
within the past § years: ' ' ' '

.An offense under Section 22,01, Penal Code (assault.p

it dh LA Rl B R T T s

*

e nishabie 23 a Class A misdémennor or a3 a felony);
An offense unter Seetion 30.02, Fenai Code (burglary); ] o
Aii offense under Chapter-31, Peosl Code {theft that Is punishable a3 & felony);
An offensc under Seetion 32,45, Pena) Code (misapplication of fiduciary property or property of a finaacizl institution}, that is punfshable as a
Clss A misdemeanor or a felony; or o
An offense under Seetlon 32,46, Penal Cade {securing thon.of a d t by deception punishable as a Class A misdetnesuor or 2-felony) .
Anoffense urider Section 37,12, Penal Code (false [dentification as & peace officer); or .
) 4  Anofftese ander Section 42,01 (2) (7), (8), or (), Penal Code (disorderly conduét), )
(€} In additior to-the prohibitions on employment prescribed by Subsections (A) and (B), = person for whom.n facility licensed under Chapter 242-or 24713
entitled to obtali criminal history record information may ndt be employed In a facility licensed under Chapter 242 or 247 If the person has been convieted:
+ Of an offerise under Section 30.02; Penal Code (burglary); or ) '
¢ Under the laws of-another state, federal law, or' the Uniform Code of Miliiary Justice for an offense contaluipg clements.that are substantinlly
similer ta the clements of 2ii offense ynder Seétion 30.02; Penal Cade, )
(113] I ndditlon to the probibitons-an empleyment preseribed by Subsections (A); (Bj ard (C), a Hurse afde listed as unemploysble per simendmentto TAC 40,
§54:100) ad §94,11( ¢} (d) ad Es Histed an the NAR or EMR stating a finding of nbiuse; neglect or misappropriation will not be recértified theréfare, is
unemplaeyable, ) )
(E) “Tor purposes of this section, » person who Is placed on defervéd adjzdleation comminity supervision for an offénse Hsted in this secHon, successfully -
completes the pertad of deferred sdjudication community supervision, end recelves a dismissal and 2lscharge io accordance with Section 5(c), Article 2,12,
Code ol Crimlnal proceditre, {3 not idercd convicted of the offense for which the person recefved deferred adjudication community supervision:

* >

- . o

I acknawledge that if I'am found to have been convicted of any ofher offense(s), that these offenses may also bar my empioyment. 1 understand thaf all
‘information obtained by this agency regarding any criminal history will remam confidential, i B . )
‘T certify. that the informiation on this form containg no willful misrepresentafion and that the information Biven is truc and complete to the bestof miy:

knowiedge,

Signature of Applicant Date

JFor: Agency Use Only: Criininsl History, Employec Misconduct R_iF_istry (EMR}, and Nurse Aide Registry (NAR) checks completed:
‘LY Criminal History Chéck complated on-line: & Other Convictions i entified on Criminal History: (Documertt reason hiring in Comments below)
LI NAR O EMR checked ontine at hitps://emr dads. state, tx.us/DadsEMR Web/ ’ :

a App]icant_arnplq)iahlc: ( Applicant not employable’ (3 Comments:

Verifted By. Date.

HCL./ Bickground Check Rvd, 010112



HIPAA Notification of Privdcy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION. ABQUT YOU MAY BE USED AND DISCLOSED
AND HOW YQU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY,

USE AND DISCLOSURE OF HEALTH INFORMATION

The Agency may use your health information, information that constitutes protected health information as defined-in the
Privacy Rule of the Adminisirative Simplification provisions of the Health Insurance Portabitity and Accountability Act of 1996,
for puipases of providing you treatmert, obtaining payment for your care and conducting health care operations. The Agency has
established policies to guard against-urmecessary disclosure of your health infér_lna_tion.

THE FOLLOWING IS A SUMMARY OF THE CIRCUMSTANCES UNDER WHICH AND PURPOSES FOR WHICH

'YOUR HEALTH INFORMATION MAY BE USED AND DISCLOSED:

To Provide Trestiment. The Agency may use.your health information to coordinate care within tlie Agéncy and with

‘others involved it 'your care, such as you attending physician and ather health care profedsionals wha have agreed to assist the

Ageney in cooidinating care. Forcxample, physicians involved in your care will need iiformation about vour symptoms.in order

1o preseribe appropriste. medications. The Agency also may disclose your health-care information to individnals outside of the-
Agency involved:in your-care: inclading family members, pharmacists, supplicrs of medical cqulpmcnt or other health care.

professionals.

