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INTERVIEW NOTES

NAME OF APPLICANT:

DATE: INTEVIEWED BY:

DATE: __REVIEWED BY:




APPLICATION FOR EMPLOYMENT
AHP IS AN EQUAL OPPURTUNITY EMPLOYER

Ay ‘ R B TODAY’S DATE:
ARKANS As _ POSITION DESIRED:
b HEAUHCARE AVAILABILITY:
PERSONNEL [ ruLTivMe - [] DAYS . [C] WEEKENDS [] PART TIME
« re quality is co ntagious.” [] EVENINGS [] HOLIDAYS [ ] TEMPORARY [ ] NIGHTS

NAME: (PRINT) LAST FIRST MIDDLE SOCIAL SECURITY NUMBER:
STREET ADDRESS: ' Ly STATE zip HOME PHONE NUMBER:
EMAIL ADDRESS: ) . CELL PHONE NUMBER:
NOTIFY IN CASE OF EMERGENCY: ADDRESS PHONE:

HAVE YOU EVER WORKED FOR ANOTHER TEMPORARY AGENCY? [ | YES [ ] NO
IF YES, NAME(S):

ARE YOU 18 YEARS OR OLDER? [ ] YES [ ] NO

ARE YOU A U.S. CITIZEN? [ ] YES [] NO IF NO, DO YOU HAVE THE LEGAL RIGHT TO REMAIN PERMANENTLY IN THE U.S.? [] YES [ ] NO
(ANY EMPLOYMENT IS CONTINGENT UPON YOU BEING ABLE TO SUBMIT BEFORE YOU BEGIN WORK: PROOF OF U.S. CITIZENSHIP, POSSESSION OF A
VISA, AND AN ALIEN REGISTRATION RECEIPT CARD)

HAVE YOU EVER PLEAD GUILTY OR BEEN CONVICTED OF A CRIME OTHER THAN A MISDEMEANOR OR SUMMARY OFFENSE? [ ] YES [ ] NO
IF YES, GIVE DATE AND DETAIL OF EACH CONVICTION. THE NATURE OF THE CRIME WILL BE CONSIDERED IN RELATION TO THE POSITION FOR WHICH
YOU ARE APPLYING FOR:

ARE THERE ANY ARRESTS OR CRIMINAL PROCEEDINGS CURRENTLY PENDING AGAINSTYOU? [ YES [ ] NO
IF YES, PLEASE EXPLAIN:

IS YOUR NURSING LICENSE IN GOOD STANDING? [ ] YES [ ] NO DO YOU HAVE A DISCIPLINE ON YOUR NURSING LICENSE? Oyes Jno
[C] SPECIAL DISABLED VETERAN ] VIETNAM ERA VETERAN ["1 OTHER VETERAN

HAVE YOU EVER USED OR BEEN KNOWN BY ANOHER NAME(S)? [ ] YES [] NO
_ IFYES, PLEASE LIST NAME(S) AND DATE(S):

WHAT NAME 1S SHOWN ON YOUR SOCIAL SECURITY CARD?

HOW DiD YOU HEAR ABOUT THIS POSITION?

REFERENCES: LIST TWO PEOPLE IN THE MEDICAL FIELD, WHOM WE MAY CONTACT, THAT IS FAMILIAR WITH YOUR NURSING SKILLS:

NAME & POSITION: FOR AHP USE ONLY:
PHONE #:
NAME & POSITION: FOR AHP USE ONLY:
PHONE #:

MAY WE CONTACT YOUR CURRENT EMPLOYER FOR REFERENCES? [ ] YES [] NO
MAY WE CONTACT YOU AT YOUR PLACE OF EMPLOYMENT? [} ves [] NO IF YES, PHONE #:




EMPLOYMENT HISTORY:

LIST ALL JOBS AND ACTIVITIES, INCLUDING PART-TIME EMPLOYMENT WHILE IN SCHOOL, U.S. MILITARY SERVICE, SELF-EMPLOYMENT AND
VOLUNTEER WORK. BEGIN WITH THE MOST RECENT. PLEASE PROVIDE A RESUME IF YOU HAVE MORE THAN 3 RECENT EMPLOYERS.

EMPLOYER (PRESENT OR MOST RECENT): STREET ADDRESS, CITY, STATE, ZIP
AREA CODE/PHONE NUMBER: SUPERVISOR (NAME & TITLE):
YOUR JOB TITLE: EXACT EMPLOYMENT DATES
FROM: TO:
DESCRIPTION OF YOUR DUTIES: BASE SALARY RATE PER HOUR
START: $ END: $
REASON FOR LEAVING:
EMPLOYER {PRESENT OR MOST RECENT): STREET ADDRESS, CITY, STATE, ZIP
AREA CODE/PHONE NUMBER: SUPERVISOR (NAME & TITLE):
YOUR JOB TITLE: EXACT EMPLOYMENT DATES
FROM: TO:
‘| DESCRIPTION OF YOUR DUTIES: BASE SALARY RATE PER HOUR
START: $ END: $
REASON FOR LEAVING:
EMPLOYER (PRESENT OR MOST RECENT): STREET ADDRESS, CITY, STATE, ZIP
AREA CODE/PHONE NUMBER: SUPERVISOR (NAME & TITLE):
YOUR JOB TITLE: EXACT EMPLOYMENT DATES
FROM: TO:
DESCRIPTION OF YOUR DUTIES: BASE SALARY RATE PER HOUR
START: $ END: $§
REASON FOR LEAVING:
EDUCATION & TRAINING: .
SCHOOLS | NAME & ADDRESS OF DATES GRADUATED DEGREE DEGREE GPA AREAS OF
INSTITION ATTENDED FROM T0 YES NO | YES NO | RECEIVED SPECIALIZATION
HIGH
SCHOOL
COLLEGE
OTHER
PROFFESSIONAL LICENSES AND CERTIFICATES: .
TYPE STATE NUMBER EXPIRATION DATE
YEARS OF EXPERIENCE:
0B: L&D: REHAB: PSYCH: PEDS: ORTHO: MED SURGE:
ONCOLOGY: ER: OR/PACU: Icu: - CCu: CVICU: LTC:
APPLICANTS AGREEMENT:

| hereby certify that the foregoing statements are true to the best of my knowledge. | understand that any misleading statements or omission of
pertinent information from this application may be considered as sufficient cause for rejection of this application, or for dismlissal if discoverad

subsequent to my employment.

APPLICANT’S SIGNATURE




Ty : ’ (] = L.y )
o U =4 Employee’s Withholding Certificate OMB No. 1545-0074
orm :
Complete Form W-4 so that your employver can withhold the correct federal income tax from your pay.
Department of the Treasury Give Form W-4 to your employer. 2 @ 25
Intemal Revenue Service Your withholding is subject to review by the IRS.
Step 1: {a) First name and middle initiat Last name : (b) Social securily number
Enter
Address Does your name match the
Personal name on your social security
j 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) D Single or Married filing separately
|:] Married filing jointly or Qualifying surviving spouse
D Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

TIP: Consider using the estimator at www.irs.gov/W4App to determine the most accurate withholding for the rest of the year if: you
are completing this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your
marital status, number of jobs for you (and/or your spouse if married filing jointly), dependents, other income (not from jobs),
deductions, or credits. Have your most recent pay stub(s) from this year available when using the estimator. At the beginning of next
year, use the estimator again to recheck your withholding.

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

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for the 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 paylng ]Ob is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate

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 Mutiiply the number of qualifying children under age 17 by $2,000 $
ndent

2:3 %th?sr Multiply the number of other dependentsby $500 . . . . . $
Credits Add the amounts above for qualifying children and other dependents You may add to

this the amount of any other credits. Enterthe total here . . . . e . 3 |$
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . [#a)|$
Adjustments (b) Deductions. If you expect to claim deductions other than the standard deduction and

want to reduce your wathholdmg, use the Deductions Worksheet on page 3 and enter ]
theresulthere . . . . N T (0 XK

{c) Extra withholding. Enter any additional tax you want withheld each pay period . . {4(c)|$
Step 5: Under psnalties of perjury, } declare that this certificate, to the best of my knowledge and belief, Is frue, correot, and complets.
Sign
Here

Employee’s signature (This form is not valid unless you sign it)) Date
! d add First date of Employer identification
g‘;‘l';loyers Employers name and addrass employment number (EiN)
Cat. No. 10220Q Form W-4 (2025)

For Privacy Act and Paperwork Reduction Act Notice, see page 3.
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General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted.

Future Developments

For the latest information about developments refated to Form
W-4, such as legislation enacted after it was published, go to
www.irs.gov/FormW4,

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is withheld,
you will generally owe tax when you file your tax retumn and may
owe a penalty. If too much is withheld, you will generally be due
a refund. Complete a new Form W-4 when changes to your
personal or financial situation would change the entries on the
form. For more information on withholding and when you must
fumish a new Form W-4, see Pub. 505, Tax Withholding and
Estimated Tax.

Exemption from withholding. You may c¢laim exemption from
withholding for 2025 if you meet both of the following
conditions: you had no federal income tax liability in 2024 and
you expect to have no federal income tax liability in 2025. You
had no federal income tax liability in 2024 if (1) your total tax on
line 24 on your 2024 Form 1040 or 1040-SR is zero (or less than
the sum of lines 27, 28, and 29), or (2) you were not required to
file a return because your income was below the filing threshoid
for your correct filing status. If you claim exemption, you will
have no income tax withheld from your paycheck and may owe
taxes and penalties when you file your 2025 tax return. To claim
exemption from withholding, certify that you meet both of the
conditions above by writing “Exempt” on Form W-4 in the space
below Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not
complete any other steps. You will need to submit a new Form
W-4 by February 17, 2026.

Your privacy. Steps 2(c) and 4(a) ask for information regarding
income you received from sources other than the job associated
with this Form W-4. If you have concerns with providing the
information asked for in Step 2(c), you may choose Step 2(b) as
an altemnative; if you have concerns with providing the
information asked for in Step 4(a), you may enter an additional
amount you want withheld per pay period in Step 4(c) as an
alternative.

When to use the estimator. Consider using the estimator at
www.irs.gov/iW4App if you:

1. Are submitting this form after the beginning of the year;
2. Expect to work only part of the year;

3. Have changes during the year in your marital status, number
of jobs for you (and/or your spouse if married filing jointly), or
number of dependents, or changes in your deductions or
credits;

4. Receive dividends, capital gains, social security, bonuses, or
business income, or are subject to the Additional Medicare Tax
or Net Investment Income Tax; or

5. Prefer the most accurate withholding for multiple job
situations.

TiP: Have your most recent pay stub(s) from this year available
when using the estimator to account for federal income tax that
has already been withheld this year. At the beginning of next
year, use the estimator again to recheck your withholding.

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you réceive as an employee. If
you want to pay these taxes through withholding from your
wages, use the estimator at www.irs.gov/W4App to figure the
amount to have withheld.

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

Specific Instructions

Step 1{c). Check your anticipated filing status. This will
determine the standard deduction and tax rates used to
compute your withholding.

Step 2. Usethis step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work. Submit a separate Form W-4 for each job.

Option (a) most accurately calculates the additional tax you
need to have withheld, while option (b) does so with a little less
accuracy.

Instead, if you (and your spouse) have a total of only two jobs,
you may check the box in option (c). The box must also be
checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be cut in
half for each job to calculate withholding. This option is accurate
for jobs with similar pay; otherwise, more tax than necessary
may be withheld, and this extra amount will be larger the greater
the difference in pay is between the two jobs.

i Multiple jobs. Complete Steps 3 through 4(b) on only
Y = 9 one Form W-4. Withholding will be most accurate if you
W do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to claim when you file your
tax return. To qualify for the child tax credit, the child must be
under age 17 as of December 31, must be your dependent who
generally lives with you for more than half the year, and must
have the required social security number, You may be able to
claim a credit for other dependents for whom a child tax credit
can’t be claimed, such as an older child or a qualifying relative.
For additional eligibility requirements for these credits, see Pub.
501, Dependents, Standard Deduction, and Filing Information.
You can also include other tax credits for which you are eligible
in this step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year to
your credits for dependents and enter the total amount in Step
3. Including these credits will increase your paycheck and
reduce the amount of any refund you may receive when you file
yourtax return.