To Obtain Paxment The Agency may include your health information in invoices to collect payment from third: parties.

‘for the care you recefve from the Agency. For example, the Agency may be required by your healih insurer to-provide infortnation

regarding your health édre status so-that the insurer will reimburse you'or the Agency. The Agency alse may néed to abtain prior

approval from your insurer-and may need to explain to the insurer your need for home care and the services that will be provided

to you,

Td:Conduct Health Care Operations, The Agéncy may use-and disclose health information for its.own operations in

prde to facilitate the fanction of the Agency and'as nccessary to provide quahty care to all. of the Agency’s patients, Health care
operations in¢ludes:sitch activities as:

- Quality assessimient and improvement activities.

bl Activities designed to improve health or reduge heath care costs.

g Protocol development, case management and care cacrdination,

* Coentacting health care. providers and patiénts with information about treatment alternatives and other related
functions that do not include (reatment,

. Professional review and peorformance evaluation.

. Training programs including those im which students, trainees orpractitioners in health care. learn under-
supervision.

. Training on non-heaith care professionals.

. Accreditation, certification, licensing ar credentialing: activities,

J Review and auditing, including compliance reviews, medical reviow, legal services arid compliance programs.

. Business planiiing and developmeitt including.cost management and planning related analyses and formalary
development,

’ Business management and general admm:stratwc activities of the Agency.

v Fundraising for the Denefit of the. Ageney.,

For.cxample. the Agency may use your health information to cvaluatc its staff pcrfmmance combine your health
information with ‘other Agency patients in cvaluating how to-more cffcctweiy serve all Agency patients, disclose your
heallh information to Agency staff and éontracted persanncl for training purposes, use your health information to contact
you as a refpinder regarding a visit to you; or contact you as part'of general fundraising and community information
mailings (winless you tell uis you de not want te be contacted), The Agency cannot sell your health information for any
reason Or use your personal hcalth information for marketing purposes without youg prior authorization.
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For Fundraistig. Activitics. The Agency may use-information about yowincluding your name, address, phane number
and the dates you réceived care in erder (o contact you to raise moncy for the Agency. The Agency may also release this
information toa related Agency foundation, If you do not want the Agcncy ta contact you, notify Privacy Officer and indicate that

you do not wish to be: contacted,

For Appointment Reminders, The Agency may usc.and disclose your health information to. contact you as a reminder
that you have an appointmetit for-a home visit,

For Treatment Alternatives, The 'Agency Inay-use a_ndsdi'sr:_l_o::c your health i_nforr_natiqn to tell you about or recommend.
possible treafment options or alternatives that may be of interest to you.

 THEFOLLOWING IS A SUMMARY.OF THE CIRCUMSTANCES UNDER WHICH AND PURPOSES FOR
WHICH YOUR HEALTH INFORMATION MAY ALSO BE USED AND DISCLOSED (check your State laws.to ensure
consistency with State law reqmi’remenéﬂ_s‘).

When Legally Required, The Agency will disclose your health informaﬁ_on’;when itis req_uired. to-do-so' by any Federal,
Stat¢ or tocal law,

Wiien There Are Risks to Public Health, The Agency may disclose your health information for public activities and.

purposes Tt order to:

. Prevent or-control disease, injury or disability, report disease; injury, vital events such as birth. or death and the
cotiduct of public health surveillance, investigations and interventions. '

» Report adveise evenis, produét defects, to track products or enable product recalls, repairs and replacements and
10 conduct post-inarketing suiveitlance and compliance with requirements of the Food snd Drug Administration,

. Notify & person who has becn exposed to a communicable disease or-who may be at risk of contracting or
spreading a discase,

» Notify and employeraboiit an individual who is. a member of the workforce as legally required..

To Report Abn use, Neglect Or Domestic Vielence, The Agency is allowed to. notify govemment authorities if th
Agency believes a patient is the victim of abuse, neglect or domestic-violence: “The Ageney will make this disclosure only when
speci Fcaliy required or mithorized by law or when the paticit agrees to the disclosure.