Step 4 {optionai).

Step 4(a). Enter in this step the total of your other estimated
income for the year, if any. You shouldn’t include income from
any jobs or self-employment. If you complete Step 4(a), you
likely won't have to make estimated tax payments for that
income. If you prefer to pay estimated tax rather than having tax
on other income withheld from your paycheck, see Form
1040-ES, Estimated Tax for individuals.

Step 4(b). Enter in this step the amount from the Deductions
Worksheet, line 5, if you expect to claim deductions other than
the basic standard deduction on your 2025 tax retum and want
to reduce your withholding to account for these deductions.
Thisincludes both itemized deductions and other deductions
such as for student loan interest and IRAs.

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any amounts
from the Multiple Jobs Worksheet, line 4. Entering an amount
here will reduce your paycheck and will either increase your
refund or reduce any amount of tax that you owe.




Form W-4 (2025)

Page 3

Step 2(b)—Multiple Jobs Worksheet (Keep for your records.)

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest *
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1

Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter
that value on line 1. Then, skip to line 3 . e .

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and

2c¢ below. Otherwise, skip 1o line 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries
and enter that value on line 2a . . Coe e e e e .

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropnate table on page 4 and enter this amount
on line 2b

¢ Add the amounts from lines 2a and 2b and enter the result on line 2¢ .

Enter the number of pay periods per year for the highest paying job. For example, if that jOb pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc, .

Divide the annual amount on line 1 or line 2¢ by the number of pay periods on fine 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying ]Ob (along with any other additional
amount you want withheld) . e e e . .. . e e e .

Step 4(b)}—Deductions Worksheet (Keep for your records.)

Enter an estimate of your 2025 itemized deductions (from Schedule A (Form 1040)), Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses inexcess of 7.5% ofyourincome . . . . . . . . . . . .

= $30,000 if you're married filing jointly or a qualifying surviving spouse

e $22,500 if you're head of household ...
 $15,000 if you're single or married filing separately

Enter:

If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater
than line 1, enter “-0-" . e e e e e

Enter an estimate of your student loan interest, deductible IRA contributions, and certaln other
adjustments (from Part I} of Schedule 1 (Form 1040)). See Pub. 505 for more information .

Add lines 3 and 4. Enter the resuit here and in Step 4(b) of Form W-4 .

4 $
5 $

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Intemal
Revenue Code sections 3402(f)(2) and 8109 and their regulations require you to
provide this information; your employer uses It to determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penatties. Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and
territories for use in administering their tax laws; and to the Department of Health
and Human Services for use in the National Directory of New Hires. We may also
disclose this information to other countries under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federal law enforcement
and intelligence agencies to combat terrorism,

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a vaiid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax retumns and return information are
confidential, as required by Code section 6103.

The average time and expenses required to complete and file this form will vary
depending on individual circumstances. For estimated averages, see the
instructions for your income tax return.

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.



Form W-4 (2025) Page 4
Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | g0 410,000 -{$20,000 - |$30,000 - |$40,000 - | $50,000 - | $60,000 -] $70,000 - | $80,000 - | $90,000 - $100,000-|$110,000-
Wage &Salary | 9,999 | 19,999 | 29,099 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99.999 | 109,999 | 120,000
$0- 9,999 $0 $0| $7r00| $850 | $910 | $1,020 | $1,020 | $1,020 | $1,020 | $1.020 | $1,020 | $1,020
$10,000 - 19,999 0 700y 1700 [ 1910 | 2,110 | 2220 | 2220 | 2220| 2220 | 2220 2220 3,220
$20,000 - 29,999 700§ 1,700 | 2,760 | 3,110 | 3310 | 3420] 3420 | B8420) 3420 3420 | 4420 | 5,420
$30,000 - 39,999 80 { 1910 3110 3460 | 3ee0| 3770 | 3770 | 3770| 3,770 4770] 5,770 | 6,770
$40,000 - 49,999 910 | 2110 | 3310 3660 3860 3970| 3970| 3970 | 4970 | 5970 | 6970 7,970
$50,000 - 59,999} 1,020 | 2,220 | 3420 | 3,770 | 3970 | 4080 | 4080 5080 | 6080] 7,080 8080 9,080
$60,000- 69,999f 1,020 | 2,220 | 8420 4770 | 3970 4080| 5080 | 6080 | 7080 8080 9,080 | 10,080
$70,000- 79,999| 1,020 | 2220| 3420 3770 | 3970 | 5080] 6080 | 7080 8080 | 9080 | 10080 | 11,080
$80,000- 99,999] 1,020 { 2200 | 3420 | 4620 580 6930 7930 8930 | 9930 | 10,930 | 11,830 | 12,930
$160,000-149,999] 1870 ; 4,070 [ 6270 | 7,620 | 8820 | 9930 | 10930 | 11,930 | 12,930 | 14,010 { 15210 | 16,410
$150,000-239,999| 1,870 ] 4,240 | 6640 | 8,190 | 9,500 | 10,890 | 12,000 | 18,290 | 14,490 | 15,690 | 16,890 | 18,000
$240,000-259,999] 2,040 | 4440 | 6,840 | 8390 | 9,790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,900 | 17,100 | 18,300
$260,000 -279,999] 2040 | 4440 | 6,840 | 8390 | 9790 | 11,900 { 12,300 | 13,500 | 14,700 | 15,900 { 17,100 | 18,300
$280,000-299,999] 2,040 | 4440 | 6,840 8390 | 9,790 [ 11,400 | 12,300 | 13,500 [ 14,700 | 15,900 | 17,100 | 18,300
$300,000-319,999] 2040 | 4440} 6840 | 8390 | 9,790 | 11,100 | 12,300 | 13500 | 14,700 | 15,900 | 17,170 | 19,170
$320,000 -364,999] 2,040 | 4440 | 6,840 | 839 | 9,790 | 11,100 | 12,470 | 14,470 | 16,470 | 18,470 | 20,470 | 22,470
$365,000 - 524,999 2,790 | 6,290 | 9,790 | 12,440 | 14,940 | 17,350 | 19,650 | 21,950 | 24,250 | 26,550 | 28,850 | 31,150
$525,000 and over | 3,140 | 6,840 | 10,540 | 13,390 { 16,090 { 18,700 | 21,200 | 23,700 | 26,200 | 28,700 | 31,200 | 33,700
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxahle Wage & Salary
Annual Taxable { $o- |$10,000 -|$20,000 -|$30,000 -} $40,000 -| $50,000 -| $60,000 - | $70,000 - | $80,000 - | $90,000 - {$100,000- {$110,000~
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,99]  $200 $850 | $1,020 | $1,020 | $1,020 [ $1,370 | $1,870 | $1,870 | $1,870 | $1,870 | $1,870 | $2,040
$10,000 - 19,999 850 | 1,700 | 1870 | 1870 | 2220| 3220 3720] 3720| 3720| 3720 | 3,890 | 4,000
$20,000- 20999 1,020 | 1870 | 2040 | 2890 | 3390 4390 480 | 48%0 | 480 s060] 5260 5,460
$30,000- 39,999} 1,020 | 1870 2390 ] 3390 | 4390 5300 580, 580 6060| 6260| 6460 | 6,660
$40,000 - 59,999] 1,220 | 3,070} 4240 | 5240 | 6240 | 7240 7880 | 8080 | 8280] 8480] 8680 | 8,880
$60,000- 79,999 1870 { 3720 | 4890 5890 [ 7030 8230 | 8930 | g130]| 9330 | 9530 ] 9,730 9930
$80,000- 99,999 1,870 | 3,720 5030 6230 | 7430 | 8630 | 9330 | 9530 | 9730 9,930 | 10,130 | 10,580
$100,000 - 124,909) 2,040 | 4090 | 5460 | 6660 | 7,860 | 9060} 9760 | 9,960 | 10,160 | 10,950 | 11,950 | 12,950
$125,000-149,999) 2,040 | 4090 | 5460 | 6660 ] 7860 | 9060 | 9950 | 10950 | 11,950 | 12,950 | 13,950 | 14,950
$150,000- 174,999] 2,040 | 4090 | 5460 | 6660 | 8450 | 10,450 | 11,950 | 12,950 | 13,950 | 15,080 | 16,380 | 17,680
$175,000-199,999] 2,040 | 4,290 | 6450 | 8450 | 10,450 | 12,450 | 13,950 [ 15,280 | 16,530 | 17,830 | 19,130 | 20,430
$200,000 -249,999{ 2,720 | 5570 | 7,900 | 10,200 | 12,500 | 14,800 | 16,600 | 17,900 | 19,200 | 20,500 | 21,800 | 23,100
$250,000 - 399,999 2,970 | 6,120 | 8,500 | 10,890 | 13,190 | 15,490 | 17,290 | 18,500 | 19,800 | 21,190 | 22,490 | 23,790
$400,000 - 449,998] 2970 | 61120 | 8,590 | 10,890 | 13,190 | 15490 | 17,290 | 18,590 | 19,890 | 21,190 | 22,490 | 23,790
$450,000 andover | 3,140 | 6,490 | 9,160 | 11,660 | 14,160 | 16,660 | 18,660 | 20,160 | 21,660 | 23,160 | 24,660 | 26,160
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- [$10,000 -|$20,000 -|$30,000 - |$40,000 -|$50,000 - | $60,000 - $70,000 - |$80,000 -| $90,000 -] $100,000-|$110,000-
Wage &Salary | 9,999 | 19,999 | 29,999 | 39,990 | 49,909 { 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $450 [  $850 | $1,000 [ $1,020 | $1,020 | $1,020 [ $1,020 [ $1,870 | $1,870 | $1,870 | $1,890
$10,000 - 19,999 450 | 1,450 | 2000 | 2200| 2220 2220{ 2220| 3180 | 4070 | 4,070 | 4,000 | 4,290
$20,000 - 29,999 850 | 2000 | 2600| 28w | 280]| 280 3780 | 4780] 5670 | 5690 | 5890 | 6,090
$30,000 - 39,099 1,000 2200 2800 | 3000 3020| 3980 | 4980} 5980 | 6,80 | 7000 | 7,200 [ 749
$40,000- 59,990 1,020 | 2220 280 380 | 480| s58%0| 680 8050 9130 | 9,330 | 953 [ 9730
$60,000- 79,999| 1,020 | 3080| 4630| 580 | 6850 | 8050 | 9250 | 10450 | 11,530 | 11,730 | 11,930 | 12,130
$80,000- 99,999 1,870 | 4070 | se670| 7060 | 8280 | 9480 | 10680 | 11,880 | 12,970 | 13,170 | 13,370 | 18,570
$100,000 - 124,999 1,950 | 4350 | s,150 | 7550 | 8770 | 9,970 | 11,170 | 12,370 | 13,450 | 13,650 | 14,650 | 15,650
$125,000 - 149,999| 2,040 | 4440 | 6240 | 7640 | 8860 | 10,060 | 11,260 | 12,860 | 14,740 | 15,740 | 16,740 | 17,740
$150,000 - 174,999] 2,040 | 4440 | 6240 ] 7640 | 8,860 | 10,860 | 12,860 | 14,860 | 16,740 | 17,740 | 18,940 | 20,240
$175,000 - 199,999] 2,040 | 4440 | 8640 | 8840 | 10,860 | 12,860 | 14,860 | 16,910 | 19,090 | 20,300 | 21,690 | 22,990
$200,000 - 249,999 2,720 | 5920 | 8,520 | 10960 | 13280 | 15,580 | 17,880 | 20,180 | 22,360 | 23,660 | 24,960 | 26,260
$250,000 - 449,999] 2,970 | 6470 | 9,370 | 11,870 | 14,190 | 16,490 | 18,790 | 21,000 | 23,280 | 24,580 | 26,880 | 27,180
$450,000andover | 3140 | 6840 | 9940 | 12,640 | 15160 | 17,660 | 20,160 | 22,660 | 25,050 | 26,550 | 28,050 | 28,550




Employment Eligibility Verification USCIS

: Form I-9
Department of Homeland Security OMB No_1615-0047
U.S. Citizenship and Immigration Services

_ Expires 05/31/2027

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form [-9. Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal.