To.Conduct Health Ovcr_gitt Activities. The Agency may disclose your health information to-a‘health oversight

apency for activities including audits, ¢ivil administrative ar eriminal investigations, inspectious, licensure or. dlsc:p!mary action.

The Agency, however, may not. disclose youl health information if you are the suliject of an investigation is not directly related o
your receipt of health care or public betiefits.

In Connection With Judictal And Adininistrative Proceedings, The Agency may disclose your health information i
the course of any judicial or administrative proceeding in‘résponse o an order of a-coiirt or administrative tribunal as expressly
authorized by such ordet-or in response to a subpoera, discovery request.or other lawful process, but only when the Agency makes.
reasonable ¢fforts to dither notify you sbout the request or to obtain an ordcr_protccn_ng_ yaur health information.

_For Law Enforcemént Purposes, As permitied of required by State law, the Agency may disclosé your health
iitformation to a law enforcement official for certain law enforcement purposes as follows:.

. As required byl law for reporting of certain types of wounds or other physical i injuries pursuant to the court order,
warrant, subpoena or summons or simifar process. .

. For the puspose of identifying or locating a suspest, fgitive, material witness or missing person.

. Under certain limited circumsiances, when you are'the victim ofa crime.

v To-a law enforcement official if the Agency has a suspicion that your death was tlie resuft-of criminal conduct
including cfiminal conduet at the-Agency.

- In dn émergency in order to report a crime,
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To Coroers And Medical Bxaminers, The Agency miay disclose your health information to coroners and medical,
-exaimibers for purposes of determinihig your cause of death or for other duties, as authorized by law,

To Funeral Directors. The Agency may disclose your health information to funeral dircetors cansistent with applicable
law and if nccessary, to carry out their duties with respect to. your funeral arrangements. If iecessary to’carfy out their diities, the
Agency viay disclose.your health information prior to and inreasonable anticipation-of your death.

‘Bor Organ, Eye Or Tissue Donatien, The Agency may uise or disclose your health information to organ procurement
organizitions-or other-etitities engaged in the procurement, banking or transplantation of organs, eyes or tissue for the purpose of
facifitating the donation-and transplantatioe.

.For.Research Purposes. The Agency may, under very select circumstarices, use your health information for research;
Before the Agency discloses any-of your health information for such research purposes, the project will be qubject to an extensive
approval process. (ff the Agency intends fo routinely condict research it is imporiant to carefidly review the authorization
requirements for research exceptions and revise the Nolice provisians as needed.)

En the Event of A Serioug Threat To Health Or Safety. The.Agency mdy, consistent with applicable law and ethical.
standards of conduct, disclose your health informatjon if the Agency, in good faith, bcllevcs that such disclosure is necessary.to
prevent.of lessen a serious and imminént threat to-your héalth or safety or ta the health and safcty ‘of the public.

Fbr-Sne_ciﬂed Government Functlons, In certain circumstances, the Federal regulations authiorize the Agency o use or-
-disclose your health information to facilitate spectifed gevernment functions relating to. military and veterans, national sceurity and
intelligence activities, protective services for the President and others, medica) suitability determinations and inmates and taw
coforéement custody. '

For Worker’s Compensation, The Agency may.release your health information for worker’s compensation or similar
prograns;

AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION.

Other than is stated above; the Ageney will not disclose your health information other than with your written
authorization, If you or your representative. anthorizes the Agency to use or disclose your health information, you may revolke that
authorization in writing at any time,

YOUR RIGHTS WITH RESPECT TQ YOUR HEALTH INFORMATION

You have the following rights regarding your health informaticn that the Agenicy maintains:

. Right fo reqnest restrietions. You may request restrictions on certain uses-and disclosures of your health
information; You have the right to request a limit on the Ageney's disclosuse of your health information fo
someone who s involved in your cate or the payment of yout care. The agency must agree to restrict disclosure
of your-personal health information upon your request, if:

a. the diselosure is for payment or healthcare operations purpases;
b; is not required by law; and
¢. the protected heatth information pertains solely to a healthcare item or service for which  -you, or
someone on your behalf other than the héalth plan, has paid Agency in full.
[f you wish to.make-z request for restrlcnons, please contact the Privacy Officer,

J Ripht to reccive confideéntial communications, You have the right to request that the Agency communicate
Wwith you in 2 ¢ertain way. For example, you may ask that the Agency only conduct communications pertaining
to your health information with you prwate]y with ne other family members present. If you wish to receive
confidential communications, pleasc conlact Prlvacy ‘Officer, The Agency will hot Fequest that you pravide any
reasons for your réquest and will attempt to. horior your reasonable requests for confidential communications,
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. .Right to inspect and copy your health lnformatmn You have the right to inspect and copy your health
.information, including billing records. A-request to inspect and copy.records containing your heaith information
may be ‘nade 1o the Prwacy Officér. If yourequest a copy of your health information, the Agency may charge a
réasonable foe. for copying and assembling cists associated with your request, Ifthe Agency maintaing your
-personal health information clectronically, the Agency
must provide you with efctironic acéess in-a forin and format requested by yeu, if the information is réadily
producible in: such format,

- ‘Right to antend heaith care information. You er your representiiive have the-right to request that the Aggncy
‘amend your récords, if you believe that your health information is incorrect or incomplete. That request.maybe

made-as [eng as the- information is maintained. by the Agency. A request for an.amendment of records must be
made in writing:to Privacy Officer. The Agency may deny the request if it is not in writing or does not include 2
reason for the-amendment. The request also may be denicd-if your health information records were not created
by the Agency, if the records you'are requesting are not'part of the Agency’s records, if the healtli information
you wish to amend is not part of the health information you or your representative are permitted to inspect and.
-copy, ot if, in the opinion of the Ageney, the records containing your health information: are accurate and
complete..

. .Right t¢ an-accounting. You ar your representative have the right fo request.and sccotinting of disclasures of -
your hicalth information made by the Agency for cértain reasons, in¢luding reasons related to public purposes
sauthorized by law and certain research. The request for an accounting must be made: in writing to. Privacy
‘Officer. The request s]wuld specify. the time period-for the accounting starting on or aftor Aprit 14, 2003,
Accounting requests may ndt be made fot periods of time in ¢xcess.of six (6) years, The Agcncy would provide
the first accountitg you request during any [2-month period without charge. -Subsequent accounting requests
may-be subject to a reasenable cost-based fee.

. Right to.a- paper copy of tliis notice. You or yout represexitative have a right to a separate paper copy of this
Notice at any time even if you or your reprcsentatwc have received this Notice previously. To obtain o separate

‘aper copy; please contact Privacy Officer,

DUTIES OF THE AGENCY'

The Agesicy is required by favw to maintain the privacy of your health information and to provide to youand your
represcntalwe this Notice of its duties and privacy practices. The Agency is réquired to-abide by the terms of thig Notice of its:
duttes and privacy practices and to notify you following a breach of your unsecured protected health. information . The' Agency is
rcqulred to abide by the terris of this Notice as may be amended from time to:time, The Agency rescrves the right to change the
terms of its Matice and to make the new Noticé prévisions éffective for-all health information that it maititains, IFthe Agency
changes its Notice, the Agency will provide a capy of the revised Notice to you or-your appointed rcprcscntanvc “You or your:

.persenal represcntatwe have the right to express.complaints fo the Agency and to the Secretary of DADS if you or your
representative believe thiat your privacy tights have been violated, Anycomplaints to the Agency should be made in writing to
Privacy Officer. The Agency:encourages you to-express any concerns you-may have regarding the privacy of-your information,
You will not be retaliated agaimst in any way for filing a compiaint,

CONTACT PERSON

“The Agency has demgnated the Privacy Cfficer as its contact person for all issues regarding pattcnt privacy and your
tights under the Federal privacy standards.

EFFECTIVE DATE

This Notice is'effective April 14,2003,

HEL/ HIPAA Notifieation of ["ri'vnc_:_y
Ry, 080113
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DRUG-FREE WORKPLACE POLICY

Amity Hospice intends to help provide a safe-and drug-free work envirenment for our clients and our -
employees. With this goal in mind and because of the sefious drug abuse problem in today's workplace, we
are. establishing the following policy for existing and future'employees of Amity Hospice.