; : e b
Last Name (Family Name) First Name (Given Name) Middie initial (if any) { Other Last Names Used (if any)
Address (Street Number and Name) Apt. Number (if any} { City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address : Employee's Telephone Number
} am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):
provides for imprisonment and/or - .
fines for false statements, or the D 1. Acitizen of the United States
use of false documents, in [:] 2. Anoncitizen national of the United States (See Instructions.}
connection with the completion of | 7] 3. A lawful permanent resident (Enter USCIS or A-Number.) I
this form. | attest, under penalty D I\ ~ " " "
of perjury, that this information, 4. Anoncitizen {other than item Numbers 2. and 3. above) autharized to work until (exp. date, if any)
including my selection of the box R
attesting to my citizenship or If you check item Number 4., enter one of these:
immigration status, is true and USCIS A-Number Form 1-94 Admission Number Foreign Passport Number and Country of Issuance
correct. OR oR
Signature of Employee Today's Date (mm/dd/fyyyy)

 Drivers License Social Security Card

State of Arkansas Social Security Administration

D Check here if you used an alternative procedure authorized by DHS to examine documents.

Certification: | attest, under penalty of perjury, that (1) 1 have examined the documentation presented by the above-named Fir::/gg/y of Ernploymen(
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3} to the (m yyy):
best of my knowledge, the employee is authorized to work in the United States.

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Taday's Date (mm/ddlyyyy)

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4.

Form1-9 Edition 08/01/23 Page 1 of 4



LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present ane selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LISTA

Documents that Estabiish Both Identity
and Employment Authorization

LISTB

Documents that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

1. U.S. Passport or U.S. Passport Card

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

3. Foreign passport that contains a
temporary §-5651 stamp or temporary
1-551 printed notation on a machine-
readable immigrant visa

4. Employment Authorization Document
that contains a photograph (Form |-766)

5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form 1-94 or Form [-94A that has
the following:

{1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form |-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RM}

1. Driver's license or ID card issued by a State or
outlying possession of the United States
provided it contains a photograph or
information such as narme, date of birth,
gender, height, eye color, and address

2. 1D card issued by federal, state or local
government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye calor,
and address

1. A Sacial Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

3. School ID card with a photograph

4. Voter's registration card

2. Certification of report of birth issued by the
Department of State (Forms DS-1350,
FS-545, FS-240)

5. U.S. Military card or draft record

6. Military dependent's ID card

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

7. U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American tribal document

5. U.S. Citizen ID Card (Form 1-197)

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

6. Identification Card for Use of Resident
Citizen in the United States (Form 1-179)

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

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school recerd

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on

uscis.govfi-9-central.’

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

Acceptable Receipts

May be presented in lieu of a document listed above for a temporary period.

For receipt validity dates, see the M-274,

» Receipt for a replacement of a lost,
stolen, or damaged List A document.

e Form I-94 issued to a lawful
permanent resident that contains an
I1-551 stamp and a photograph of the
individual.

e Form 1-84 with “RE" notation or
refugee stamp issued to a refugee.

OR

Receipt for a replacement of a lost, stolen, or
damaged List B document.

Receipt for a replacement of a lost, stolen, or
damaged List C document.

*Refer to the Employment Authorization Extensions page on |-9 Central for more information.

FormI-9 Edition 08/01/23

Page 2 of 4



Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
. Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services

Expires 05/31/2027

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1
of Form 1-9. The preparer and/or translator must enter the employee’s name in the spaces provided above. Each preparer or translator

must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's
completed Form 1-9.

1 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 Date (mm/dd/lyyyy)
Last Name (Family Name) First Name (Given Name) Middie Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| 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 Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

i 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 Date {mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle initial (if any)
Address (Street Number and Name) City or Town State ZiP Code

| attest, under penality 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 Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middie Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

Form 1-9 Edition 08/01/23 i Page 3 of 4



Supplement B, " USCIS

Reverification and Rehire (formerly Section 3) Form I-9
Supplement B
Department of Homeland Security OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 05/31/2027

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1, Middle initial (if any} from Section 1.

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form [-9 was completed, or provides proof of a legal name change. Enter
the employee’s name in the fields above. Use a new section for each reverification or rehire. Review the Form |-9 instructions before
completing this page. Keep this page as part of the employee's Form 1-9 record. Additional gmdance can be found in the_

Handbook for Emplovers: Guidance for Completing Form 1-9 (M-274)

Middle Initial

Document Title

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears fo be genuine and to relate to the individual who presented it.

Name of Emplayer or Authorized Representative Signature of Employer or Authorized Representative Today's Date {mm/dd/yyyy)

Additional Information (initial and date each notation.) Check here if you used an

alternative procedure authorized
by DHS to examine documents.

Middle Initial

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

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additiona! Information (Initial and date each notation.) Check here if you used an

ailternative procedure authorized
by DHS to examine documents.

Document Title Document Number (if any) Expiration Date (if any) (mm/ddfyyyy)

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.)} Check here if you used an

] altemative procedure authorized
by DHS to examine documents.

Forp1 119 Edition 08/01/23 Page 4 of 4



GENERAL JOB DESCRIPTION

Assisting the ailing individuals in routine activities like
grooming, bathing, eating, exercise, etc.

Helping physicians and other medical staff

Providing health care services as well as emergency care to
the individuals

Maintaining patient health information

Recording vital signs such as blood pressure, temperature,
pulse rate, etc.

Performing administrative work such as filing, answering
telephone calis, and clearing doubts of patients regarding
their treatment procedures

Fulfilling requests by nurses and doctors

Helping with everyday tasks such as stocking supplies,
delivering messages, and paperwork

Escorting patients to procedures, to the restroom, and
outside to get exercise.

{Print Name) (Date)

(Signature)



. ARKANSAS HEALTHCARE PERSONNEL INC

INSERVICE TRAINING

HEALTH AND SAFETY PLAN

SITUATIONAL AWARENESS

Date:

Employee

Please read the attached information and sign below,

Employee Signature



w23, 857 AM Situational Awareness is an fraportant Safety Skill at Waork

blog Articles v Products Login

SITUATIONAL AWARENESS
1S AN IMPORTANT SKILL TC
KEEP WORKERS SAFE

WEEKLYSAFETY » BLOG » CONDUCT »

Situational awdareness is an on-the-job safety skill that is
critical for hazard identification, effective decision
making, and accident prevention.

Situational Awareness means paying attention and
heing aware of what's going on around you. No
matter what your role is at work, situational
awareness is an important key to keeping everyone
safe.

When you practice situational awareness at work,
you remain alert and aware of things like:

« where your co-workers are while they are
working and what they are doing

o where operational heavy equipment {s and
how it is moving

pa:fweeklysafely.com/blogiworkplace-safety-situational-awareness W7



Y2123, 8:57 AM

s where you are supposed to be

e what sounds you hear

¢ what potential hazards are nearby

e what you are supposed to be doing

o what are the safe procedures for the tasks you
are completing

e what changes are happening that might affect
your actions

¢ what is going on above and behind you

» what unusual smells are in the air

v what do you see that is out of the ordinary

e what is the weather like, if you are wotking
outdoors

Situational awareness involves three elements
which are observation, comprehension, and
anticipation.

1. You ubserve what is happening around you
and take in all the elements of your
anvironment.

2. You comprehend the situation you are

experiencing.

.You anticipate what is likely to occur next
based on what you understand to be
happening now. '

($ 3]

e 1
T

v

There are many factors that will reduce situational
awareness that workers must be aware of and

make an effort to avoid, including:
¢ Rushing through a task

e Mental or whysical fatigue
¢ Complacency

hipsiweekiysafely.com/bloghworiiplace-safely-situational-awareness

Situational Awareness is an Important Safety Skilt at Work



£h123, 8:57 AM Situational Awareness is an Importent Safety Skill at Work

¢ Poor communication

e Distractions

¢ Daydreaming, loss of focus

e Stress
Sttuational awareness is something that should be
happening all the time, throtughout the workday.
But there may be times when you should increase
awareness of your surroundings and your actions,
for example, when:

e starting new or non-routine tasks

« working with new co-workers

o visitors are at the work site

o the work environment may have changed

o there is high stress, ot a high workload
situarion

e you have a gut reaction that something may
be off

= beginning work on a project, even if you have
performed the tasks before

» high hazard operations are taking place
(examples: near electrical, at heights, in

confined spaces)
Think about some specific exampies of what
situational awareness may look like on the job...

Not walking into the “line of fire” when other
workers nearby are using tools or equipment.

Noticing that a co-worker forgot to put on PPE or
missed a safety step and speaking up to ensure
they follow the correct procedure,

Stopping a task to make adjustments that will get
the job done safe and efficiently.

Correcting hazards on the spot if you notice
something that can be fixed immediately.

Reporting hazard observations and near miss
incidents to management.

Inlps fiweeklysafety.comiblogiworkplace-safety-siluational-awareness 37



125/23, 8:57 AM Situational Awarengss is an important Safety Skill at Work

Just looking around from time to time is not
enough. At all times you must have an increased
awareness of what is going on around you so if
conditdons change, you can respond quickly,
comrunicate effectively, and avoid the risk of injury
or damage.

When things are running smoothly, there may be a
relaxed awareness as everyone completes their
work tasks safely and efficiently. As situations
change throughout the day, some find a simpie
trick known as the SEAM method to be helpful at
promoting situational awareness.

STOP - Think before you act. Consider the task and
malke sure you understand what needs to be done.

LOOK - Carefully observe the work area to find
potential hazards.

A5SESS - Evaluate the hazards and make sure you
have the proper tools, training, and PPE to be safe.

MANAGE - Make changes, ask questions, and take
the actions you need 10 continue to work safely.

There are many safety tips workers can practice to
increase situational awareness.

Pay attention to what is going on all around you,
including above, to the sides, and also behind you
and then create a habit of regularly assessing the
tasks you are doing and your work environment.

Acknowledge cues you are getting from your co-

workers, which may be verbal, emotional, or

s Mweeklysafety.com/blogiworkplace-safety-sitvational-awareness 47



WIS, 8T AM Situationat Awareness is an Important Safety Skilf at Work

physical and also observe all warning, danger, and
information signs - they are posted for a reason.

fie proactive when it comes to communicating with
your supervisor and co-workers. Ask for assistance
if you need it, or if it could be helpful.

Understand the pace of the work environment.
Watch for unexpected scenarios and adjust

accordingly.

nsure complacency is not creeping into the
workday. Avoid using electronic devices including
cell phaones and headphones. Prevent fatigue by
maintaining a consistent sleep schedule.

Weekiysafety.com is giving away 10 free safety
topics, no credit card required! Take advantage and
grab your free set of safety meeting topics today by
clicking the button below.

OTHER SAFETY ARTICLES

iy fiweeklysafety.conm/bloghworkplace-safety-situational-awareness Si7



NEW EMPLOYEE ORIENTATION AND YEARLY
IN-SERVICE ATTENDANCE RECORD

t hereby certify that | have attended/read the following in-services:

INSERVICES " e b R DATE R

FIRE SAFETY & DISASTER PLANNING/SAFETY HEALTH
PLAN REVIEW

INFECTION CONTROL/CDC HAND HYGIENE
GUIDELINES

UNIVERSAL PRECAUTIONS

BLOODBORNE PATHOGENS

EMPLOYEE RIGHT TO KNOW/TOXIC
SUBSTANCES/GSH ~

JOINT COMISSION NATIONAL SAFETY GOALS

CULTURAL DIVERSITY

AGE SPECIFIC COMPETENCIES

!SOLATION STANDARDS/TB FIT TEST

PATIENT/RESIDENT RIGHTS/ETHICS

JOB DESCRIPTION

BACK SAFETY

ELECTRICAL SAFETY
RESTRAINTS

PATIENT/RESIDENT ABUSE/NEGLECT/THEFT

REHAB & RESTORATIVE NURSING

SAFETY AND HEALTH PLAN REVIEW

INCIDENT OR SENTINEL EVENTS REPORTING

CHAIN OF COMMAND

| HEREBY CERTIFY THAT § HAVE ATTENDED/READ THE ABOVE INSERVICES:

PRINT NAME:

SIGNATURE:




ARKANSAS HEALTHCARE PERSONNEL INC
HEALTH AND SAFETY PLAN
REVISED
SEPTEMIBER 2023
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MANAGEMENT COMPONENT

It is the policy of Arkansas Healthcare Personnel, Inc. to work continually toward improving
our safety program and safety procedures and actively pursue a safer work environment.