The Comipany explicitly. prohibits:

* The use, possession, solicitation for, or sale of narcotics or other illegal drugs, alcohol, or prescription
medication without a préscription on Company or customer premises or while performing an
assignment.

* Being impaired or under the influence of legal-or-illegat drugs or alcahol away from the Company or
customer premises, if such impairment or Influence adversely affects the employee's work
performance, the safety of the-empioyee or of others, or puts at risk'the Company's reputation.

» Possession, use, solicitation for, or sale of fegal.or ilegal drugs or alcohot away from the Company or
customer premises, if such activity or involvernent adversely affects the employee's work
performance, the safety of the employee or of athers, or puts at risk the Company's reputation.

* The presence of any detectable am_ounf of prohibited substances In the employee's system while at’
work, white on the premises of the company.or lts customers,-or while on company business,
“Prohibited substances" include itegal drugs, alcohol, of prescription drugs not taken in accordance
with a prescription given fo the emplayes.

'The,Cqmpany will conduct drug and/or alcoho! testing under any of the following circumstances:

= RANDOM TESTING: Employees may be selected atrandom for drug and/or alcohol testing at any.
interval determined by the Company.

* FOR-CAUSE TESTING: The Company may ask an employee to submit to 2 drug and/or alcohol test
atany time. it feels that the employee may be Under the:influence. of drugs or alcohol, including, but
not timited te, the following circumstances: evidence of drugs or afcohol on or about the employee's-
person or in the employee's vicinity, unusual conduct on the employee's part that suggests
impairment.or influence of drugs or alcohol, negative performance patterns, or excessive and
‘unexplained absenteeism or tardiness..

* POST-ACCIDENT TESTING: Any employea involved In an onthe-job accident or injury under
cireumstances that suggest possible use or influence of drugs or alcohol in the accident or injury _
event may be askedto submitto-a drug andfor aicohol test, "Invoived in an on-the-job accident or
injury” means. not only. the one who was or could have been injured; but also any employee whio
potentialty contributed to the accident ar injury event in any way.,

If an employee is.tested for drugs oralcoho! outside of the-employment coritext and the results indicate a
violation of this palicy, or if an employes refuses a‘request to submit to testing under this policy, the employes
may be’subject to appropriate disciplinary action, up to-and possibly including discharge from employment, In
such a case, the employee will be given an opporturiity ta explain the circumstances pricr to ahy final
employment actiorr becoming effective. ' '

Signature of Empl'c_)'yee' Date

Erripi.cyee*s Name - Printed.



AmityHospice

EMPLOYEE AGREEMENT AND CONSENT TO
DRUG AND/OR. ALCOHOL TESTING

| hereby agree, upon a request made under the drug/aicohel testing policy of AMITY HOSPICE, ta subrit to
a drug or alcohol test and to furnish ‘a sample of my .urifie, breath, saliva, ‘andfor “blood for analysis. |
understand and agree that if | at any time refuse to.submit to a.drug or alcohol test under company poficy, or
if [ otherwise fail to cooperate with the testing procedures, | will be subject to immediate fermination. [ further
authorize and give full perniission fo have the Company andjor its: ‘company-physician send the specimen or
specimens so.collected to a laboratory for a screening test for the preserice of ‘any prohibitéd substances
under the policy, and for the laboratory.or othier testing facility to release any and-alf documentation. relatlng'
to such test to the Company and/or to any govemmental entity involved In a legal proceeding or
investigation cannected with the test. Finally, | authorize the CGompany to disclose any documentation.
relating to such test to any governmental entity invalved in a legal proceeding: or investigation connected

with the test;

I understand that only duly-authcnzed Company officels, emplayees, arid agents will have access to
Information furnished or obtained in connection. with the test, that they will maintain and protect the
confidentiality of such information to the: greatest extent passible; and that they will share such information
only to the extent necessary to make employnient decisions and to respond to. inquiries or notices from

government entities.

! wilt hold harmiess.the Company, its.company physician, and. any testing laboratory the: Company might
use, meaning that | will not sue or hold responsible such parties for any alleged harm to me that might result
from such testing, mcludmg loss of emplayment of any other kind of adverse job action that. might arise as a
result of the-drug or alcohol test; even if a Company or Iaboratory represenitative makes an error in the
adminisfration or analysis of the test or the repoiting of the results. | will fuither hold-harmless the Company,
its company physician, and any testing laboratory the Company might use. for any alleged harm to me that
might resuit from the release or use of information or documentation relating to the drug. or alcohal test, as
long as the release or use of the information i within the scope of this pelicy afid the procedures as

explained ih the paragraph above.

This policy and -authorization have been explained fo mie in a language. | understand, and [ have been told
that if 1 have any questions about the test or the policy; they will be answered,

I UNDERSTAND THAT THE COMPANY WILL REQUIRE A DRUG SCREEN ANDIOR ALCOHOL TEST
UNDER THIS POLICY WHENEVER | AM INVOLVED IN AN ON-THE-JOB ACCIDENT OR iNJURY
UNDER CIRCUMSTANCES THAT SUGGEST POSSIBLE INVOLVEMENT OR INFLUENCE OF DRUGS
OR ALCOHOL IN THE ACCIDENT OR INJURY EVENT, AND. [ AGREE TO SUBMIT TO ANY SUCH TEST.

Signature of Employeg Date

Employee's Name - Printed



ity of Patient Information

1 plan to utilize electronic documentation of patient care.

I'will ensure confidentiality and security of patient information by password protecting the
‘device or program utilized.

1 agree to change the password at least quarterly or following a bréach of security.
['will not provide my password to anyone.

I have been informed of the Agency’s Confidentiality Policy and Safeguarding of Medical
Records Policy and I agree to abide by these policies.

Employee | Date

HCL / Electranic Data Confidentiality Statement
Org. 860108
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Mycobacterivm “Tuberculosis is transmitted by alr, camcd i cimplct.ﬂ. that are crealed when a person witly
respiratory TR coughs, $heezes or shouts: T3 Infection acciirs when someone inhales the citoplet parlicies
containing the Mycobacterium. A person may have no symptoms, butstill have fatent TB intection (LTBI1)

and maydevelop TB discase at some point intheir lives. TB skin tests may become:positive in2 to 12

weeks afler the-exposure;

Ciroups with a higher risk of exposure and infection:

[ Low income/medically underserved populations

2 Residents or emiployees of congregate living facilities siich as homeless shelters, long-term care
facilitics and correctional facilitics

3 Healtheare workers who seryve ligherisk patients’

A, Infants, children oradolescents who are exposed to-adults in highetisk categories

3. Foreign-barn persons from atcas with-a hightincidence of T13, such as Asia, Alvica, Eastern Furope,
Latin America.and Rugsia, or those wim.ﬁ.(,qucn(iy trave! (o areas-with = high incidence of TB

6. Close conlacts with individualswith plilmoenary T

CGroups with a greater rigk fo progress from latent TB infection to active discase

I8 Individials with HI1V- infeetion, sificosis, diabetes,
chronic.renal failure, some malignancies, and those more than 10 pounds below normal bady weight.,

2, Those receiving some.medical treatments that may-increase risks, such as prolonged corticosieroid

use, orother Immunosuppressive treatinents, organ tr dnsplanl intestinal bypass or gastrectomy

4, Persons with a history ol unfreated or inadequately treated I'B. discase

,%va}ns and. Syinptoms

Checls ilyou currently have any of the Followmg symptoms:
i Drenching fighl sweats of" more than two weeks duration
LI U nexphained weight loss
L1 Body weight 10% below ideal body weight
1 Loss of appetite
I3 A cough lasting miore than thiree weeks-
£ Couglilng up bloody sputuny
LF Memisencss
1 Fever
CT Fatigue