It is the company’s intent to provide a safe working environment in all areas for our
employees. It is our belief that: all accidents and injuries can and should be prevented by
controlling the environment and the actions of our employees. Safety will take precedence
over expediency and shortcuts. Every attempt will be made to reduce the possibility of
accidents or injuries.

Employee safety is our number one priority as we do business. We will pledge to train and
equip our employees with the tools and knowledge to be able to do their jobs safely. We
will ensure the policies adopted by our company are implemented and adhered to by all
employees, while at the same time, employees must take personal responsibility for the
prevention of injuries.

Kathy Edward, President/CEQ

Date



ASSIGNMENT OF RESPONSIBILITIES

The President/CEO will be the primary person responsible for the implementation and for
enforcement of the company safety policy. In her absence the Office Manager will assume the
responsibility for enforcing the program.

The Office Manager will be responsible for all documentation and records, hazard reports,
accident investigations and reporting of all accidents to Workers comp and any follow up needed.

The President/CEQ determine training and counseling needed for the employee and will provide
retraining in-services and one on one counseling of employee.

Human Resources/Staffing Specialist will maintain training records for new hires and also yearly
in-services of all employees and will updates employee training in staffing program.




ACCIDENT/INJURY ANALYSIS COMPONENT

INJURY ANALYSIS

The President/CEQ will review the company’s health and safety injury trends on a quarterly-
basis. If any trends are identified corrective action will be taken.

The following will be reviewed while determining the trend analysis:
First Report of injury Forms
Incident reports from facility
Loss Runs provided by insurance carrier

OSHA 300 LOG

Trends will be reviewed. The Office Manager will work with location contact and will make
recommendations for corrective actions. These issues will be discussed in quarterly safety meetings.

DOCUMENTATION

The President/CEO will be responsible for documenting and retention of Quarterly Loss Run
reports and minutes of quarterly safety meeting.

RECORDKEEPING COMPONENT

The President/CEQ will be responsible for maintaining all documentation of accident
reports, OSHA logs, Incident Reports, Loss Runs, and any other documentation required for
the implementation of the health and safety plan.

Human Resources will maintain training records for new hire orientation, these forms are
kept in employee files, and on the Teambridge platform. These training records are updated
on a yearly basis.

1. injury Records
An injury log will be maintained by the President/CEO. Injury records are maintained for
5 calendar years.

2. Inspection Records
If it determined that a site inspection is needed, this will be coordinated through the
facility and records will be: maintained for a period of at least one year.



3. Safety Meetings/training Records
Safety meeting minutes will be maintained by the President/CEQ
Human Resources will maintain training records for new hire and yearly training, and
both will be placed in employee file and in Teambridge.

4. Accident Investigation Records
Accident investigation records and reports will be maintained by the President/CEQ for
a period of at least one year.

Education and Training Component
1. Training and Educaticn

The company is committed to providing safety and health related orientation and
training to all employees at all levels of the company. The President/CEO will be
responsible for identifying education and training need on a quarterly basis after
reviewing incidents and loss run reports.

New hire orientation and training will be conducted by HR and Staffing Specialist.
And

In addition, employees will receive on site facility specific training at each facility.

2. Employee Crientation
‘The company will conduct orientation for employees when:
Health and Safety plan is changed
New employees and newly assigned to a new facility

New hazards or a previously unrecognized hazard is found

The orientation will consist of all required training programs as well as on the job
and site specific safety and health information.

Staffing coordinators will contact facility and schedule facility orientation.



Training and Education Documentation

Safety Education and training will be documented and records will be maintained as
follows and documents will be retained for a period of 24 months.

Orientation documents will be placed in Employee files and maintained on
Teambridge Staffing Platform.

Ongoing Inservices will be maintained by the President/CEO
Documentation will include:

1. Date of training
2. Subjects Covered

Safety and Health Inspaction Component

1. Safety inspections

Inspections will be conducted at a facility is during trend reviews it is a found a
specific facility has ongoing safety issues or employee injuries. Inspections will
be coordinated by President/CEOQ.

ltems checked will be dependent on reported claims at the location and their
causes, general facility conditions and observations,

2. Documentation \
Records of an inspections will be maintained by the President/CEO. Records will
maintained for a period of 12 months.

Accident/Investigation Component
Accident/Incident Investigation

An accident may be defined as an unexpected and usually undesirable event that may
cause injury to people, damage to property or the environment, or a combination of
both. Accidents usually arise form a combination of unsafe conditions and unsafe acts.

The company requires alt employees to immediately report to their supervisor at the
facility and to AHP. All accidents will be investigated to determine cause and
contributing factors. From this investigation and discussion with the facility and



employee a plan of corrective action will be determined and the employee will receive

inservice accordingly.

The investigation will include the facility specific accident report form, witness
statements if withessed, and coordinating medical assistance as needed, along with a

drug screen.
1. General Procedure

1. The employee reports the accident te the location supervisor and AHP.

Office Manager or On Call Staff ensures proper medical attention.

3. Office Manager or On Call Staff arranges for transportation if needed for
Medical treatment.

4. Facility supervisor completes the accident investigation form. The Office
Manager completes the First report of Injury and reports to the Iinsurance

carrier.
5. The Employee completed the Employee Notice of Injury Form as soon as

possible.
6. Adrug screen is ordered by Office Manager or On Call Person by contacting

treating facility.

N

2. Documentation

The accident investigation will be reviewed by President/CEO to determine
corrective actions needed. Accident reports will be maintained for at least 2 years.

Review and Revision Component

The President/CEO will revise the components of the Health and Safety Plan at a
minimum in Yanuary of each year. The purpose of the review will be to determine if all
areas of exposure are addressed in the Health and Safety Plan.

Annual reviews will be dotumented showing the date of review and any corrective
actions made to the Health and Safety Plan.



employee a plan of corrective action will be determined and the employee will receive

inservice accordingly.

The investigation will include the facility specific accident report form, witness
statements if witnessed, and coordinating medical assistance as needed, along with a

drug screen.

1. General Procedure

1.
2.
3.

The employee reports the accident to the location supervisor and AHP.
Office Manager or On Call Staff ensures proper medical attention.
Office Manager or On Call Staff arranges for transportation if needed for

Medical treatment.
Facility supervisor completes the accident investigation form. The Office

Manager completes the First report of Injury and reports to the [nsurance

carrier.
The Employee completed the Employee Notice of Injury Form as soon as

possible.
A drug screen is ordered by Office Manager or On Call Person by contacting

treating facility.

2. Documentation

The accident investigation will be reviewed by President/CEO to determine
corrective actions needed. Accident reports will be maintained for at least 2 years.

Review and Revision Component

The President/CEO will revise the components of the Health and Safety Plan at a
minimum in January of each year. The purpose of the review will be to determine if all
areas of exposure are addressed in the Health and Safety Plan.

Annual reviews will be documented showing the date of review and any corrective
actions made to the Health and Safety Plan.
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RE: HIPAA Privacy Standards

Dear AHP Employee:

Arkansas Healthcare Personnel (the “Agency’) must comply with the Standards for Privacy of
Individual Identifiable Health Information implementing the privacy requirements of the
Administrative Simplification subtitle of the Health Insurance Portability and Accountability Act
of 1996 (HIPAA) set forth at 45 CFR Parts 160 and 164 (the “HIPAA Privacy Standards”) no
later than April 14%, 2003. This compliance includes entering into written agreements with
“business associates” (AHP employees).

Under the HIPAA Privacy Standards, business associates are organizations and individuals
which provide services to hospitals and which, in connection with the provisions of those
services, the hospital provides or gives access to health care and financial information about the
hospital patients (this information is referred to in the HIPAA Privacy Standards and “protected
health information” or “PHI”. The written agreement with business associates must include
certain provisions in order to ensure the confidentiality of the PHI provided to the business

associates.

Because you perform services for hospitals and receive or have access to PHI; you are a business
associate of the hospital and the Agency. Therefore, the written agreement between you and the
Agency must meet the requirements established by the HIPAA Privacy Standards for agreements
with business associates.

Please call Kathy Edwards, RN, DON, is you are not familiar with “PHI” or “HIPAA” or if you
need clarification on the following agreement. As an AHP employee, you are required to read,
sign, and abide by the HIPAA Privacy Standards while working at any facility through AHP.

Thank you for your cooperation.

The staff of Arkansas Healthcare Personnel, Inc.

425 N. University
Little Rock, AR 72205
1-800-959-4625 501-666-1825
Fax: 501-666-8544



Confidentiality and Compliance With Laws

The parties hereto shall hold in confidence the information contained in this
agreement. Arkansas Healthcare Personnel, Inc (AHP) and the Business Associate
(BA)* hereby acknowledge and agree that all information related to this Agreement, not
otherwise known to the public, is confidential and proprietary and is not to be disclosed
to third persons without the prior written consent of each of the parties except to comply
with any law, rule or regulation or the valid order of any governmental agency or any
court of competent jurisdiction; as part of its normal reporting or review procedure, to its
auditors and its attorneys; to the extent necessary to obtain appropriate insurance, to its
insurance agent; or as necessary to enforce its rights and perform its agreements and
obligations under this Agreement.

*Business Associate (BA) defined as: Any Registered Nurse, Licensed Practical Nurse
or Cerlified Nursing Assistant employed by AHP

In providing the services hereunder, the BA warrants that he/she shall fully comply with
all applicable federal, state and local statutes, rules and regulations, and JCAHO
requirements and that it shall be deemed a material breach of this Agreement by the
Associate if he/she fails to observe this requirement.

WHEREAS AHP provides services to various local healthcare facilities, and the BA
receives, has access to or creates Protected Health Information (PHI) in order to
provide those services;

WHEREAS, Arkansas Healthcare Personnel (AHP) is subject to the Administrative
Simplification requirements of the Health Insurance Portability and Accountability Act of
1998, and regulations promulgated thereunder, including the standards for Privacy of
Individually Identifiable Health Information at 45 Code of Federal Regulations parts160
and 164 (“Privacy Regulations”);

WHEREAS, the Privacy Regulations require AHP to enter into a contract with the BA to
mandate certain protections for the privacy and security of Protected Health Information,
and those regulations prohibit the disclosure to or use of Protected Health Information
(PHI) by the BA if such a contract is not in place;

NOW, THEREFORE, in consideration of the foregoing, and for other good and valuable
consideration, the receipt and adequacy of which is hereby acknowledged, the parties
agree as follows:

a) BA warrants that all Services to be provided hereunder directly, shall fully comply
with all applicable federal, state and local statutes, rules and regulations, and that
it shall be deemed a material breach of the Agreement by the BA if he/she shall
fail to observe this requirement. If such a breach is not cured in accordance with
this Agreement, AHP may terminate Agreement without penalty and without
limiting any other rights and remedies set forth in this Agreement.



b) Specifically, but not by way of limitation, the BA warrants that the Services to be

d)

e)

provided hereunder shall comply with all applicable rules, regulations and
accreditation standards or requirements of: Medicare or Medicaid or other federal
or state health programs, the Joint Commission on Accreditation of Healthcare
Organizations; the Health Insurance Portability and Accountability Act of 1996
(“HIPPA”); the National Committee for Quality Assurance; and updates to
incorporate any changes to such laws; rules, regulations, requirements and
standards.