2 Chestpain

(21 Fam not expériencing any of the above symptoms

T understand if' 1 am experiencing any of the a'bfov(-: synujmms followup will be requiked. 1
understand if | have any of the above .symp[oms‘ at any time in the future, am to report (g
manugement immediately and followup will be required al that time,

b e b dm s bt it LSV Y

Name Date

FICL 2771 Faet Shicel
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¥) Enitial two-step VST (Mantoux) for all staff having direct contact with

patients/ elients
it Step U Initial TST

) Step 2- T8N 1.3 weeks after step 1
OR '
i Docwmentation of negative TST within 12 monihs prior to hire, and
121 One-step TS
| Aol (all employees providing patient/ client care)
i Symptom Séreen
I Bianwaal (for health care workers firequently exposed)
-l Symptom Screen
1 Post-exposure
2l Admiister TST a8 soon as possible after exposure
e} It initial post exposure VST is negative, repeat at 810 weeks post-
EXPOSHYE
) Previously documented positive TST
(W Previously infected with nonfubérculosis myeebacterinm
N Radiograph éxcluding T'B Discase
i RN S
Step#t .. e eas given a Mandoux tuberculin ppd

hitradermal slin test lrr ' B |

on deft/vight forcarm,
Lot oo Brand o Kxpiration S

Results Butity mdum[mn Daic o Read [w e

Step #2 by o R 1 O l_c['t/r'_:"gi_:_i'-""fm-.car-m.

Lot . Brand. et o lﬂ*&p!w(mﬂ et e e
Reswlts . mum m(luldtr{m l)th e Rmd by i

Noter Do.not include rédness or tlceration reading your vesults, Read resalts adross
(frunsverse) forearm. Sea” TR protocal for-classification of resulfs.

I shin test is.> Hnun and Mas oite oF more risk fuctors for infeciion, the emplovee
should be referved to the oty iealil departnieny-or a local physician Jor follow-up

assessnent,
Brployee Name:

Signalure: . L. e

HCL £ PR - Trest
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HEPATITIS B VACCINATION

Druie to your occupational exposure to blood or other potentially inféctious materials, you may beat risk for
acquiring hepatitis B viral (HBV) infection. The vaccination series is available, at no ¢ost, to you, Pleas¢

iridicate below your declination or acceptance toreceive the vaccine.

Hepatitis B is.a blood borne virus which can cause a range of symptoms from mild to serious, and possibly
result in fatal liver damage to health care workers who become infected. The virus can be transmitted
through contact with infectious fluids of a patient who has hepatitis B virus. You have been taught the
concepts of Universal Precautions concerning safe patient care and the use of equipment to-avoid

unnecessary expostre.

Synthetic. hepatxtls B vaceine is derived from yeast cells, Ttis not composed of human blood or plasma. It
is given as a series of three injections into the arm muscle at prescribed intervals (initial shot, one month
later, and six months later). Tthas proven to be over 80-90% effective in protecting against the disease:
There may be hypersensitivity to the vaccine, and there may be soreness and swelling of the injection arm.

Other side effects may occur at an‘incidence of under 3% of injections.

The vaccine will riot be given to persons with known sensitivity to aluminum hydroxide, thimerosal, yeast
or hepatitis antigen and will only be given with your personal physician’s recommendations in the cases of
pregnancy of presence of other infection of immunosuppressive state. The vaccine does not grant 100%
assurance of immunity. |

Aceeptance: [ haveread the above information desctibing the risks and benefits of receiving the
vaccinhation. | undérstand that the decision to receive the vaccination series is.mine and [
wish to receive the Hepatitis B vaccine,

Employee Signature ; e Date Witness

Declination: D I'have been given the opportunity to be vacéinated with hepatitis B vaccine, at no-charge
to myself. I decline the vaccination series. 1 understand that by declining this vaccine, 1
continue to be at risk for acquiring Hepatitis B.. If T continue to have occupational expostire
to’blood or other potentially infectious.material (OPIIVI) and I-want to be vaccinated with
‘hepatitis B vaccine, I can receive the vaccination series at no charge to me.

© I have already received the hepatitis vaceirie at an earlier date. [ am 3 anrnot 0 providing
a copy of the record to the agency

Employc.e Signature Date ‘Witness

I3CL 240500




Amity Hospice

Policy Statement on Electronic Signatures

linical records as long asthey meet the same

se required for paper and other signiatures, including protections
-against loss ar damage, safegtiards against unofficial or improper use.and retention of records for the-
d by law. Client records may. be accessed and reconstructed, and edits
orders, notes and other simitar entries may not be
necessary revisions made after the order, note or
dated,.and re-signed {which may:also be
dividual

Electronic signatures are permitted for Medicare and ¢

legal and regulatory standards as tho!