Business Associate Assurances: More specifically, but not by way of limitation,
insofar as AHP is required to comply with the HIPPA final Privacy Standards and
insofar as the BA has access to, has been provided with, or will be creating PHI
for AHP's clients, he/she warrants and agrees as follows:

Permitted Uses and Disclosures of PHI: BA shall Use and Disclose PHI solely
as necessary to perform the Services. BA shall not Use or Disclose PHI for any
other purpose.

Adequate Safequards for PHI: BA warrants that he/she shall implement and
maintain appropriate safequards to prevent the Use and Disclosure of PHI in any
manner other than as permitted by the Agreement.

Reporting Non-Permitted Use or Disclosure: BA shall immediately notify AHP
of each Use or Disclosure, of which he/she becomes aware, that is made by BA,

or AHP employees, representatives or agents that is not specifically permitted by
this Agreement.

Business Associate (BA): Agency (AHP):
Nurse/Provider Arkansas Healthcare Personnel
Signature Signature

Date ~ Date



ARKANSAS HEALTHCARE PERSONNEL SCREENING POLICY

AHP seeks to employ the most qualified professional staff available. We
require that each of our supplemental staff be a Licensed Registered Nurse,
Licensed Practical Nurse, or Certified Nurse’s Assistant. We require that
each employee present proof of current licensure, health status,
educational background, skill level and experience. AHP reserves the right
to do drug testing.

Our professional staff must have worked in the area of experience for at
least one year. We require that these professionals pass a written test. A
successful completion of the written test will be required of each employee
and will be subject to review. Each professional must maintain certification
in Cardiac Life Support, if working in Critical Care Areas, Advanced Cardiac
Life Support will be required. We will encourage our employees to
participate in continuing education opportunities based on
recommendations set forth by the Joint Commission of Accreditation of

Hospitals.

Please sign below if you understand AHP screening policy.

Signature Date

STATEMENT OF SATISFACTORY HEALTH

I, state that I am in good health and free
from any work restrictions as of today’s date.

Signature Date

I am fluent in the ENGLISH LANGUAGE

Signature Date



AHP STAFFING AND CANCELLATION POLICIES

Thank you for choosing Arkansas Healthcare Personnel (AHP)as your supplemental staffing agency.

You are representing AHP when you work an assignment. Please acknowledge the following policies:

1.
2.

© ©NoO

You are required to contact AHP with your availability

Only accept assignments you are qualified to work and are available to work. Itis your

responsibility to look at your calendar before accepting a shift

You have the right to refuse any shift, but if you accept a shift:

A. You are expected to show up and work.

B. You are expected to abide by all policies of AHP and the facility in which you are working.

C. You are expected to be there on time, appropriately dressed, wearing your AHP name
badge. ,

Cancellations are only accepted for emergencies and sickness. If you must cancel, you must

notify AHP at least four (4) hours before the start of the shift by Calling 501-666-1825.

Cancellations by text will NOT be accepted

Upon accumulation of cancellations, AHP may take the following disciplinary actions:

A. ONE SHIFTAT ATIME —Employee may only claim one shift at a time and must work that
shift before accepting another.

B. SHIFT SUSPENSION - Employee cannot accept shifts for a period to be determined by AHP

C. EMPLOYMENT TERMINATION - All shifts will be cancelled, and employee will hot be
ineligible for rehire.

NO CALL NO SHOW WILL NOT BE TOLERATED. You will immediately be taken off our roster.

You are required to leaVe a copy of your time ticket at the facility at the end of your shift.

You are required to turn your time tickets to AHP on time.

You may not accept employment from an AHP client or another staffing agency at the same

facility for 120 days after the last day you worked through AHP. {f you violate these provisions

of this paragraph, you will owe AHP a finder’s fee of $8000.00

itis the purpose of AHP to provide you with the amount of work you need/desire. Our ability to provide
this service depends on our being able to contact you at any given time or place. If you have a change in
availability, telephone number, or change of address, please give this information to our staffing
coordinators.

| have read and understand the above policies.

Employee Print Name AHP Personnel Sighature

Employee Signature Date



PERSONAIL APPEARANCE

Itis the policy of AHP that all employees are well groomed (including hair) and have good personal hygiene.
Your hair must be of a natural color to maintain a professional image. This means no Purple Green, Blue,
Red, Orange, Pink and Yellow (unnatural blonde hue). Nails should be clean, short in length, and any polish
should be pate to neutral in color. Then the length of nails should not extend past the tip of the finger. No
strong perfumes/colognes are to be worn. Scrubs are the required uniform of AHP employees at all
facilities along with closed toe shoes, such as sneakers or nursing shoes. NO CROCS ARE ALLOWED.
Shoes must be sensible enough for the employee to respond to an emergency. Heels are not appropriate
for this reason. Scrubs and shoes must be clean and neat with no tears or rips. Scrubs should not be
excessively tight fitting, sheer, or revealing, nor excessively loose so that it hangs off the body in a manner
as to impede movement. Undergarments should be worn but may not be exposed or worn on top of
uniform. Jewelry should be kept to a minimum. There should be no piercings on the face or tongue.
Earrings should be kept to small studs, thus no hoop earrings or cartilage piercings. Tattoos that may be
considered offensive must be covered. Sunglasses, caps, hats, bandanas, scarves, bonnets etc. may not
be worn while on the clock at a facility. Please always wear your name badge identifying you as an
employee of AHP.

SHIFTS FROM CLIENTS

You may NOT contact the facility for shifts. You must go through AHP. If you see shifts available, please
call AHP, 501-666-1825. We will do our best to arrange these shifts for you.

I HAVE READ AND UNDERSTAND THE ABOVE POLICIES.

Employee print AHP personnel signature

Employee signature Date



Substance Abuse Policy

It is the policy of Arkansas Healthcare Personnel (AHP} to provide a drug free environment for our clients
and employees. The following policy has been established for existing and future employees.

1.

PROHIBITED ACTIVITIES:

The use, possession, solicitation or sale of any illegal or legal drugs or alcohol that adversely affects
the employee’s performance, his/her own or other’s safety at the workplace, or the employer’s
reputation.

DRUG TESTING:
AHP may conduct drug testing under the following circumstances:
NEW APPLICANT: ALL applicants will be required to pass a drug screen prior to employment.

RANDOMLY: ALL unannounced random selection of employees for testing may be
conducted as deemed appropriate by AHP management.

FOR CAUSE: When it is the belief of AHP or the “facility” that a drug problem exists, such
as evidence of drugs, medication discrepancies, accidents, injuries in the
workplace, fights, or other behavioral problems of drug abuse, negative
performance patterns such as absenteeism or tardiness, or other behavior
deemed to be inappropriate by AHP management, for cause testing will be
required.

POLICY COMPLIANCE:
Applicants who fail to pass a pre-employment drug test will not be eligible for employment with AHP.

Employees of AHP who test positive, or who admit to substance abuse, will be subjected to AHP’s
disciplinary action up to and including termination of employment with AHP.

Applicants and employees who refuse to submit to drug testing under this policy will be terminated.

Initial Date



AGREEMENT REGARDING EMPLOYMENT

This Agreement Regarding Employment (hereinafler refeired to as the “Agreement”) is made and entered in to
on this day of 2028, by and between Arkansas Healthcare Personnel, Inc. , an
Arkansas corporation (hereinafter referred to as “AHP”), and ,an
empioyee of AHP (hereinafier referred to as the “Employee”).

WHEREAS, AHP employs the Employee in the course of operating the AHP business; and

WHEREAS, AHP employs the Employee as of the date of this agreement; and the Employee agrees that any
credentials sent to a client on thé Employees’ behalf constitutes an agreexnent that the Enmployee cannot and will
not make any agreernent with the client directly for employment; once the Exnployees’ credentials are sent to the
Client this agreement is set in motion even if the Employee has not actually worked a shift at the Client’s

Facility. ___(initial)

WHEREAS, AHP and the Employee desire fo entex into this Agreement for the purpose of defining the
Employee’s obligations in the event the Employee accepts a position of employment with one of ABP’s
competitors. (initial)

NOW, THEREFORE, for and in consideration of the covenants set forth below, and other good and valuable
consideration, including the Employee’s employment by AHP, the receipt and sufficiency of which axe hereby
acknowledged, AHP and the Employee, inteading to be legally bound, hercby agree as follows:

I.  The Employee hereby agrees that he/she, for a period of 120 days from the date of termination of
Employee’s employment with AHP, will hot accept a position of employment of any kind with any of
the following: (3) any heaith facility in which the Employee has been placed by AHP at any time; (ii)
any staffing or temporary service agency ox company that is engaged in competition with AHRP; (iii) any
other entity, business, or organization that is engaged in competition with AHP, (initjal)

2. In the event that the Employee violates the prohibitions described in paragraph 1 above, the Employee
hereby stipulates and agrees that he/she will be responsible for the payment of the sum of $8,000.00 to
AHP to compensate AHP for the loss of income, cost of screening, preparing, and/ or training the
Employee for employment, in the healthcare facility(s). (initial)

lu the event the Employee does not pay AHP the sum identified in paragraph 2 above within fificen
(15) days of the date that AHP makes demand therefor as a result of the Employes’s violation of
paragraph | above, AHP will be entitled to all rights and remedies available to AHP under Arkansas
law for the Employee’s breach of this Agreement, incinding the right to maintain an action for damages
for breach of contract. _ (initial)

L2

IN WITNESS WHEREOF, AHP and the Employee have executed this Agreement as of the day and year first
wrilten above.

Arkansas Healthcare Persounel, knc.

Signature of Employee: Witnessed By AHP Office Staff:

Printed Nare of Employee/Title: - Witness AHP Office Staff Title:

I confirmr | have read & understand this agreement, any questions have been resolved & 1 have received a copy
of this agreement for my records ___ —_ (initial) )



Hepatitis B Vaccine Declination Statement

Employee Name (please print) Social Security Number

I understand that due to my occupational exposure to blood or other -
potentially infectious materials I may be at risk of acquiring hepatitis B
virus (HBV) infection. I have been given the opportunity to be vaccinated
with hepatitis B vaccine, at no charge to me; however, I decline hepatitis B
vaccination at this time. I understand that by declining this vaccine I
continue to be at risk of acquiring hepatitis B, a serious disease. If, in the
future I continue to have occupational exposure to blood or other
potentially infectious materials and I want to be vaccinated with hepatitis B
vaccine, I can receive the vaccination series at no charge to me.

Employee Signature Date



Hepatitis B Vaccine Declination Statement

THE DISEASE

Hepatitis B is an infection caused by the Hepatitis B virus (HBV) which may result in death in 1-2% of cases.
Most people with Hepatitis B will recover completely, but approximately 5-10% becomes a chronic carrier of
the virus. Most of these people have no symptoms but can continue to transmit the disease to others. Some
may develop chronic active Hepatitis and Cirrhosis. The Hepatitis B virus also appears to be a causative factor
in the development of liver cancer. This immunization against Hepatitis B can prevent acute viral Hepatitis as
well as reduce sickness and death from chronic active Hepatitis, Cirrhosis and Liver cancer.

THE VACCINE

The vaccine against Hepatitis B is prepared from recombinant yeast cultures. The vaccine is free of charge if
you are in association with human blood or blood products. A high percentage of all healthy people who
receive the vaccine series achieve a high level of surface antibodies and protection against Hepatitis B.

POSSIBLE SIDE EFFECTS

Hepatitis B vaccine is generally well tolerated. No serious side effects have been reported. However, a few
persons experienced tenderness and redness at the site of the injection. Low grade fever, rash, nausea, joint
pain and mild fatigue has also been reported. The possibility exists that more serious side effects may be
identified with more extensive use of the vaccine.

CONTRAINDICATIONS

1. For yeast derived vaccine: Hypersensitivity to yeast or to any component of the vaccine. Also thereis a
risk (approximately 2%*) of Guillain-Barre Syndrome.

2. Pregnancy: 1t is not known whether the Hepatitis B vaccine can cause fetal harm when administered

o a pregnant woman. It is also not known whether it can affect reproductive capacity. Therefore,
women who are pregnant or who are planning to become pregnant with the six month vaccination
period should NOT receive the vaccine.

3. Nursing Mothers: 1t is not known whether this drug is secreted in human milk; hence, nursing
mothers should NOT receive the vaccine.

**VIDEO OFFERED

DECLINED: WATCHED:

* 1999 Physician’s Desk Reference



|, the undersigned, have received a policy manual containing rufes and
regulations of AHP (Arkansas Healthcare Personnel, INC}). it is my
responsibility to read and ask any questions about any of the contents
of the policy manual that | do not understand.

Print Name Date

Signature
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AHP PERSONNEL POLICIES

INTRODUCTION

ach person who serves as a part of our team is an 1mportan1 link between AHP (Arkanqas Healthcare
Personnel, Inc.) and the client/facilities it serves.

These personne) policies are a guide and do not represent an employment contract and should not be construed
as creating a contractual agreement. Employment thru AHP is to be defined as “employment at will”. The
nature of our wusiness requires that employees directly involved in the provision of these healthcare services,
cte. through AHP be employed on a part-time, on-call basis. This is termed by the agency as “intermittent”
crployment.

‘This s not an attempt to cover all situations that may arise. Please consult our office Staffing Coordinators or
Director of Nursing (D.O.N.) for clarification and specific information.

HIRING POLICY

AHP is an equal opportunity employer (EEOE). No person shall be discriminated against in employment
because of that individual’s race, color, religion, sex, age, natural origin, or handicap. It is our intent to follow
all local, state, and federal guidelines and laws.

Applications are accepted on a continuing basis. We hire employees for the sole purpose of assigning them to
facilities on an “as needed” basis and all employees are classified as a temporary worker. Upon registering with
AHP, you are not hired for one specific assignment. At the conclusion of each shift, employees are required to
contact our office Staffing Coordinators to schedule additional shifts. Please note that failure to contact AHP
and/or refusal of available shifts can result in the denial of unemployment benefits.

PMease bring in your current Registered Nurse License or Licensed Practical Nurse License or Certified Nursing
Assistant Certificate from the State of Arkansas. Please provide proof of your up to date immunizations, to
include Tuberculin (TB) Skin Test, MMR, Varicella, and Hepatitis B Vaccine. Surveillance of positive
Tuberculin reactors is governed by guidelines from the Arkansas Department of Health. We also need a copy of
your Driver’s License and Social Security Card.

tiach applicant is required to pass a 10 panel Drug Screen. If the applicant shows a positive, they will be
required print out the prescription from their Physician or Pharmacy. Prescription bottles will not be accepted.

All applicants and employees are required to fill out the Arkansas State Police Background check form. All
applicants are required to have a clear background check from the Arkansas State Police/Office of Long Term
Care.

jt is required that each employee report immediately any changes to their background such as arrest, any
charges, etc.

All employees are required to report any changes immediately to their Nursing Licenses or Certification such as
Vlags, Probation, Suspension. To report changes call Arkansas Healthcare Personnel (501)666-1825 or 1-800-
959-4625 24/7 and speak to any office staff.
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TERMINATION

An employee may be terminated for any of the listed reasons of for reasons or for reasons judges unacceptable
by the 1).O.N.. The reasons may include: misrepresentation of information given in the agency job application
torm; falsification of work records or reports, e.g. patient visits/patient records; violation of the confidentiality
ol patient records or agency records (HIPPA); absence without notice (NO CALL/NO SHOW); sleeping on the
Jjob; negligence in the care of a patient; verbal or physical abuse of a patient; theft; sale, possession and/or use of
an illegal drug(s); use of alcoholic beverages while on duty or reporting to work under the influence of alcohol;
possession and/or use of a weapon or firearm on the job site; and insubordination, e.g. the refusal by an
cmployee to follow management’s instructions concerning a job related matter by given either AFP staffing
coordinators or a representative of the client.

No personal gift, personal payment, or service is to be accepted by any employee from the families or
individuals served by the agency. Please note: any exception must be preceded with a call to the agency and be
noted in your records. An exception may be made for a small gift of little monetary value when the individual
offering the gift might be offended by rejection of the offer or when the presentation of the gift offers
therapeutic value to the patient, such as a handcrafted gift, garden vegetables, or flowers. ALL GIFTS MUST
B REPORTED!

Mo empleyee is 1o solicit or sell to patients or members of their families any commercial or handmade religious

Hems,

CANCELLATION

il you cancel you must notify AHP at Jeast four (4) hours before the start of the shift. After two (2)
cancellations, you will be given a verbal warning. After three (3) cancellations, you will be given a written
warning. After four (4) cancellations, you will be removed from our roster. A doctor’s excuse may be required
for any absence. (see AHP Staffing and Cancellations Policies)

INTERACTION WITH FACILITY

It is very important that AHP employees be courteous and professional when working at a client’s facility. [t is
very important to blend in with their employees and not cause conflicts.

If an employee is involved in an incident at a facility it will be noted in our records and a notice will be verbally

1ssues. The employee may choose to reply to the charge and have the reply entered into their record. After four
valid complaints, the employee will be put on probation.

ORIENTATION

While at the facility or the client’s place of busivess you will be under the direct supervision of the
tacility/client. The client has the responsibility for orienting you to their facility. Please be sure to ask for
clarity on instructions, etc. that concern you. All state facilities require 2-3 days of orientation. Orientation is
naid at half rate for nurses and at minimum wage for CNAS.

SHIFTS FROM CLIENTS

You may NOT contact the facility for shifts. You must go through AHP. If you see shifis available, please call
AlIP. We will do our best to arrange these shifis for you.
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PERSONAL APPERANCE

It 1s the policy of AHP that all employees are well groomed (including hair) and bave good personal hygiene.
[Hair must be of a natural color to maintain a professional image. This means no Purple, Green, Blue, Red,
(range, Pink, and Yellow (unnatural blonde hue). Nails should be clean, short in length, and any polish should
be pale to neutral in color. The length of nails should not extend past the tip of the finger. No strong
perfumes/colognes are to be worn. Scrubs are the required uniform of AHP employees at all facilities along
with closed toe shoes such as sneakers and clogs. Shoes must be sensible enough for the employee to respond to
an emergency. Heels are not appropriate for this reason. Scrubs and shoes should be clean and neat with no
tears or rips. Scrubs should not be excessively tight fitting, sheer, or revealing, nor excessively loose so that it
sags off the body in a manner as to impede movement. Undergarments should be worn but may not be exposed
ur worn on top of the untform. Jewelry should be kept to a minimum. There should be no piercings on the face
and tongue. Earrings should be kept to small studs, thus no hoop earrings or cartilage piercings. Tattoos that
may be considered offensive must be covered. Sunglasses, caps, hats, bandanas, scarves, bonnets etc. may not
be worn while on the clock at a facility. Please wear your name badge identifying you as an employee of AHP.

WORKERS COMP INSURANCE/PROFESSIONAL LIABILITY INSURANCE

Employee Responsibilities

imployees have the responsibility to follow safety procedures, including wearing proper safety equipment and
completing appropriate training. Employees must use situational awareness at all times and also recognize and
correct hazards (when possible) or report hazards to the appropriate supervisor. If you have safety concerns and
the facility supervisor does not address those concerns it is your responsibility to report these issues to AHP.

All employees are covered by Workers Compensation. In the case of an accident IMMEDIATELY notify the
supervisor at the facility and AHP, if after hours, call 501-666-1825 and speak to on call person. If an
emergency you will be directed to the nearest ER, if not an emergency you will be given instructions on what to
do. You will be required to do a Drug Screen as soon as possible. All required paperwork must be completed
by the facility, including witness statements. You will also be required to complete an employee form. All
injuries must be reported immediately to AHP, we are require by law to report to WC within 24 hours. NOT
FOLLOWING THESE INSTRUCTIONS COULD AFFECT YOUR COVERAGE.

Ackansas llealthcare Personnel, Inc. is covered by a professional liability insurance policy, which covers many
situations involving nurses, sitters and CNAs. However, we recommend that employees carry additional
fiability insurance.

TRANSPORTATION

Prospective employees must provide their own transportation. As a temporary/intermittent employee you are
not considered employed and on AHP’s time clock until you check in at a client’s facility. Please refer to the
above section on WORK HOURS.

CLIENT TRANSPORTATION

Do not drive the client, patient, or “sit” person or leave the facility with the client, patient or “sit” person
without clearing it with AHP and the facility’s supervisor. The client and AHP must sign waivers and releases.
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QUTSIDE EMPLOYMENT

Qutside employment or self-employment is certainly your choice. We are an intermittent employer and do not
consider ourselves your sole and primary employer. However, we ask that you notify us of your other job(s) and
the: hours you will not be available. It is important that your job(s) do not affect your performance, timely

arrival on a shift for AHP, nor should it conflict with the interests of this agency. Please do not present yourself
as representing AHP outside of an AHP shift.

APPEALS AND GRIEVANCES

[. Please contact the Staffing Coordinator with your problem, or appeal following a disciplinary action or
unresolved issue.

2. If you do not feel the situation has been settled to your satisfaction, you may appeal in writing to our
Director of Nursing.

3. Asafinal appeal you may send a letter to Kathy Edwards, President, Arkansas Healthcare Personnel,
Inc., 425 N University, Little Rock AR 72205

HOURS/RATES/PAYIDAY

AHP offers shifts 24 hours a day, seven days a week, year round. It is necessary to be sure we have your
schedule and phone number. Please keep us updated on your availability.

AHP staffing coordinators are available 24 hours a day, seven days a week, year round at 501-666-18 25. You
are obligated to inform AHP if you will be late arriving for a shift as soon as possible. Please let us know if an

eimergency or problem arises involving a shift or client/facility or personal injury.

WORK HOURS begin at the time of arrival at the client’s facility (typically 30 minutes prior to shift time) and
ends when the employee leaves the client’s facility. Lunch breaks are 30 minutes unless otherwise indicated and
should be noted on your time ticket, otherwise, 30 minutes will be deducted. If you DO NOT take a lunch break
it needs to be noted, authorized & initialed on your time ticket by the client. ALL TIME TICKETS MUST BE
SIGNED by the client & by the employee. You are not considered employed during traveling time or duting
overnight stays away from the facility or during travel time between clients. You are an employee only during
the period you are actually working at the client’s facility. If for any reason, you would leave the facility,
including lunch, breaks, or errands, you are not considered working and you need to note it on your time ticket.

PAY RATES are determined based on skill, distance and may vary by client. Do not discuss your rate of pay
with anyone at the client’s facility.

ALIP PAYDAY the pay week ends on Saturday and time tickets are to be turned in on the following
Monday...you have the following dptions for receiving your pay:

1. DIRECT DEPOSIT is available to your personal bank account. Payroll will be deposited the following
weelk on Friday. NO CASH ADVANCE is permitted when you are on this program. Submit time tickets
by mail, fax or email. Follow up to be sure your time tickets are received if you send them by fax (a
confirmation on your end does not verify we received your fax) or email. Original time tickets are to be
turned in immediately as well. See payroll for more details or to sign up.

7. DAILY DEPOSIT is available Monday thru Friday when you have an account at First Security Bank
only. Daily pay will be deposited into your account by noon on the same business day. Submit time
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tickets by mail, fax or email. Follow up to be sure your time tickets are received if you send them by fax
(a confirmation on your end does not verify we received your fax) or email. Original time tickets are to
be turned in immediately as well. See payroll for more details or to sign up.

OVERTIMLE pay must be approved by the client. Overtime begins after 40 hours of regular pay, all 40 hours
worked must be completed with the same client, and pay rate is 1.5 x regular rate.

HOLIDAY pay is from 12:00 a.m. to 11:59 p.m. on designated holidays, holidays recogunized by client may
vary, not all of our clients pay for holidays, and pay rate is 1.5 x regular rate.

PICKING UP CHECKS is available Monday thru Friday during normal office hours. Please do not leave a
client during a break to pick up a check from AHP. If you are unable to pick up your check or authorize
someone else to pick up your check, you must call and inform payroll. Authorized person must be able to

provide valid identification.

LOST CHECKS - 1IF YOUR CHECK IS LOST IN THE MAIL, IT IS NOT OUR RESPONSIBILITY! 1t
i vital that we maintain your current address. If your address changes, you must complete a new W-4 FORM.
A 30-day waiting period is required before replacement checks are issued. If you elect to waive the 30-day
waiting period, a stop payment fee of $30.00 will be charged to you.

AHP OFFICE HOLIDAYS - the AHP Office will be closed for the following holidays:

New Year’s Eve (partial day), New Year’s Day, Good Friday, Memorial Day, July 4",
Labor Day, Thanksgiving, Day After Thanksgiving, Christmas Eve and Christmas Day

WIE THANK YOU FOR APPLYING AT ARKANSAS HEALTHCARE PERSONNEL, INC., AND
LOOK FORWARD TO A LONG AND PROSPEROUS RELATIONSHIP, WELCOME ABOARD!!

Revised 09/25/2023

Page 5 of 5



CNA ANSWER SHEET
PLEASE DO NOT MARK ON THE TEST, ONLY ON THE ANSWER SHEET.

10. A B8 C D E
11, A B' C. D E
2. A 8 < -
13. A B8 C D E
14. A B C D E

15. A B C D E

Name: Date:




EMPLOYMENT TEST FOR CNA

Directions: Select one ofthe best answars and mark it on the answer sheet.

3.

w

The CNA should not:
A. Smolke In the patient’s room

8. Make personal phonecalls
C. Discuss personal problems with patient
D. Alltheabove

. To best protect yourself and the patient from germs:

A, Wash your hands frequently
B. Keep all windows closed

C. Polish the furnitute

D. Wear white clothing

If your patient stops breathing, the FIRST thing you do s:
A. Press thecall button to call the charge nurse

8. Call the physician

C. Call the patient’s nextofkin

. Calloll

When a bed bound patient is unattended:

A. Both siderails may be feft down -

8. You may leave one siderail up and one down
C. Both siderails must remaip up

D. None of the above

A bedsore may result from:
Lack of turning and activity
Poor nutrition

Good skin care

A&B

All the above

oOnwp

e

in young, healthy aduits the normal bicod pressure isapproximately:
A. 160/90 .

B. 140/90

C. 120/80

D. 200/100

. A patient is considered to have a normal temperature when the oral reading is:

A. 100.2F
8. 94.0F
C. 986F
D. 9L.7F

. In caring for a bed patient, you raust:

A. Sit them up in bed periodically to atlow for expansion of theirlungs
B. Change the patient’s position every two hours to preventbedsores
C. Exercise the arms and legs to maintain muscle tone

D. Alitheabove



EMPLOYMENT TEST FOR CNA

9. Patient information should not be discussed with:
One patient about another patient
Representatives of the news media

Fellow workers, except when in conference
Your own relatives and friends

All the above

monw>»

10. Foar which of the following incldents must you make out an incident report?
A. Apatient falling out of the bed
B. Theft of a patient’s purse

A visitor slipping in the hajlway

Sticking your finger with a needle

All the above

mo N

11. The charge nurse tells you to take vitaf signs. This means you should measure and record thepatient’s:
A. Temperature, puise, respiration, and blood pressure
8. Temporal pulse
C. Blood pressure
D. Apical pulse

12. The dress code for a CNA should be;
A. Always be in neat attire
B, Wear hairincurlers
C. Wear cut up scrubs
D. Wear piercing all over face

13. Which of the foliowing must be reported to the Medical Coordinator imimediately:
Bloodin the patient’s urine or stool

Any obvious changes in the patient’s candition

A decrease in the urine output

Any change in the patient’s behavior

All the above

moNE»

14, Which of the following should be done for a patient with a Foley catheter?
A. Empty the bag at the end of your shift and measure output
B. Recordoutput
C. Keep the baglower thanthe bladder
D. alithe above
E. None of the above

15. probiems because of long periods of immobility that can occur are:

Contractures
Bedsores
Constipation
Pneumonia
Alf the above

opwp

hy

Reviscd: 5/19



NSAS HEALTHCARE
PERSONMNEL

ARKANSAS HEALTHCARE PERSONNEL, INC.

One of your former or current employees has applied for employment with ARKANSAS HEALTHCARE
PERSONNEL and has authorized this request ™for information about employment and performance.
Information you provide will be held in strict confidence. Please complete this form at your earliest
convenience.

| hereby authorize the release of all information requested on this form.

APPLICANT PRINTED NAME APPLICANT SIGNATURE AND DATE
Verifying Employer,

Employment Dates From: _ To:

Position: Eligible for Rehire?

Reason for leaving if applicable:
PLEASE EVALUATE THE APPLICANT ON THE FOLLOWING:
Excellent Good Average Poor
Performance
Attendance
Cooperation
Personal Appearance
Judgement

Initiative

SIGNATURE OF EVALUATOR DATE

425 N. UNIVERISTY ~ LITTLE ROCK, AR 72205 ~ HOURS: Monday — Friday 7AM-3:30PM

501-666-1825 ~ FAX 501-666-8544 ~ WWW.AHPNURSES.COM




Geri-Psych C.N.A. Proficiency Skills Checklist

Please check the boxes below to describe your experience level with each skill listed.

Date: Name:

Signature:

XKey to Competency Levels

0 — No Experience

1 —Minimal Experience, need review and supervision, have performed at least once
2 - Comfortable performing with resource available

3 — Comopetent to perform independently and safely

4 — Expert, able to act as resource fo others

Communicates and obtains information
while respecting the rights and privacy and
confidentiality of information in accordance
with the Health Insurance Portability and
Accountability Act of 1996 (HIPAA)
Complies with nursing staff responsibilities
included in the hospital policy related to
Organ Donation )

Meets needs of patient and family regarding
commnication, including interpreter
services

' Taking Neuro Vitals
Seizure Precantions

Caring for Patient with:

= Spinal Cord Injury

o Pre/ Post Neurological Surgery
Parkinsons
Alzheimers
Head Injuxy
Suicidal Behavior
Alcohol Dependency
Drug Dependency
Hallucinations
Manic Behavior
Seclusion and restraints
Seizure Disorder
Organic Disorder

L]

®ojs|loi0|9 1806 |a




CNA SKILLS COMPETENCY CHECKLIST

NAME: Date:
SIGNATURE:

[CHECK ONE THAT APPLIES:

0 = No Experience

1 = Minimal Experience, have performed at least once, need review and supetvision
2 = Comfortable performing with resource available

3 = Competent to perform independently and safely

4 = Expert, able to act as resource to others

HANDWASHING:
INDIRECT CARE:

Identifying Patient By Name
Explaining Care To Patient
Promoting Resident Safety
Promoting Resident Rights
Asking Patient About Comfort/Needs
Using Standard Precautions
Using Infection Control Measures
ANSWERING LIGHTS:
Answering Lights In A Timely Manner
Using The Call Light System
Making Patient Rounds
Informing Proper Staff Of Patients Needs
AMBULATING PATIENT WITH GAIT BELT:

ASSISTING WITH BEDPAN/URINAL:

Administering and Emptying a Regular Bedpan
Administering and Emptying a Fracture Bedpan
Administering and Emptying a Bed Side Commode
BEDMARING:

Unoceupied
Occupied
TUBRNING & POSITIONING:
Moving Patient In/Out of Bed - "Log Roll"
Supine Positioning
Lateral Positioning
Positioning With Knee Flexed
Elevating Head
Turning with Draw Sheet
Supporting with Pillows

Arkansas Healthcare Personnel ~ 425 N. University, LR, AR 72205 ~ Main: 501-666-1825 ~ Fax: 501-666-85

1



INTAKE & OUTPUT (I & O):

Emptying Urinary Drainage Bag

Recording Urine Output

Forcing Fluids

Providing Water/Ice/Nourishments

Charting Fluid Intake

MEALS/FEEDING:

Assisting With Meals

Total Feeding Of Patient

Thickening Liquids (Thichett)

Recording Consumed

VITAL SIGNS:

Manual B/P Sitting

Manual B/P Standing

Oral Temperature

Rectal Temperature

Respirations

Manual Pulse

WEIGHING PATIENTS:

Using Bed Scales

Using Floor Scales

Using Sitting Scales

COLLECTING SPECIMENS:

Routine Urine

Urine Culture

Stool

Sputum

CATHETER CARE:

For Female resident

For Male resident

INCONTIENT PATIENT CARE:

For Female resident

For Male resident

PERSONAL GROOMING:

Comb/Brush Hair

Shaving face/body

Brush teeth

Denture Care

Oral Hygiene for Comatose/Unresponsive Patient

Hand/Nail Care

Skin Care

FOOT CARE:

DRESSING PATIENT:

Arkansas Healthcare Personne{ ~ 425 N. University, LR, AR 72205 ~ Main: 501-666-1825 ~ Fax: 501-666-8544
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With Weak Arm/Leg
Paraplegic
Fully Dependent

BATHS:

Complete Bed Bath

Partial Bed Bath

Whirlpool/Tub

Shower

Sitz

RANGE OF MGOTION EXERCISES (ROM):
WHEELCHAIR. MECHANICS:

Transfer Patient from Bed to W/C & W/C to Bed

Transfer Patient from Chair to W/C & W/C to Chair

Entering/Exiting W/C from Elevator

Brakes/Foot Pedals/Restraints & Security

Covering for Patients

BED POSITIONING:

Lower/Raise Entire Bed

Lower/Raise Head and Foot

Side Rails

Overhead Frame/Trapeze Bar

Care of Eggcrate/Mattress
PATIENT LIFTING:

One-Person Lift

Two-Person Lift

Hoyer Lift/Marcell Lift

USE OF STRETCHER:
Moving Patient with Slide

Moving Patient without Slide
PATIENT FALLS:

Preventing
Responding

PATIENT LINE OF SIGHT:
PATIENT ONE-ON-ONE:
ISOLATION PROCEDURES:

Using Glove/Gown/Mask & Properly Disposing
ASSESSING WOUND CARE/DRESSINGS:

Arkansas Healthcare Personnel ~ 425 N. University, LR, AR 72205 ~ Main: 501-666-1825 ~ Fax: 501-666-3544



AGE SPECIFIC PRACTICE CRITERIA;

Please check the boxes for each age group for which you
have expertise in providing age-appropriate care, -

A. Newborn/Neonate (birth - 30 days)
B. Infant (30 days - 1 year)

C. Toddler (1-3 years)

D. Preschooler {3-5 years)

E. School Age Children (5-12 years)

F. Adolescents {(12-18 years}

G. Young Adults (18-39 years)

H. Middle Adults (39-64 years}

. Older Adults (64+)

EXPERIENCE WITH AGE GROUPS:

Able to adapt care to incorporate normal growth and
development.

Able to adapt method of terminology of patient
instructions to their age, comprehension, and maturity
level,

Can ensure a safe environment reflecting specific needs
of various age groups.




e
OMMEL

PERS:

NOTICE

The Arkansas Legislature passed Act 516 of 2011, which
became effective on July 27, 2011. For background checks
requested for Development Disability Services (DDS), Child Care
and Long Term Care (LTC) after that date, the Arkansas State
Police will release certain sealed and pardoned offenses to those
requestors.

These are convictions that probably did not appear on
previous background checks.

If you have questions about disqualification from employment,
please contact the licensing agency directly.

LTC-DHS Rhonda Hetland  501-682-6285
LTC-Health Regina Wilson 501-661-2696
DDS Shelley Lee 501-682-8677
Child Care Brandi Phillips 501-682-0408

425 N. University ~ Little Rock, Arkansas 72205 ~
501-666-1825 ~ Fax 501-666-8544



PERSCNNEL

Before making an offer of employment, Arkansas Healthcare Personnel advise all applicants that
employment is contingent on the satisfactory results of a criminal history record check. AHP will not
knowingly employ or hire a person who has been found guilty or who has pled guilty or holo
contendere to any of the offenses listed below by any court in the State of Arkansas or any similar
offense by a court in another state or any similar offense by a federal court.

WONOBSAWN R

[
= O

12.
13.
14.
15.
16.
17.
18.
19.
20.

21.
22.
23.

24.
25.
26.
27.

Capital murder, § 5-10-101;

Murder in the first and second degree, §§ 5-10-102 and 5-10-103;
Manslaughter, § 5-10-104;

Negligent homicide, § 5-10-105;

Kidnapping, § 5-11-102;

False imprisonment in the first degree, § 5-11-103,

Permanent detention or restraint, § 5-11-106;

Robbery, § 5-12-102;

Aggravated robbery, § 5-12-103;

. Battery in the first, second and third degree, §§ 5-13-201, 5-13-202, and 5-13-203;
. Aggravated assault, § 5-13-204; and assault in first and second degree, §§ 5-13-205 and 5-13-

206;

Introduction of controlled substance into body of another person § 5-13-210;

Terroristic threatening in the first and second degree, § 5-13-301;

Rape, § 5-14-103;

Sexual assault in the first, second, third and fourth degree, §§ 5-14-124 - 5-14-127;

Sexual indecency with a child, § 5-14-110;

Violation of a minor in the first and second degree, §§ 5-14-120 and 5-14-121;

Incest, § 5-26-202;

Domestic Battery (all degrees), §§ 5-26-303 — 5-26-306;

Endangering the welfare of incompetent person in the first and second degree; §§ 5-27-201 and
5-27-202;

Endangering the welfare of a minor in the first and second degree, § 5-27-205 and 5-27-206;
Permitting abuse of a minor, § 5-27-221;

Engaging children in sexually explicit conduct for use in visual and print media, transportation of
minors for prohibited sexual conduct, or pandering or possessing visual or print medium
depicting sexually explicit conduct involving a child, or employing or consenting to the use of a
child in a sexual performance by producing, directing or promoting a sexual performance by a
child, §§ 5-27-303, 5-27-304, 5-27-402, and 5-27-403;

Felony abuse of an endangered or impaired person, §5-28-103;

Theft of property, § 5-36-103;

Theft by receiving, § 5-36-106;

Arson, § 5-38-301;

425 N. University @ Little Rock, Arkansas 72205
1-800-959-4625 e 501-666-1825 e Fax 501-666-8544 e www.ahpnurses.com e
ahpnurses@sbceglobal.net




28.
29.
30.

31.
32.

33.
34.
35.
36.
37.
38.
39.
40.
41.
42.

43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.

Burglary, § 5-39-201; . .
Felony violation of the Uniform Controlled Substance Act, §§ 5-64-101-5-64-501 et seq;
Prostitution, § 5-70-102, Patronizing a prostitute, § 5-70-103, or Promotion of prostitution (all
degrees), §§ 5-70-104-5-70-106;

Stalking, § 5-71-229;

Criminal attempt, criminal complicity, criminal solicitation, or criminal conspiracy, § 5-3-201, 5-
3-202, 5-3-301, and 5-3-401, to commit any of the offenses listed in this section.

Forgery, § 5-37-201;

Breaking or enter, § 5-39-202;

Obtaining a controlled substance by fraud, § 5-64-403;

Computer child pornography, § 5-27-603;

Computer exploitation of a child in the first and second degree, § 5-27-605;

Coercion, § 5-13-208;

Terroristic act, § 5-13-310;

Voyeurism, § 5-16-102;

Communicating death threat concerning a school employee or student, § 5-17-101;
Interference with visitation or interference with court-ordered custody, §§ 5-26-501 and 5-26-
502; ._

Contributing to the delinquency or a minor or juvenile, §§ 5-27-209 and 5-27-220;
Soliciting money or property from incompetents, § 5-27-229;

Theft of services, § 5-36-104;

Criminal impersonation, § 5-37-209;

Financial identity fraud, § 5-37-227;

Resisting arrest, § 5-54-103;

Felony interference with a law enforcement officer, § 5-54-104;

Cruelty to animals, § 5-62-101;

Public display of obscenity, § 5-68-205;

Promoting obscene materials, § 5-68-303 or Promoting obscene performance, § 5-68-304;
Obscene performance at a live public show, § 5-68-305;

Public sexual indecency, § 5-14-111;

Indecent exposure, § 5-14-112;

Bestiality, § 5-14-122;

Exposing another person to human immunodeficiency virus (HIV), § 5-14-123;

Registered sex offenders, §§ 5-14-128 — 5-14-132;

Criminal use of a prohibited weapon, § 5-73-104;

Simultaneous possession of drugs and firearms, § 5-74-106 and

Unlawful discharge of a firearm from a vehicle, § 5-74-107.

Please complete the following:

X Have you ever been convicted of a felony?

Yes

Date No

X Have you ever been turned into SCAN/AR State Police Hotline?

Yes

Date No

X Is there is currently a flag/infraction on your license? (RN/LPN Only)

Yes

Date No




REQUEST FOR CRIMINAL RECORD CHECK (DPSQA)
LONG-TERM CARE FACILITY

State Criminal Record Check Only:

1. This form must be complete and signed.
2. $22.00 will be paid to the Arkansas State
Police at
hitps://www ark.org/criminalfindex.php. If
you do not have an account with INA, this

State Criminal Record Check & National
Record Check:

1. This form must be complete and signed.

2. $36.25 will be paid to the Arkansas State
Police at
hitps:/www.ark.org/criminalfindex.php. If
you do not have an account with INA, this

fee is $25.00 fee is $38.25.

3. This form must be uploaded onto the 3. This option shall only be used if the
above website with the background check Applicant has not been a resident of
request. Arkansas for the five (5) years prior to

their application.
4. This form must be uploaded onto the

above website with the background check
request.

Fkkkkkkkkkkdkkkhkhkkkkkiokkkkkkkkkkkkkkkkkkikkkkkikkkkkkkkkkkkdhrkkhkkhkkkkrkhkkdkdhkhbikhkhhkhhkhkhhkhikhkkikhrkkikkrkiik

Name of person

to be checked: Last Name First Name Middle Name
Current address
Street City State ZIP Code
Maiden Name Aliases Date of Birth (month/dayl/year) Telephone
——sziﬁgc—wi&.ﬁum—ber—— Race Sex (MIF) Driver's License Number State of Issuance
Eye Color Hair Color Height Weight
State of Birth Country of Citizenship

The person listed above has lived continuously in the state of Arkansas for the last five (5) years: Yes O No O

If “No” the applicant will be required to submit to a national background check using fingerprinting.

I am applying for a Position with a Long-Term Care Facility, and this request is for employment purposes only.
Initials: | }

[Job Title: |

The person listed above must list all past felony or misdemeanor charges for which they were found guilty or to which
they pled guilty or nolo contendere:

Description of charge Sentence/Disposition

Date of charge Location

DPSQA- Criminal/National Record Check (LTC) (04/2023)}



Notice to Applicant: By signing this form you give consent for the Arkansas State Police to release your
national criminal history to the Division of Provider Services & Quality Assurance (DPSQA) for employment
purposes. Pursuant to Arkansas Code Ann. § 20-38-101 et. seq. The Applicant will receive a letter if they
were disqualified advising them of their rights and the process to challenge the results. Prior to the
determination of eligibility, the employer may choose to deny any employee unsupervised access to a
person to whom the employer provides care.

Challenge Information: Your fingerprints will be used to check the criminal history records of the FBL. You
have the opportunity to complete or challenge the accuracy of the information contained in the FBI
identification record. The procedure for obtaining a change, correction, or update of an FBI criminal history
record are set forth at 28 CFR 16.34. Information regarding this process may be found at
htips://www.thi.gov/services/ciislidentity-history-summary-checks and https://www.edo.cjis.gov.

Privacy Act Statement

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.

Statement of Oath: | state on oath that the representations made herein are true, complete, and correct.

Providing false information on this form is a violation of Arkansas law and is punishable as set forth in Atkansas Code Annotated §

5-53-103.

Signature of Applicant/Employee Date

B s T L T L T s L e L L e e e e e e e T e e e S e S e S e e e T S T T e b e e s R s

FORARKANSAS STATE POLICE ONLY
82005 Civil Records Check 80007 & 80006 National Records Check

DPSQA- Criminal/National Record Check {LTC) (04/2023)



. ARKANSAS DEPARTMENT OF HUMAN SERVICES
AUTHORIZATION FOR ADULT MALTREATMENT CENTRAL REGISTRY

Print all information in ink

Name Date of Birth

Maiden and/or Any Names Formerly Used Social Security Number

Current Address (Street, City, State, Zip)

List all previous addresses for the past five years Dates (From/To)

| authorize Department of Human Services/Adult Protective Services to release information from
the Adult Maltreatment Central Registry in accordance with Arkansas Code [ACA 12-12-1717]
to:

Name Agency type:
] Volunteer (no charge)
ARKANSAS HEALTHCARE PERSONNEL | LJ  Non-Profit (no charge)
[J state Agency (no charge)

2

Mailing Address (Street or PO Box,City, State, Zip) All Others ($10.00 Fee)

425 N. UNIVERSITY AVE.
LITTLE ROCK, AR 72205

| further certify that the information provided on this form is true and correct.

‘Signature Date

Notarization Required

COUNTY OF

STATE OF ARKANSAS

Acknowledged before me this day of , 20

(Notary Pubilic) {My Commission Expires)

The above listed applicant was fwas not found in the Adult

Maltreatment Central Registry.
Adult Protective Services — Slot W240
Adult Maltreatment Central Registry
PO Box 1437
Little Rock, AR 72203

APS-0001 (05/09)




Authorization for Release of Confidential Information
Contained Within the Arkansas Child Maltreatment Central Registry

I hereby request that the Arkansas Child Maltreatment Central Registry, PO Box 1437, Slot S 566, Littde Rock, Arkansas 72203, release any information
their files may contain indicating the undersigned applicant as an offender of true report of child maltreatment.

Arkansas law now permits Central Registry to charge a fee for child maltreatment backgromnd checks, investigative files, photos, audio and video
rccordmgs This fee applies to everyone except potential employew, non-profit organizations and indigent persons. This request will be processed if you
return it to us with a chec] ny r for fe to the Departmen Services. We are unable to accept cash. If you feel that

you should not have to pay thls fee, please provideus thh your proof of 501C3, Pleaseallow 7-10 business days for processing.

This informasion should be addressed to:
(Please incimde a contact perscn’s name and phone numbey.)

Name of Person Making the Request: Angie Miller
Company Name: Arkansas Healthcare Personnel

Address 425 N. Universjty Ave., Little Rock, AR 72208
(Inciude Post Office Box and Street Address)
Telephone Namber: 501-666-1825 Fax Number: 501-666-8544

1 understand that the name of any confidential informants, or other information which does not pertain to the applicant as
alleged perpetrator, will not be released.

Applicant’s Name (print or type) Social Security Number

Maiden Name/Aliases Race Age DOB

Child’s Full Name, DOB, and Social Security Number Child’s Full Name, DOB, and Social Security Nﬁnber
Child’s Full Name, DOB, and Social Security Number Child’s Full Name, DOB, and Soéial Security Number

(Please provide the last ten (10) year)
Present Address:

From to From to
From 1o, From,_ to
Applicant’s Signature Bate
County of State of Arkansas Acknowledges before me this day of
20 . My commission expires:
Notary Public

Updated 04/08/2014



Proof Of 5 YR Residency
wwnan MyDMV.Arkansas.Gov

1, _ give Arkansas Healthcare Personnel, Inc. my
permission {o access my DMV record through www.MyDIMV.Arkansas.gov to
provide Proof of 5 Year Residency.

Last Name: Date of Birth N

Driver’s License, Permit, or 1D Number;

Last 5 Digits of S5N:

} certify and affirm the information provided above is my information. }
understand it is uniawiul to knowingly submit false information and may be
punishable by up to one year in prison and for one year suspended driver's

license.

Signed: Date;

425 N. University o Little Rock. Arkansas 72205
1-800-959-4625 * 501-666-1825 » FAX 501-666-8544 « www.ahpnurses.com

ARKANSAS HEALTHCARE PERSONNEL