minitum period specifie
discovered by the Agency at any time. Records;
revised of edited after they have been signed. Any
entry has been signed must be made as a separate entry,
authorized individual. In creating an electranic signature, the in

electronic) by an
understood this poficy..

acknowledges that he or she has read:and

Please sign betow that you have read and understand this policy; ahd your electronic signature reads

-as follows:

Name; Signature:




Electronic Signature Attestation

a of Amity Hospice, i attest that'} am the.anly personwhohas
access ta my signature-co_des_,_ that my electronic signature s legally binging and thatmy password i

' t been shared. Use of my electronic signature verifies that | have created, reviewed:
f this electronic signature authority wil

.As an authorized clinician and employe

secure and has no
and verified the accuracy of the signed docurment. Any misuse-0

result in disciplinary action by the-agency.

Please sign below that you Rave read and understand the Electronic Signature Attestation.

Name: Signature!




Amity Hospice Exempt Employee Handbook | 2011

Pay Day and Pay Periods

Thé Texas Payday Law; Title 2, chapter 61, Texas Labor Code, requires Texas employers to pay their
employees who a_re-ex'em'pt_ from the overtime pay. provisions of the Fair Labor Standards Act of 1938 at
least once per morith, All other employees must be paid at least as often as semi-monthiy.and each pay
period must consist as.nearly as possible of an equal number of days.

Scheduled-Paydays;
Semi-Monthly: -1* and 15™
Pay Periods.are as follows:
1% payday:
Is-t_h_eﬁ“-" of the month through-the 20" of the manth
15" payday

Is the 21th of the month through the 5 of the next month

P



W.? AmityHospice
Withholding Letter

§ (print name) give permission to Amity Hospice to withhold 10% of my
earnings, in the eventthat | separate myself from the Agency and my documentation is not current.
Once the documenitation is‘completed to the satisfaction of the leadership team the release of the 10%

will be paid. | give this permission voluntarily and without coercion.

Sigriature Date
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Amity Hospice
Information Systems Responsibility Contract and Consent for Full Time Employees

Staff’ _Name_ _

I acknowledge receiving a laptop computer for business use while I remain in the employment of
Amity Hospice. 1 have read the attached Acceptable Usage Policy. In order to maintain this
privilege, 1 agree to the following responsibilities:
1 agree to keep-this Japtop. computer in my possession at-all times. I will not give or lend
it to anyone except to return it to the IT Department for upgrades, network connection or
repair in case it is damaged:

I agree to carry this laptop in a padded case or backpack, to minimize the chances thatit
will be damaged or destroyed. '

1 agree to read and follow the Amity Hospice Acceptable 'Us'ag_e Policy (see next page);
-and will not ‘use this laptop for inappropriate or unlawful purposes.

1 agree to turn in my laptop to the IT Department whenever requested for occasional
‘maintenance, updates, or repairs.

I understand that if niy laptop is: lost or stolen, I will immediately notify my supervisor.
and the IT Departmerit.

I.agree to return all Information Systems equipment to the IT Department before I leave
Amity Hospice.

Tunderstand that failure to comply with-any of these rules and policies will result in the
suspension of my.use of this laptop.

Laptop MFR Model Serial
Phone _ Air Card__
Signature _ Date

Checked by Supervisor/ IT Dept



‘Pleasc sipn be

 Amity Hospice

Policy Statement on Electronic Signatures.

are permitted for Medicare and-clinical vecords as long as they meet the same:
ag those requived for paper and other sign atuies, including protections

apainist loss or damage, safegoards against unafficial of impropey use, and: retention of recopds for the
minimum perfod spacified-by law. (;:Ii‘_en_t records may be secossed and raconstructed, and edits
discovered hy the Agericy at any time. Records, orders, notes anet other similar éntries imay not ke
revisadd or edited after they have been signed. Apy necessary -r_evi_s'i'ons;-n_'l ade after the arder, ngie or

o must Bie made as.a separate entry, dated, and re-signed (which may alsa be
fih creating.an electronic signatuie, the ldividual

Blectronic signatures
legal and-regulatory standards

entiyhas been signe
electronic) by an authorized individual,
acknowledges that he or she has réad and understood this policy.

low that youhave read and understand this policy, and your efectronic signaturg reads

as follows;

Mame! Sighature:




