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As a service to member counties, CORSA created the HR Toolkit to assist in the ef
application of workplace policies and procedurg&se sample forms and documents are |
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EXPLANATORY SECTION

The following information is intendedto aid the evaluatorwhen filling out an
evaluation form. Pleasetake the time to becomefamiliar with the evaluationform and
understandhll thatis expectedodf you in completingan evaluationform. If you haveany
guestionscontactyour supervisar

Who performsthe evaluation®
The primary supervisoon eachshift shall completethe evaluatiorform. If, because
of shiftrotationsor work assignmenthangeswo or moresupervisorslirectedtheemployee

during the appraisalperiod, all the supervisorshouldcollaborateon the evaluation,even
thoughonly thecurrentsupervisomay meetwith theemployee.

Othertypesof appraisaimay be usedbut are strictly optional. Theseinclude self
appraisalwherethe employeeevaluateshimself prior to meetingwith the supervisorand
the supervisorand the employeereview and compare perspectives.The supervisor,
however,makes the final determinationPeerappraisalis anotheroption. The supervisor
may seekthe input of employeesvho work directly with the employeebeing evaluated.
Supervisorsnaywantto use subordinat@ppraisalywheretheemployeesatethesupervisor.

When are comments on the attributes needed

For any rating otherthana i 8@ meetse x p e ¢ t artekptamatorycommentis
required. Theseexplanationsshouldinclude specific accountsof why the employeefalls
shortof expectation®r exceedshem.Examplesof acceptablendunacceptableomments
follow:

Unacceptable

Caroldoesgoodwork.
Carolis notdependable.
Caroldoesnotleadby example.

Acceptable

Every day when | leave the office, | walk pastC a r alésk. Bverything always
seemdo beorderlyandin place.This behaviorhasbeenconsistenthroughouthe year.

| have confided in Carol several times last year about managerialdecisions.
However, each time she has betrayedthis confidenceby speakingto the pressand
coworkers.Also, after each leak, Carol was counseledand documentatiorwas placed
in herfile.



I hedescriot herati I for?

Theseare usedas guidesto give the evaluatora better understandingf what is
to be expected.The useof the termssuchas minimal or excessiveshouldbe viewed in
relation to departmentalveragesr norms.The descriptorsare offeredto provide some
consistencyn the interpretation.

hatis | foratt o 1 Lati

This averagescore replaceswhat was used beforeas i o v e atl illin the
employeefails to achievean averagescoreof 3, that employeewill be counseledwith
written documentatiorplacedin thee mp | o filee B & tsend of falling below what is
expectedof the employeeis established,then disciplinary action is started through
progressiveaction.

If the averagescoreis 4 or above,thena letter of exemplaryperformancewill be
issuedto theemployeeThis letterwill remaininthee mp | o pesa@ndetle.

How often is the employee evaluated

Theattachedorm is usedfor all employeesndis to becompletedby thesupervisor.
This evaluationform is then usedin the annualreview. There are two exceptionswith
this evaluationsystem: (1) Probationaryemployeeswho are evaluatedbi-monthly, and
(2) Transfer of the employeefrom one division to another. When an employeeis
transferredfrom one division to another,his or her immediatesupervisorevaluatesthat
employeefor the time spentundertheir command.The evaluationform is transferredto
the newdivision commandewithin thirty daysof transfer.

How is the annual review conductd

Eachraterwill evaluatethe personneimmediatelyundertheir supervision. These
evaluationswill be completedin the month of Octoberof eachyear.
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Duty Position Attendance

Attendsmeetingsattendsspecialevents maintainaminimumhours,attendsequiredtraining.

Score Descriptors

10 BelowExpectations Frequently misses meetings. Frequently absent from
special events. Misses required hours of training. Does
not putin minimumhours.

20 SomewhaBelow Expectation Occasionallymissesmeetings.Occasionallyabsentfrom
special events. Misses required hours of training. Does
not putin minimumhours

30 MeetsExpectations Attends required hours of training. Attends meetingsas
assigned Attends specialevents.Presentand on time at
specialevents Putsin minimum hours.

40 SomewhaExceed<€xpectations Attendsrequiredhoursof training per year.Volunteersto
work extra timePresenfindon time at specialevents.
58 Exceed<xpectations Attends more than required hours of training per year.

Volunteersto work extra time. Presentand on time at
specialevents.

COMMENTS:

Quiality of Work

Demonstrates ability to perform work skills accurately and completely with a minimum of
errors. Complies with departmental rules, policies and standards.

Score Descriptors

16 BelowExpectations Work is consistentlylate,inaccurateandincomplete.
Importantassignmentare overlooked.

20 SomewhaBelow Expectation Work is occasionallylate, inaccurateandincomplete.
Importantassignmentareoccasionallyoverlooked.

30 MeetsExpectations Work is accuratecompleteandorganized.

49 SomewhaExceed€xpectations Work is accurate,complete, and organized. Suggests
alternativeways to completeassignmentghat are more
efficient.

58 Exceed€xpectations Work showsa high degreeof thoroughnesandaccuracy.
Reviews work results and makesrevisions toimprove
quality. Suggests and develops alternative ways to
complete taske/hich save timeandresources.

COMMENTS:




Written Communication Skills

Demonstrateghe ability to completeforms or other job-relatedreportsin a clear and
concise written style. Written communicationsand correspondencés organized,easy

to follow, and appropriate.

Score

Descriptors

10 BelowExpectations

Forms and reports consistentlycontain numerouserrors
and are incomplete. Reader has much difficulty
understanding the contents of the report. Written
communications usually require correction and
clarification.

20 SomewhaBelow Expectation

Forms and reports occasionallycontain errors and are
occasionally incomplete. Although the report may be
disorganizedthe readeris ableto understandhe content.
Occasionallyequirescorrectionandclarification.

30 MeetsExpectations

Forms and reports are predominantlycorrect, complete,
and easyto understand Rarely requires correction and
clarification.

40 SomewhaExceed<€xpectations

Formsandreportsarecorrect,complete andeasyto
understandNo correctionsor clarificationis needed.

58 Exceed<xpectations

Forms and reports are correct, complete, and easy to
understand.No corrections or clarification is needed.
Providesdetailed descriptions.

Care of Equipment and Workplace

Demonstrates proper use and care of all ccontyed equipment. Maintains clean and

orderly work place.

Score

Descriptors

16 BelowExpectations

Demonstratesa general carelessattitude towards
countyequipmentndwork placethatinterfereswith
ability to completeassignments.

28 SomewhaBelowExpectation

Demonstratesa general careless attitude toward
county equipmentand work place, but is able to
completeassignments.

30 MeetsExpectations

Almost alwaysavoidsunnecessaryaste,wear, or
damagedo equipmentWorkspaces neatandclean.

49 SomewhaExceed€xpectations

Demonstrates care with all countyowned
equipment.Maintains an organizedwork areathat
enhancedis/herability to completeassignmentsn
atimely andefficientmanner.

58 Exceed€xpectations

Demonstrates care with all countyowned
equipment.Maintains an organizedwork areathat
enhancedis/herability to completeassignmentsn
a timely and efficient manner. Offers suggestions
that enhancethe tidiness and neatnessof the
organization.Utilizes equipmentin a cost efficient
manner.

COMMENTS:




ProfessionalEthics

Followsthroughwith commitmentsDemonstratetoyalty to the Countyorganization.

Score Descriptors

10 BelowExpectations Speaksagainstmission statementExhibitslow
professionagthics.

20 SomewhaBelowExpectation Occasionallyspeaksagainsimissionstatement.

30 MeetsExpectations Generally follows through with commitments.
Exhibitsacceptegrofessionaéthics.

43 SomewhaExceed€xpectations Hasahigh level of commitmentandis a good
representativef the Employer

58 Exceedxpectations Promotes mission  statement. Represents
organization in an outstandingmannerin the
communityand the County. Exhibits high personal
ethics.

COMMENTS:

Interpersonal Skills

Provides ongoing feedback and supportsmookers. Demonstrates the ability to be consistently
responsive to the needs and concerns of public, subordinates, peers and superiors. Includes receptivity
to suggestions from others in a roisruptive fashion.

Score Descriptors

10 BelowExpectations Argumentative and disruptive. Usually a poor
listener.Sometimesliscourteouso the public.

28 SomewhaBelowExpectation Negative approachto workers, fellow employees,
andpublic.

30 MeetsExpectations Getsalongwith co-workers,supervisorsandis
courteougo thepublic.

45 SomewhaExceed€xpectations Positiveapproacho work, employeesandpublic.

50 Exceedfxpectations Always hasa positive and helpful attitude towards
work andthe public.

COMMENTS:




Appearance

The personalimpressionan individual makeson othersas determinedby the respective
d e p ar t stardartds@Co®nsidercleanlinessgrooming, neatnessand appropriateness
of dresson thejob.)

Score Descriptors

10 BelowExpectations Very untidy, lacking hygiene, does not maintain
clean uniform or clothing. Shoes/brass need
polished.

26 SomewhaBelowExpectation Sometimesuntidy and careless about personal
appearance.

30 MeetsExpectations Generally neat and clean; satisfactory personal

appearance.Clothing/uniform is pressed. Shoes,
brassandwebgeararecleanandpolished.

49 SomewhaExceed€xpectations Careful about personal appearance. Dresses
appropriatehfor positionandsituation.
58 Exceedxpectations Unusuallywell groomed;very neat.Always dresses

appropriately for position and situation. Never
needso betold to cleanuniform/clothingorto polish
brassor shoes.

COMMENTS:

DecisionMaking Skills

Makes sound, timely decisions, Uses discretion and sound judgment in safeguarding of
confidential information. Demonstrates use of comrsense, resourcefulness, or originality
in handling or resolving neroutine, workrelated problems

Score Descriptors

10 BelowExpectations Indecisive. Cannotdeterminewhat information is
neededo makeadecision.

20 SomewhaBelowExpectation Will askfor assistancevhentheanswetis obvious.

30 MeetsExpectations Able to collect pertinentinformation in making a
decisionDemonstratesommorsense.

48 SomewhaExceed$xpectations Makesa decisionwhenthe solution isobvious.Will
askfor adecisionwhenanswelis notclear.

58 Exceed£xpectations Almost always collects pertinent information in
making a decision. When appropriate, uses
participativedecisionmaking style. Makes a timely
decisiorwhenappropriate.

COMMENTS




Oral Communications Skills

Communicatesn an open,candid, consistentmanner.Presentsrerbal ideasand issuesin
their simplestform. Ability to expressideasclearly and concisely,give instructions,state
andrelay information.Receivesandsendamessaget the public appropriately

Score Descriptors

10 BelowExpectations Constantlyrequestlarificationor requiresrepeated
instructions.

20 SomewhaBelow Expectation Frequentlyrequestsepeatectlarification or instruction.

30 MeetsExpectations Asks for clarification when direction is unclear.
Accuratelycommunicatefstructionto others.

48 SomewhaExceed€xpectations Seldomrequiresclarificationor instruction.

508 Exceeds€xpectations Always speaksclearly and concisely. Demonstratesan
ability to interpretwhat peopleare saying and additional
communicationskills.

COMMENTS:
Job Knowledge

Score Descriptors

16 Below Expectations Work is predominantly completed with errors due
lack of knowledge of policies, procedures, rules
regulations. Fails to acquire or seek clarification
policies.

20 Somewhat Below Expectation Occasionally completes work with errors due to |

of knowledge of policies, procedures, rules a
regulations. Seeks clarification when uncertain.

30 Meets Expectations Rarely completes work with errors due to lack
knowledge of policies, procedures, rules 3
regulations. Seeks clarification whenncertain.
Demonstrates knowledge of policies, procedures,
use of equipment required to complete assigned

related to his/her position.
Appliesskills andknowledgein a thoroughand

comprehensivenanner.Utilizes organizationabnd
literature resourcedo researchand analyzework-
relatedproblems.

49 Somewhat Exceeds Expectation

58 Exceeds Expectations Demonstrates mastery over all skills required
his/her position. Utilizes organizational and literat
resources toresearch and analyze werkelated
problems. Seen by others as an expert and resou

COMMENTS:




OPEN-ENDED QUESTIONS

Identify your strengthsandcompetencies.

What development needs do you perceive?

What training would you like to obtain this year?

Indicate your career track, what interests you the most?

Employ 6s Goal s and Objectives:

Employee Comments:
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SIGNATURE PAGE

Signature of Employee

Date
Signature of Evaluator.

Date
Signature of Director:

Date
Signature of Appointing Authority :

Date
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[date]

Name
Address
City, StateZip

RE: Administrativel eave

Dear

Please be advised that [name of employer] is conducting an investigation into
allegations of potential misconduct. Consequently,you are hereby placed on paid
administrative leave pursuantto [policy or contract section, if applicable]. Your
placementon paid administrative leaveis effectiveimmediatelyandshall continueuntil
the completionof theinvestigation.

During the period of paid administrativeleave, you are requiredto remain availableto
answer any inquiries betweenthe hoursof (normal working hours)You arenot to come
on the premisesor contact[name of employer] employeesduring their working hours
absentprior approvalby [nameof supervisor].You arenotto discloseany detailsof the
investigation to any party, other than a personal legal representativeor union
representativeSimilarly, youarenot toconductany work for, or otherwisehold yourself
out to representthe, [name of employer] absentprior approvalfrom [supervisor].

If you have any questions orcomments,pleasedo not hesitateto contact [name of
supervisor].

Sincerely,

12



ADMINISTRATIVE PROCEEDINGS RIGHTS

You areto beadvisedof thefollowing:

1.

Any admissionmadein the courseof this internal investigationmay be usedas the
basisfor chargeseekingyour removal,dischargeor suspension.

You havetheright to havea representativef your choosing tde presentwith you at
this hearing, interrogation or examination and you may consult with him/her.
However,therepresentative has right to speakattheinterview.

You will begivenareasonabléime to obtainarepresentativef your ownchoosing.

You have no right to remain silent. You will truthfully and completely answer
guestions.You are advisedthat your statementsor responsesonstitutean official

internalinvestigation.You will be askedquestionsspecificallydirectedand narrowly
related to the performanceof your official duties or fithess for office. This
investigationshould not in anyay be construedas acriminal investigation.

If you refuseto answerquestionsyou will be orderedby a superiorofficer to answer
thequestions.

If you persistin your refusalto answerquestionsafter the order,you are advisedthat
suchrefusal constitutesinsubordinationand a violation and will serveas a basisfor
your discharge.

You arefurther advisedthat by law any admissionmadeby you during the courseof
this hearing,interrogationor examinationcannotbe usedagainstyou in a subsequent
criminal proceeding.

The undersigneterebyacknowledgeshathe/shevasinformedof theaboverights.

SIGNATURE

WITNESSES

DATE:

TIME:

13



INTERNAL COMPLAINT FORM

Name of complainant:

Position title (if employee):

Address (if noremployee):

Date of Incident:

Is this a complaint of discrimination and/or harassment? If so, please tell us the
type of discrimination/harassment alleged (check all that apply):

| Racial | Religious | sex | National Origin
| color | Disability | Age | Harassment

| Other, pleasexplain:

Name(s) of individual(s) involved in the alleged incident:

What occurred? Describe the nature of your complaint (add attachment if more

space needed):

Where did the incident occur?

14



10.

Please describe any adverse employment action which you believe has resulted from

the alleged incident, if any:

Potential Witnesses:

Are there any other incidents involving this individual in which you either withessed

or were involved?

What remedy are you requesting?

Name Date

15



- Risk Shari \uthori [:l.:::EE;;
T T E | Topics To Train Y E | N

Whether it be conducted to promote a more happy and efficient workplace, or to manage the risk

of lawsuits, it is imperative to regularly conduct training in the areas of employment law with your staff,

managers, and human resource professionals. This training should be conducted in addition to the

distribution of written employment policies to all employees at the time of their hire. In response to several

requests from our members, and based upon our experience, we provide the below table which sets forth

the top ten employment topics about which we recommend regular training, as well as the frequency of
such training.

Staff Managers = _H.R.

q K _discriminati | non-retaliation:

(1) prohibition and reporting mechanism for staff, (2) enforcement for managers/H.R.

Annually Annually Annually

q i fical : ith Disahilifi

N/A Annually Annually
q kol E includi lations;

Annually Annually Annually

for safety sensitive for safety sensitive

Every 3 years Every 3 years

for non-safety sensitive for non-safety sensitive
1 FEair Labor Standards Act

N/A Biennially Biennially

q I I . .
Biennially Biennially Annually

q ivil ice | ) : ified designati | )
N/A Every 2-3 yrs Biennially

q . . lusi | Confli
Every 2-3 yrs Every 2-3 yrs Every 2-3 yrs

N/A N/A Biennially

N/A Every 2-3 yrs Biennially

q o iscinli luati | . , |
N/A Every 2-3 yrs Biennially

All questions and requests for assistance with regard to the above recommended training are welcome and should be
directed to: CORSA Risk Control Manager John Brownlee, ARM-P at (419) 428-2189/jbrownlee@ccao.org.

16
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CHECKLIST FOR DISCIPLINE OF CLASSIFIED EMPLOYEES

ThereareSufficientArticulable Factsto Supporta DisciplinaryAction

T
T

Therehasbeenanadequatenvestigation.
Thereis documentation teupportdiscipline.

The Employeewas Afforded &reDisciplinary ConferencdPrior to theDisciplinaryDecision

= =4 =

Theemployeewvasgivenanoticeof thechargesandanopportunityto respond.
Theemployeewvasaffordedaright to haveanattorneypresentatthe conference.
If applicable theemployeewasaffordedaright to a Union representativatthe
conference.

An O.R.C.124.340rderwasProperlyServedandFiled

E ]

SPBRform ADM 4055 should beised: http://pbr.ohio.gov/pdf/12840rderFillin.pdf
The form must statethe statutoryreason(category)for the discipline: as contained
in O.R.C. 124.34.

Theform mustadvisethe employeeof theright to appeal. The secondoageof the
SPBR form adviseghe employeeof theright to appeal.

Two copiesof the form must contain original signaturesof the appointing authority.

ServiceUpon theEmployeeof Discipline

= =4

= =4

Onecopy of the form containingthe original signatureof the appointingauthority
must be servedupon theemployee.

Theemployeemust beservedon orbeforethe effective dateof the disciplinaryaction.
Theemployeemaybeservedby personablelivery, certified mail returnreceipt
requested,or by leavingit atthee mp | o yseakeSidencavith anadult.

If servedby mail, the serviceis completewhen the return receipt is signed by
the employee.

Follow instructionson SPBRform ADM 4055

Appointingauthoritymust maintairanoriginal

17
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FLOW CHART FOR DISCIPLINE OF NON-UNION PUBLIC

EMPLOYEES

Z

accuracyof reports* (Garrity, Piper)

Z

Receive informationhatmisconducthasoccurred

Conductinvestigationinto thetruthfulnessand

Determine whethesvidenceexiststhatthe misconductctually

occurred

Z

Determinethechargeghatapplyto thee mp | o miscendusi
Keepin mind thee mp | o goesttudienarights(e.g.Speech,

Religion,Association)

Z

Sendnotificationof the chargego theemployeeandschedulea pre-
disciplinaryconferencewheretheemployee willhavea meaningful

opportunityto respond

Z

Conductthe pre-
disciplinaryconference
(Loudermill, Garrity,
Piper)

Z

Make a determinatiorof whether disciplines appropriateand,if so, the

9 Examination of reports

1 Interview of Witnesses

1 Interview of the Employee

9 Surveillance

1 Review of the applicable
standard of conduct such as a
policy manual

9 Other

amount ofdiscipline thatis appropriate.

Z

Notify theemployeeof the sanction

Vs

Z

File a§ 124.340rder.

Someof theseproceduresnaybe
unnecessarfor probationary
employeesR.C.§124.27
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LAST CHANCE AGREEMENT i CLASSIEIED CIVIL SERVANT SAMPLE LETTER

[DATE]

EMPLOYEENAME
ADDRESS

RE: Last Chance Agreement
Dear

You are being offered this LAST CHANCE AGREEMENT in lieu of immediate disciplinary
action, which would likely lead to your termination. Pursuant to Ohio Revised Code Section
124. 34(E), fAa | ast chance agr eemeningauth@itgns N :
and an officer or employee of the appointing authority that describes the type of behavior or
circumstances that, if it occurs, will automatically lead to removal of the officer or employee
without the right of appeal to the state personmebbr d of review é. 0 [ | f
this LAST CHANCE AGREEMENT, a prdisciplinary conference will be scheduled and
discipline will be imposed. / If yoahoosenot to sign this LAST CHANCE AGREEMENT, | will

render a decision on your pdésciplinary conference helon |

Description of Misconduct

Your actions constitute a violation of the. Empl oyerds policies
cause for discipline in accordance with Ohio Revised Code Section 124.34. Nevertheless, | have
determined this LAST CHANCE AGREEMENT shall be offered in lieu of the implementation of
further disciplinary action. Pursuant to this LAST CHANCE AGREEMENT, you agree to the
following: constitute cause for discipline in accordance with Ohio Revised Catier5&24.34.
Nevertheless, | have determined this LAST CHANCE AGREEMENT shall be offered in lieu of
the implementation of further disciplinary action. Pursuant to this LAST CHANCE

AGREEMENT, you agree to the following:

1. [You shall serve an unpaid suspemsad (__)days/Asuspensionof () days
will be placed in your personnel file although you will be required to work during the
period of the suspension. ]

2. You shall refrain from committing any offense listed in Ohio Revised Code Section
12434 ad any disciplinary offenses as |1i st
(copies of Ohio Revised Code Section 124.34.

3. [ IF APPLICABLE As a condition of continued employment with Employer, you agree
to participate in an alcohol/drug treatment prograppraved by Employer. You agree
to complete any and all therapy, counseling sessions, or other course of action prescribed
by a physician or therapist associated with the treatment proghaon. providing proof
of successful completion of the prescribedrsewf therapy, you shall provide Employer
with certification of same from the treating physician or therapist.]
4. [IF APPLICABLE You agreethat you may be required to submit to random
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alcohol/drug testing without any further need for reasonablesuspicionon the part
of Employer. This paragraphdoesnot preventEmployerfrom requiring you alsoto
submitto any alcohol/drugtestthatis baseduponreasonable suspicion.]

5. You agree thayouwill beterminatedmmediatelyif anyof thefollowing occurs:

a. [IF APPLICABLE It is demonstrated you have alcohol/drugs in your system
during your normally scheduled work hours. ]

b. You engage in any actions that would subject you to discipline under Ohio
Revi sed Code Secti on RePsdnneB Roliciesr andt h e
Procedures;

c. [IF APPLICABLE You fail any alcohol/drug test administered by the Employer
or its agents]

d. [IF APPLICABLE You fail to successfully complete the course of therapy
prescribed by a physician or therapist associated Wwehapproved treatment
program. |

You will continueto be subjectto applicableprovisionsof Ohio law, including, but not limited

to, Ohio RevisedCode Section124.34. You will continueto be subjectto theEmp | oy er 6's
policies and rules, including, but not limited to, the Employee Handbook. Thus, nothing
containedherein constrictsthe authority of Employer to disciplineyou in accordancevith

Ohiolaw andits policies,up to and includingtermination for reasonotherthanthosestated

in thisLAST CHANCE AGREEMENT.

If you arefoundto haveviolatedthe termsthis LAST CHANCE AGREEMENT, you will be
immediately terminated. If terminated pursuantto the terms of this LAST CHANCE
AGREEMENT, you herebywaive anyandall rights to appeal,grieveor otherwisechallenge
your termination,as well as all due processrights including, but not limited to, a pre

disciplinary hearing. While you may appeala termination under this LAST CHANCE
AGREEMENT to the StatePersonneBoard of Review, that agencywill only determineif

you violatedtheterms ofthis LAST CHANCE AGREEMENT.

| UNDERSTAND ANDACCEPTthis LAST CHANCE AGREEMENT.

| DECLINE this LAST CHANCE AGREEMENT and agreeto proceedwith
disciplinary actionatthistime.

Employee Signature Date
BY:

Employer Date

20



Dear

This is to inform you that you are being laid off from your position of

due to (lack of work, lack of funds or job abolishment). Your retention points have
been calculated as . This lay off is effective fourteen (14) days from the date of this letter or
is handdelivered or 17 days after being sent certified mail retureipé requested.

You may have the ability to displace an employee who has fewer retention points in a lower
classification. You must advige writing within five (5)days of the date of this letter if you wish
to exercise any displacement rights you rhaye.

You may appeal this lay off to the State Personnel Board of Review, 65 E. State Street.,

12th Floor, Columbus, Ohio 43215, in writing, filed or postmarked within ten (10) days of the date
of this letter.

You will be placed on a recall list and youllwetain recall rights for one year from the
date of the lay off. During this time it is your responsibility to make sure that the agency has a
current address at which you may be contacted. Failure to maintain a current correct address may
cause you todse your reinstatement rights.

If you request it, a copy of O.A.C. 12341 will be provided to you.

Your final pay check will include payment for @arnedunused vacation, personal leave
and compensatory time.

21



PERFORMANCE IMPROVEME NT PLAN

EMPLOYEE: DATE:

Define the area for improvement

Describe the observed performance or behavior:

Consequences and/or negative impact of performance or behavior. Why does this levepefformance not meet the
standards for effective practice?:

What action needs to take place to establish the needed change?

Detailed objectives to be accomplished:

Performance Expectation Date To Be Date of Performane If Expectation Not Met,
Completed By| Progress Expectation Identify Next Steps
Check Met?
Meeting Y/N
Date

Plan reviewed and accepted by employee:

Empl oyeeds Signatur

Date

Review completed by supervisor:
Supervisor's Signature

Date

Performance Plan reviewed by:
Depart ment Manager 6

CHECK ONE:
[ ] Performance Plan satisfactorily completed on / /
[ ] Corrective Action Required

Failure to meet and sustain improved performance may lead to further disciplinary action, up to
and including termination. Corrective action may be taken in conjunction with, during, or after
the performance plan.

22



NOTICE OF PRE-DISCIPLINARY MEETING
EMPLOYEE NAME

This notice is provided to you to advise that agiseiplinary meeting will be held &ME at PLACE on

DATE to provide you with an opportunity to respond to the following allegations of misconduct:

(Insert allegations of misconduct here)

You have the right to:

1. Appear at the meeting to present an oral or written statement in response to the charges;

2. Appear at the meeting and have a chosen representative present an oral or written stateampemse
to the charges; or

3. Elect, in writing, to waive your opportunity to have a-gisciplinary meeting.

Failure to respond or respond truthfully may result in further disciplinary action.

At the meeting you will have theportunity to respond to the disciplinary charges. You may present written
statements or documents, which you believe, support your position. You may be represented by any person
you choose, whether such individual is an employee or not. You do nothwvight to call or cross
examine witnesses. No pdisciplinary meeting will be delayed more than twefttyr (24) hours to enable

your representative to attend.

A written report will be prepared after the meeting concluding as to whether or notetpedatonduct
occurred. A copy of this report will be provided to you.

The predisciplinary meeting will be conducted by
If you have any questions in regard to this procedure, please contact immediately.

Employee Acknowledgement: (initial each applicable statement)

| acknowledge receipt of a copy of this notice
| wish to attend the conference as detailed above

| wish to waive my right to a PsBisciplinary Meeting

Employee Signature: Date:

Witness Signature: Date:
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NOTICE OF PRE-SEPARATION CONFERENCE

This notice is provided to advise you thatpeeseparation conference will be held at

(time) at (location) on (date) to
provide you with an opportunity to respond
credible medical evidence exists indicgtihat you are incapable of performing the essential
functions of a [Job Title] and should be placed on an involuntary disability If it is determined

that you are incapable of performing the essential functions of [Job Title] you will be placed

on a involuntary disability separation with a right to reinstatement pursuant to OAC §123:1

30-04 [If the Employer has adopted an involuntary disability separation process delete OAC
8123:330-04 and insert cite Employer policy] for up to two years if substantialicak

evidence establishes that you are fit for duty.

You have the right to: (1) appear at the meeting to present an oral or written statement on

your behalf; (2) appear at the meeting and have your chosen representative present an oral or
written statemen on your behal f; (3). examine [ Emplo
perform the essential functions of the [Job Title] and/or your condition; (4). rebut the
evidence; (5). present evidence and/or testimony on your behalf; and/or (6) elect, in writing

to waive your opportunity to have a ggeparation conference. No ggeparation conference

will be delayed more than twentgur (24) hours to enable your representative to attend.

A written report may be prepared after the meeting concluding akdther or not you are
able to perform your essential functions of your position and whether your employment will
be separated. If prepared, a copy of this report will be provided to you.

As stated above, at the conference, you have the opportunity tndesp the potential
involuntary disability separation. You may be represented by any person you choose.

The preseparation conference will be conducted by

If you have any questions in regard to this procedure, please contact
immediately.

A copy was servedia certified mail on on this the day of
, 20

Service by (date)
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In response to the notification of mpgotential involuntary disability separation on
(date), | hereby waive my right to ageparation conference.

Employee Signature & Date
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Order of Removal, Reduction, Suspension,

State of Ohio

Department of Administrative Services Fine, Involuntary Disability Separation
— I

M

This will notify you that you are; D removed; EI suspended; ]:I suspended (working); D fined;
D involuntary disability separated; D reduced in pay, from your position of

and/or reduced to new position of

(if applicable)
effective

(date)

The reason for this action is that you have been guilty of (List relevant R.C. 124.34 disciplinary offense(s)).
(Section not applicable for involuntary disability separation.)

Specifically:

Notice of pre-disciplinary/separation hearing given to employee:

(date)
Pre-disciplinary/separation hearing held or waived:
(date)
Employee allowed to meet with employer: D Yes EI No
Order hand-delivered to employee:
(date, if hand-delivered)
If employee is suspended, list dates of suspension:
Signed at Ohio,
(city) (date)

Counter signature, It applicable Signature of Appointing Authority

Counter signature, if applicable Type Name and Title of Appointing Authority

Counter signature, If applicable Type Department, Agency, or Institution

ADM 4055 (Rev. 6-99)/PDF Important: See attachment for Employer and Employee Instructions.
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IMPORTANT INSTRUCTIONS TO THE APPOINTING AUTHORITY

{1} Actual signature means Lhat each Order served on the employes must contain
the actual signature of the Appointing Autheority.  Appointing Authority means the actual
appointing officer of the department ar agency as well as any approving officer or board
raguired by law. If the appoirtment of an employee requires the approval of a board or
commission. then a certified copy ol lhe resolution of such board or commission
approving lhe action must accompany this Order unless the actual signatures of the
members of the beard ar commission appear on the front of the Order served on the
employee.

(2) The Appointing Authorily must set forth in detail the particular acis and
circumstances constituting the offense{s) charged. Evidence presented on appeal must
be limited to that which relates to the charge(s) made; hence the Appointing Authority
must set forth the charges(s) broadly enough to encompass all the evidence the
Appointing Authority intends to offer, It is equally important that the Appeinting Authority
fully state the ground(s) for the acticn.

(3} The Appointing Autherity MUST provide an original of the Order to the employee
on or hefore the effective date. The date on which the Order is served is the date the
QOrder is delivered to the employee by hand cr to the employee’s lasl known mailing
address by certified United States mail. whichever occurs first.

IMPORTANT INSTRUCTIONS TO THE EMPLQOYEE

If vou wish to appeal this action, then you must file your written appeal with the State
Personnel Board of Review {SPER) at 65 East State Street, 12" Floor, Columbus, Ohio
43215-4213. Your appeal must actually be received and time-stamped by SPBR by
the tenth calendar day from the date this Order was served. For the purposes of
yvour appeal, the date on which this Order is served is the date the Order is delivered to
you by hand or to your last known mailing address, as maintained by your Appointing
Authority, by certified United States mail, whichever occurs first.  You may obtain
SPBR's Administrative Rules by writing the above office or by telephoning SPBR at
{614} 466-7046. You may also ablain the rules at SPBR's website at hitp://pbr.ohio.gov.

Example of deadiine to file appeal:

An employee is given a 40-hour suspension. The suspension is to begin on October 11
and run five working days through Octobar 15, The employee is served with the
forthcoming suspension Order on October 8 The employee has until October 18 to file
a written appeal (ten days from the date the employee was served with the Order).

Reminder: If vou are smployed by a municipalily or township thal has a civil service
carnmission, your agpeal lies with that commissian and not SPBR.

You may contact SPER at {614} 466-7046 regarding the above information or regarding
SPBR's jurisdiction ar you may visit our website at htip:/ipbr ohio.gov.
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STATE OF OHIO
STATE PERSONNEL BOARD OF REVIEW
Appellant

Name:

Address:

City: State: ZIP:

Telephone:

Email Address:

VS.
Appellee

Agency/Dept:

Address:

City: State: ZIP:

Telephone:

NOTICE OF APPEAL

Notice is hereby given that Appellant appeals to the State Personnel Béad@ef from the
Order or Notice of:

Removal Layoff Reduction in Pay or Position
Transfer Abolishment Fine
Investigation Reclassification Involuntary Disability Separation
Other: Suspension [{ one) Retaliatory Discipline: (J one)
Working Whistleblower
Non-Working OSHA
# of days

Which was received on (specify date):
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And which was effective on (specify date):

If Applicable

Attorney for Appellant:

Address:
City: State: ZIP:
Telephone: Fax:

Email Address:
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TERMINATION CHECKLIST
AT TERMINATION _
A.  Planningfor the Termination
Investigate andeterminghereasongor theterminationdecision
2. Policyshould explairwhois responsible foterminationdecisions

3. Have allterminationdecisions thoroughlyesearchetly legalcounselor
SPHR

4.  Determinef anypossibleclaimsexist orproblemsare present
Have twopersons preseunuringterminationdecision
6. Have documentatioof decisionandoutlineof exit interview prepared.
B. Severance
1. Isthisneeded?
a. Canavoidlitigation whenusedappropriately.
b.  Considerin all possibleADEA cases.
2.  Benefitsto employeeo consider:
Lump sum orsalarycontinuation?
Pay out sick and vacation?
Reference leér?
Provision for insurance and retirement benefits

Outplacement services?

-~ ® a0 T p

Company property returned?

Contest unemployment?

= «Q

Forgiveness of debt?

3.  Benefitsto Employer:

Waiverof reinstatemenrandfuture litigation
Releasef anyandall claimsagainsicompany
Confidentialityprovision
Non-competeclause?

Non-solicitationclause?

-~ ® a0 T p

Damagedor breachby employee?
4.  Always offer time for employeeto havelegal review of severance

conducted(requiredif employeas over40)
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5.  Always havethesepreparedy legalcounsel!
C. ExitInterview
1. Tips:
a. Be directandto thepoint (give businesseasorfor decision)
Advise employee thatecision idinal
Treatemployedairly andwith dignity
Avoid confrontation
Explainbenefits(COBRA notice)

Offer/explainseverancéif applicable)

-~ 0o o o T

Keepmeetingshort

> @

. Include witnesseduringinterview
UnemploymenCompensation
1. Remembeitthat you may still incur costseven after an employeeis
terminateddueto thee mp | o reaeiptd sSnemploymentompensation.
2. Purpose of Unemploymentis to serve as a i s a fneettfgy the
unemployedindividual who is activelyseekingemployment.The program
is designedo be pro-employee.
3.  Unlessemployercanprovei j « satu foretlieir removalof the
employee the employee willbe entitledto benefits.

4.  Hearingdast45 minutes
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Meeting With: Date:

Meeting Conducted By

Introduction:
Apprecate EEs time & cooperation.
Nature of what we are investigating.

Matter under investigation is serious, and the department has a commitment/obligation to
investigate this claim.

No conclusion will be made until all of the facts have been gathered andethaly

Any attempt to influence the outcome of the investigation by discussing it with others, retaliation
against anyone who participates, providing false information or failure to be forthcoming can be
the basis for corrective action up to and includimgnteation.

Foundation Questions:

1. Who committed the alleged inappropriate behavior?

2. What exactly happened?

3. How did you react?

4. Did you ever indicate that you were offended or somehow displeased by the act or offensive

treatment?

5. When did théncident occur or is it ongoing?

6. Where did the incident occur?

7. Who else may have seen or heard the incident?
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8. Have you discussed the incident with anyone?

9. How has the behavior affected you and your job?

10. Did you seek any medical treatmentounseling as a result of the incident?

11. When did you first | earn of the Countyobs

provide a written copy of the policy and note below).

12. Is there anyone else who may have relevant information?

13. Do you heae any other relevant information?

14. What action do you want the agency/office to take?
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INTERNAL COMPLAINT FORM

1. Name of complainant:

Position title (if employee):

Address (if noremployee):

2. Date of Incident:

3. Is this a complaint of discrimination and/or harassment? If so, please tell us the
type d discrimination/harassment alleged (check all that apply):

| Racial | Religious | sex | National Origin
| color | Disability | Age | Harassment

| Other, please explain:

4. Name(s) of individual(s) involved in the alleged incident:

5. What occurred? Describe the nature of your complaint (add attachment if more

space needed):

6. Where did the incident occur?
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7. Please describe any adverse employment action which you believe has resulted from

the alleged incident, if any:

8. Potential Witnesses:

9. Are there any other incidents involving this individual in which you either witnessed

or were involved?

10.What remedy are you requesting?

Name Date
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Meeting With: Date:

Meeting Conducted By

Int roduction:
Appreciate employeebs time & cooperation.
Describe what we are investigating.

Matter under investigation is serious, and the department has a commitment/obligation to
investigate this claim.

No conclusion will be made until all of tiiacts have been gathered and analyzed.

Any attempt to influence the outcome of the investigation by discussing it with others,
retaliation against anyone who participates, providing false information or failure to be
forthcoming can be the basis for cotree action up to and including termination.

Foundation Questions:

1 Explain allegations that have been made.

1  What is your response to the allegations?

T If you believe the allegations are false, why might the complainant lie?

T Are there any persons who haedevant information?

1 Are there any notes, physical evidence, or other documentation regarding the incident(s)?

1 Do you know of any other relevant information?
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Form Mo. OEC-2016
OHIO ETHICS COMMISSION

FINANCIAL DISCLOSURE STATEMENT

This statement is to be filed in 2017

Please type or print clearly. See instructions for assistance with this page.

Financial information for calendar year 2016

—SECTION A. PERSOMAL CONTACT INFORMATION

Last Mame First Name Bl
Address City State Zip
County E-mail Address Phone

—SECTION B. STATUS (Check all that apply)

Candidate CANDIDATES: Please list the date of
‘Write-in Candidate the first election [primary, special, or
Elected to an office

general) when your name will appear

Appointed to an unexpired on the baliot.

term in elective office
Public Official Month [ Day
Public Employee | |

Vaoluntary Filer / Other

Year

2017

FOR OFFICIAL USE OMNLY

— SECTION C. PUBLIC POSITION, OFFICE, OR JOB

Position,/Title [Example: council member, sheriff, board member, or job title) Seeking
| Hald
Held
Public Entity you serve in 2017, served in 2016, or will serve if elected
| |
Public Salary: Start Date: End Date:
Uncompensated Month| Day Year Month | Day ‘Year
Less than 516,000 | | | | | | | | | |
416,000 or more
—SECTION D. ADDITIOMAL PUBLIC POSITION, OFFICE, OR JOB
Position/Title [Example: council member, sheriff, board member, or job title) Seeking
| Hald
Held
Public Entity you serve in 2017, served in 2016, or will serve if elected
Public Salary: Start Date: End Date:
Uncompensated Month | Day Year Month | Day Year
Less than 516,000 | | | | | | | | | |
416,000 or more

FOR OHIO ETHICS COMMISSION USE OMLY

[] walk-in [ | Filer has answered every required question.
|:| Inter Office | | Filer has not answered these questions:

[] Mo Check

Rev'd by:

Date incomplete form

returned to filer:

Date completed form

returned to OEC:

Page 1of 4
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1. SOURCES OF INCOME - ALL FILERS MUST ANSWER THIS QUESTION:

[] 1have no sources of income that | am required to list.

{For help, see instructions page 4)

Source of Income

Amount*

Service Provided (if required)

Dol =m B

* Check instructions to see whether you are required to disclose amounts of income.

2. SOURCES OF GIFTS - ALL FILERS MUST ANSWER THIS QUESTION:

l: | have no sources of gifts that | am required to list.

{For help, see instructions page 5)

Source of Gift Source of Gift
A D
B E
C F

3. NAMES OF SPOUSE RESIDING IN HOUSEHOLD AND ANY DEPENDENT CHILDREN - a1 ALERS MUST ANSWER THIS QUESTION:

l: There are no immediate family members whose names | am required to list.

Spouse Residing in Household

Dependent Children

4. NAMES OF BUSIMESSES - ALL AILERS MUST ANSWER THIS QUESTION:

{For help, see instructions page 5)

Dependent Children

(For help, see instructions page 5)

If you or anyone you listed in Question 3 owns or operates a business, list the name of the business.

l: There are no business names that | am required to list.

Business Mame

Business Mame

5. LAND [REAL ESTATE) IN OHID - ALL FILERS MUST ANSWER THIS QUESTIOMN:

l: | have no real estate that | am required to list.

{For help, see instructions page &)

Land [Real Estate) in Omio
(List address or, if address is unavailable, plat number and county)

You are not required to disclose your personal residence or real property held primarily for personal recreation.

Page 2 of 4
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6. CREDITORS OVER 51,000 - ALL FILERS MUST ANSWER THIS QUESTION: (For help, see instructions page ©)

[] 1 have no creditors that | am required to list.

Creditor Creditor
A D
B E
C F
7. DEBTORS OVER 51,000 - ALL FILERS MUST ANSWER THIS QUESTION: (For help, see instructions page 6)

[ 1 have no debtors that | am required to list.

Debtor Debtor
A C
B D
8. INVESTMENTS OVER $1,000 - ALL AILERS MUST ANSWER THIS QUESTION: (For help, see instructions page & and 7)
[] 1 have no investments that | am required to list.
Corporation, Trust, Business Trust, Partnership, or Association Mature of Investment
A
B
C
D
E
F
IF YOU MEED ADDITIOMAL SPACE, PLEASE ATTACH A SEPARATE SHEET.
9. OFFICES/FIDUCIARY RELATIONSHIPS - ALL FILERS BMUST AMSWER THIS QUESTION: (For help, see instructions page B)

[T 1 have no offices or fiduciary relationships that | am required to list.

Corporation, Trust, Business Trust, Partnership, or Association Office or Mature of Relationship

SKIP QUESTIONS 10 AND 11 IF YOU ARE OMLY REQUIRED TO FILE AS A:

+ College or university trustee + City, township, school district, ESC, or sanitary district
+ Candidate for a city, township, school district, or ESC official or employee serving in a position that is paid
position that is paid less than 516,000 a year less than 516,000 a year

10. FOOD OR BEVERAGES - ALL FILERS EXCEPT THOSE LISTED IN THE BOX ABCVE MUST ANSWER THIS QUESTION:

[ 1 have no sources of meals, food, or beverages that | am required to list. (For help, see instructions page B)
Source of Food or Beverages Source of Food or Beverages
A C
B D
Page 3of 4
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11. TRAVEL EXPEMNSES - ALL FILERS EXCEPT THOSE LISTED IN THE BOX OM PAGE 3 MUST ANSWER THIS QUESTION:

[] 1 have no sources of travel expenses that | am required to list. (For help, see instructions page 3)
Source of Travel Expenses Amount
A
B
C
D
E
F
12, NON-DISPUTED INFORMATION - AL state emy state officials and state board and commission members [except college and universi
trustees) are REQUIRED to answer Question 12, Al other filers should skip this guestion and go to question 13.
[] 1 have no informaticn that | am required to list. (For help, see instructions page 3)

Mon-Disputed Information

13. SIGNATURE - ALL FILERS MUST SIGN THE STATEMENT: (For help, see instructions page 10)
By signing this statement:
| swear or affirm that this statement and any additional attachments have been prepared or carefully reviewed by me,

and constitute my complete, truthful, and correct disclosure of all required information, and that the address listed on
page 1 is a correct mailing address.

* | acknowledge and understand that, among other potential violations and penalties, knowingly filing a false statement is
a criminal misdemeanor of the first degree, in viclation of Sections 102.02({D) and 2921.13(A)(7) of the Revised Code,
punishable by a fine of not more than 51,000, imprisonment of not more than six months, or both.

* | acknowledge and understand that filing a false statement may be grounds for removal from public office or dismissal
from public employment pursuant to Sections 3.04 and 124.34 of the Revised Code.

» | acknowledge that, in 2016, | served in, or in 2017, | am serving in or a candidate for, the position indicated on page 1 of
this statement.

If you have any questions before signing this form, please contoct the Ohio Ethics Commission at (614) 466-7090.

Before signing this statement, please review to make sure that you have answered each question you are required to answer.
If you have nothing to list in response to any question, check the box indicating that you have nothing to list. If the response

to any required question is omitted, the Commission will return the statement to you as incomplete. Any person who fails to
file a complete statement by the appropriate filing deadline will be assessed a late filing fee and may be subject to criminal

penalty.
Deliver completed statement to: Ohio Ethics Commission, 30 W. Spring 5t., L3, Columbus, OH 43215

My filing fee is: (For help, see instructions page 2)
[] Enclosed (check or money order payable to "Ohio Ethics Commission”)

[] Submitted Online

[] Included in my attorney registration fees (Judges, Magistrates, and Judicial Candidates Only)

| My public agency is required or has agreed to pay my filing fee.

YOUR SIGNATURE 1S REQUIRED HERE: Date:

Rev. 01-2047
Page 4 of 4
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OHIO ETHICS COMMISSION FORM NO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

PURPOSE OF FINANCIAL DISCLOSURE AND REQUIREMENT FOR DISCLOSURE

Filing a financial disclosure statement is part of the responsibility of choosing to hold or run for public office or
employment. The purpose of requiring public officials and employees to file financial disclosure statements is to increase
confidence in government and openness by: (1) Assisting public servants in identifying potential conflicts of interest; and
{2) Allowing citizens to become aware of the finandial interests of the officials and employees who serve them.

Filing an annual financial disclosure statement is required by law and Commission rule. [For more information on positions
required to file by Commission rule, click here ] Financial information must be completed for the entire preceding calendar
year. A person who leaves a filing position must file for the last calendar year in which he or she held the position. No
person is required to file more than one statement for any calendar year.

Electronic filing is available at disclosure.ethics.ohio.gov

WHO IS REQUIRED TO FILE A FINANCIAL DISCLOSURE STATEMENT?

Anyone who is elected, appointed to, or a candidate for the following elective offices:

* State elective office # School district board of education (in districts with a
* County elective office total student count of 12,000 or more)

* City elective office # Educational service center (ESC) governing board in
* State Board of Education an ESC with a total student count of 12,000 or more

Candidates for office should note that this financial disclosure statement is NOT the same as a campaign finance
report that is filed with the Secretary of State’s Office or county board of elections. This statement must be filed
regardless of whether the candidate raised or spent money for his or her campaign.

Anyone who is appointed to the following non-elective public positions:

* Member, state board or commission + Member, state retirement system board
# Appointed member, State Board of Education * Appointed member, ESC governing board in an ESC
* Trustee, state college or university with a total student count of 12,000 or more

Anyone who is employed in these public positions:

* State department director, assistant director, ®  All technical employees of the Casino Control

deputy director, or division chief Commission who perform an internal audit function
* Person in an equivalent rank to the above ® Administrator, Director of Investments, and Chief
state department employees Investment Officer, Bureau of Workers”
s Chief executive officer of a state board, Compensation
commission, or retirement system » State employees paid under Schedule “E-2" or “C”
+ Al state retirement system investment # President, State college or university
officers # Superintendent, Treasurer, or Business Manager,
* All professional employees of the Casino school district or ESC

Control Commission

Other Filing Categories: Other filers include members and employees of JobsOhio, entrepreneurs in residence
assigned by the LeanOhio office, members of some sanitary districts, and directors of community based correctional
facilities.

For more information, please visit ethics.ohio.gov or call (614) 466-7090. 1
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OHIO ETHICS COMMISSION FORM MNO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

FILING DEADLIMNES:

The disclosure statement must be received by the Commission, or have a U_5. postmark or date from a commercial delivery
service, by the applicable deadline. The filing deadline for disclosure statements is MONDAY, MAY 15, 2017, unless you
are filing for any of the following reasons:

Candidates: The disclosure statement is due for most candidates thirty days before the first primary, special or
general election when their names will be on the ballot. For write-in candidates, the statement is due twenty days
befare the first primary, general, or special election when their candidacy is to be voted on. For example:

Candidate in the May 2, 2017, primary election .. eeveeereeenreanee Monday, April 3, 2017
Write-in candidate in the May 2, 2017, primary Electlnn eeee Wednesday, April 12, 2017
Candidate in the November 7, 2017, general election {wh{: ha:. not

already filed as an incumbent or primary candidate) ......................... Tuesday, October 10, 2017
Write-in candidate in the November 7, 2017, general election (who

has not already filed as an incumbent or primary candidate) ............. Wednesday, October 18, 2017

Person Appointed to Unexpired Term in Elected Office: Within 15 days after being sworn in to office.

Person Appointed or Promoted to, or Employed in, a Non-Elective Filing Position after February 15, 2017:
Within 90 days of appointment, promotion, or employment.

FILING FEES:
Disclosure statements must be accompanied by a filing fee based on the position for which the person is filing.

State elected office holder or candidate .. 39500
State Board of Education member orcandidate ... ... 5 35.00
County elected office holder or candidate . S 60.00
City elected office holder or candidate .. SO 3 .- 0§ |
School district board of education member or candldate e 3 30,00
ESC governing board member ... SO . & I 1 1
School district or ESC superintendent, treasurer, or I::uusmess manager . eeeeeeeeeee 3 30,00
Bl OB BB S o ee e B0L0D

Filing fees can be paid by check or money order made payable to the Ohio Ethics Commission.

LATE FEES:
Any person who files the disclosure statement after the appropriate deadline is required to pay a late fee of 510 a day
for each day the statement is late. The maximum late fee is $250.

FAILURE TO FILE A DISCLOSURE STATEMENT OR FILING A FALSE DISCLOSURE STATEMEMNT:

Any person who fails to file a disclosure statement or who files a false statement may be subject to prosecution. R.C.
102.02|C) makes it a fourth-degree misdemeanor to knowingly fail to file a disclosure statement that is required by law.
R.C. 102 02(D) and 2921 13(A){7) make it a first-degree misdemeanor to knowingly file a false disclosure statement.

PUBLIC RECORDS:

Once filed, every disclosure statement is a public record. Most statements and their attachments are available for public
inspection. For security purposes, filers should NOT list or attach any of the following to their disclosure statements:
{a) social security numbers; {b) account numbers for bank, credit card, or investment accounts; or (c) IRS documents or
filings.

For more information, please visit ethics.chio.gov or call (614) 466-7090. 2
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OHIO ETHICS COMMISSION FORM NO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

STEP-BY-STEP INSTRUCTIONS

Electronic filing is available at disclosure.ethics.ohio.gov

SECTION A—PERSOMNAL CONTACT INFORMATION:
Fill in your name, preferred mailing address, county, phone number, and e-mail address. Your e-mail address will be used
to provide you with updates and notices about financial disclosure filings.

SECTION B—STATUS:

Check all of the appropriate boxes indicating your status—the reason you are filing this statement. For example, if you
are a county elected official who is running for a city elected office, you would check the box for “Candidate” and the box
for “Elected to an office.”

Check “Public official” if you are filing a disclosure statement because you have been appointed to a public board or
commission {such as a state board, university board of trustees, or board of a sanitary district).

Check “Public employee” if you are filing a disclosure statement because you are an employee of a state or local public
agency (such as a state department director, retirement system investment officer, or school district superintendent).

If you are a candidate, please list the date of the first primary, special, or general election in 2017 when your name will
appear on the ballot. If you are a write-in candidate, list the date of the first election at which voters can write in your
name on the ballot.

SECTION C—PUBLIC POSITION, OFFICE, OR JOB: Information about the public position for which you are filing a disclosure
statement.

List your public position or title, such as council member, sheriff, board member, or department director.

List the public entity that you serve in 2017, served in 2016, or will serve if elected. For example, if you are a city council
member, list the name of the city. If you are a county sheriff, list the name of the county. If you are a board member, list
the name of the board. If you are a department director, list the name of the department.

If you are a candidate seeking the position, check the “Seeking” box. If you are currently serving, check the “Hold™ box.
If you served in 2016 or 2017, and are no longer serving, check the “Held” box.

Indicate whether the position you hold, held, or are seeking is uncompensated, or check the box next to the salary category
paid for service in the position.

List the start date for the position you hold. If you are an elected official, list the start date for the current term. If you
were appointed to an unexpired term in an elected office, your start date is the date you were sworn in to the office. List
the end date for the position if there is an end date.

SECTION D—ADDITIONAL PUBLIC POSITION, OFFICE, OR JOB:

If you are required to file a disclosure statement for more than one public position, provide information for the other
public position here. If you are not required to file a disclosure statement for more than one public position, skip Section
D.

For more information, please visit ethics.ohio.gov or call (614) 466-7090. 3
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OHIO ETHICS COMMISSION FORM NO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

QUESTION 1—S0URCES OF INCOME: For more information, check out FAQS on Income

“Income” includes:
1. “Grossincome” as defined in the federal Internal Revenue Code (26 USC 61); and
2. Interest and dividends on all governmental securities, whether federal, state, or local.

Examples of “gross income” include compensation for services (such as salary), interest, rent, and pensions.

Most filers* must list every source of income, regardless of amount, that: (a) they received in 2016; or (b) any other person
received in 2016 for their use or benefit. Following each source of income, briefly describe the services you provided in
return for the income.

Another person has received income for your “use or benefit” if the source’s purpose for giving compensation to that person
is to provide it for your use or for your benefit. For example, if you are a beneficiary of a trust, the trust earns income for
your use or benefit. You must list the trust as a source of income and all sources of income received by the trust. For more
information about trust disclosure, see Advisory Opinion No. 2005-01.

If you are paid for your public service, include the public agency as a source of income.
You are not required to disclose:

A Your spouse’s income sources (although you may benefit from your spouse’s income, he or she usually does not
receive income for the purpose of providing it to you [see Advisory Opinion No. 75-036]); or

B. The names of clients, patients, or customers of your business or practice (simply disclose the business or practice).

Amount of Income: You must also disclose the amount of income you received from any source, IF:

1. The source is doing or seeking to do business with the public agency you serve; or
2. You earned the income because you provided goods or services to a legislative agent (lobbyist).
[See R.C. 101.70 or contact the Joint Legislative Ethics Committee for a list of registered lobbyists.]

EXAMPLES:
Source of Income Service Provided {i?rrgguuir::dj
A Your Employer(s) Your position(s)
B  Smith & Jones Co., LP.A. Private law practice
C Your Pensicn Fund Retirement
D XYZ Corporation Stock dividends
E Friendly Mational Bank Interest on savings account 545 00**

** Because this bank is a depository for the filer's public agency, the amount must also be disclosed.

* NOTE: These filers disclose only sources of income over 5500 and are not required to disclose amounts of income:
+ College or university trustees;
*  Any official or employee of a city, school district, ESC, or sanitary district if his or her public position is paid less
than $16,000; and
*+ Any candidate for an elective office of a city, school district, or ESC if the office is paid less than 516,000.

For more information, please visit ethics.ohio.gov or call (614) 466-7090. 4
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OHIO ETHICS COMMISSION FORM NO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

QUESTION 2—S0URCES OF GIFTS: For more information, check out FACS on Gifts

Maost filers* list every source of a single gift valued at over 575 or multiple gifts with a total value of over 575 that:

A You persanally received in 2016; and
B. Any other person received for your use or benefit in 2016.

Another person has received a gift for your “use or benefit” if the giver's purpose for giving a gift to that person is to provide
it for your use or for your benefit. For example, if your spouse has received a gift and the giver's purpose is to provide the
gift to you, your spouse received the gift for your use or benefit.

Sources of gifts can include individuals, corporations, or groups of individuals or corporations, such as co-workers, not-for-
profit organizations, and trade associations.

You are not required to disclose:

The nature of the gift;

Campaign contributions;

Gifts received by will or inheritance or by distribution from a trust established by a spouse or ancestor;

Gifts received from any of these family members: spouse, parents, grandparents, children, grandchildren, siblings,
nephews, nieces, uncles, aunts, brothers- or sisters-in-law, sons- or daughters-in-law, or parents-in-law; or

Gifts from any person to whom you stand in the place of a parent.

oPoe

m

* MOTE: These filers disclose only sources of gifts valued at over 5500:

» College or university trustees;

« Any official or employee of a city, school district, ESC, or sanitary district if his or her public position is paid less
than $16,000; and

* Any candidate for an elective office of a city, school district, or ESC if the office is paid less than 516,000.

QUESTION 3—IMMEDIATE FAMILY MEMBER: For more information, check out FAQs on Family Members

List the names of your spouse living in your househaold and any dependent children.

QUESTION 4—MNAMES OF BUSINESSES: For more information, check out FAQs on Business Names

List all names under which you, or any of the immediate family members you listed in response to Question 3, do business.
For example, list the name of any business that you or your immediate family members own or operate.

EXAMPLES:

A You are a partner in a law firm named Smith & Jones. You should list “Smith & Jones.”

B. Your spouse who lives with you has an accounting firm called Ace Accounting. You should list “Ace Accounting.”

C. Your dependent child mows lawns under a business called Carl's Lawn Service. You should list “Carl’s Lawn
Service.”

For more information, please visit ethics.ohio.gov or call (614) 466-7090. 5
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OHIO ETHICS COMMISSION FORM NO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

QUESTION 5—LAND (REAL ESTATE): For more information, check out FAQs on Real Estate

List all of your leasehold and ownership interests in land and real estate located in Ohio.
NOTE: Because of an exception in the law, you are not required to disclose:
A. Your personal residence; or

B. Any property you use primarily for personal recreation.

QUESTION 6—CREDITORS: For more information, check out FAQSs on Creditors

List the name of any person or business residing or transacting business in Ohio to whom you owe, or owed, in 2016, more
than 51000 in your own name or in the name of any other person.

For example, if you charged more than 51000 on a credit card during 2016, you must disclose the name of the credit card
issuer even if you paid off the card during the grace period.

NOTE: Because of an exception in the law, you are not required to disclose a creditor if the debt:
A, Issecured on your personal residence (such as a mortgage or home equity loan);

B. Issecured on real estate used primarily for personal recreation (such as a home equity loan); or
C. Results from the ordinary conduct of your business or profession.

QUESTION 7—DEBTORS: For more information, check out FAQs on Debtors

List the name of anyone residing or transacting business in Ohio who owed you, or any other person for your use or benefit,
more than $1000 during 2016.

MNOTE: Because of an exception in the law, you are not required to disclose as a debtor:
A.  Abank or other financial institution if the only money it owes to you is money you deposited with it;

B. Any person who owes you money as a result of the ordinary conduct of your business or profession; or
C. Clients or patients who owe you money if you are a lawyer, doctor, or psychologist.

QUESTION B—INVESTMENTS: For more information, check out FAQSs on Investments
and Advisory Opinion No. 2011-01

List the name of each corporation that is incorporated in, or holds a certificate of compliance to do business in, Ohio, and
every trust, business trust, partnership, or association that transacts business in Ohio, in which during 2016:

A, You had an investment of over 51000 at any time during the year; and
B. Any other person had an investment of over 51000 for your use or benefit at any time during the year.

You should list any investment you held at any time in 2016, even if you sold or othenwise disposed of it during the year.
Briefly describe the nature of each investment you disclose.

For more information, please visit ethics.ohio.gov or call (614) 466-7090. B
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OHIO ETHICS COMMISSION FORM NO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

Corporation, Trust, Business Trust
II::"ar‘tr1er5rl'||i|:|n, orrﬂssociation r TR

A ABC Growth Fund Mutual Fund
B XYZ Corporation Common Stock
C  Smith Family Trust Beneficiary
D Planet Us Company Stock in trust
E All American Fund Deferred Compensation Mutual Fund
F Lifeplan 2030 Deferred Compensation Investment
G 123 Corporation Stock in Investment Account
H Popular Company Stock in IRA
|  MegaGrowth Fund Mutual Fund in 401(k) Account

QUICK INVESTMENT DISCLOSURE GUIDE
(Advisory Opinion No. 2011-01)

If | have more than 51,000 Do | need to disclose this Do | need to list the individual
invested in a(n)..... investment? holdings within this investment?

Mutual Fund Yes Mo

Stock Yes Mo

Bond Yes Mo

Brokerage Account Yes Yes

Managed Account Yes Yes

Trust (Beneficiary) Yes Yes

Investment Club Account Yes Yes

529 Plan Yes Yes

ESA Yes Yes

Public Retirement System

Account (PERS, STRS, SERS, No No

HPRS, or OPFPF)

Social Security Mo Mo

MOTE: You are not required to disclose:

A Saving and checking accounts, certificates of deposit, and other deposits with financial institutions; or
B. Personal identifying information such as social security or investment account number.

For more information, please visit ethics.ohio.gov or call (614) 466-7090.
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OHIO ETHICS COMMISSION FORM NO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

QUESTION 9—0OFFICES AND FIDUCIARY RELATIONSHIPS: For more information, check out FACQS on Fiduciary Interest

List the name of each corporation that is incorporated in, or holds a certificate of compliance to do business in, Ohio, and
every trust, business trust, partnership, or association incorporated or authorized to do business in Ohio, or transacting
business in Ohio:

A.  In which you held an office in 2016; or
B. With which you had a fiduciary relationship in 2016.

A person has a “fiduciary relationship™ with an entity if he or she has the authority to make decisions in the entity’s interests.

EXAMPLES:
Corporation, Trust. Busin:ass: Trust, Office or Nature of Relationship
Partnership, or Association
A Buckeye Friends Trust Trustee
B Smith & Jones Co., LP.A Partner
C  Smith Cleaning Company Member, Board of Directors

SKIP QUESTIONS 10 and 11 if you are only required to file as a:

# College or university trustee;

#  City, school district, ESC, or sanitary district official or employee and serving in a position paid less than
516,000 a year; or

* Candidate for a city, school district, or ESC position paid less than 516,000 a year.

QUESTION 10—MEALS, FODD, AND BEVERAGES: For more information, check out FAQs on Meals

List any source of payment for meals, food, or beverages valued at over 5100 that was received in connection with your
official duties by you or any other person for your use of benefit in 2016.

Include your public agency if it paid for more than $100 of meals, food, or beverages for you.

NOTE: Because of an exception in the law, you are not required to disclose anyone who provided meals, food, or beverages
to you:

A. Ata meeting where you participated in a panel, seminar, or speaking engagement; or

B. Ata meeting or convention of a national or state organization to which any state agency, legislative agency, state
institution of higher education, political subdivision, or office or agency thereof, pays membership dues.

For more information, please visit ethics.ohio.gov or call (614) 466-7090. ]
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OHIO ETHICS COMMISSION FORM NO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

CQUESTION 11 —TRAVEL EXPENSES: For more information, check out FAQSs on Travel Expenses

List both the source and the amount of each individual payment of travel expenses, received in 2016, that was:

A Received by you in connection with your official duties; or
B. Paid to any other person for your use or benefit in connection with your official duties.

Include your public agency if it paid for or reimbursed travel expenses for you.

You must list each payment or reimbursement separately. Travel expenses include parking fees, lodging, airline tickets, and
mileage reimbursements.

NOTE: Because of an exception in the law, you are not required to disclose anyone who provided travel expenses to a
meeting or convention of a national or state organization to which any state agency, legislative agency, state institution of
higher education, political subdivision, or office or agency thereof, pays membership dues.

SKIP QUESTION 12 unless you are a:

+ State elected official; or
» State Employes; or
* State board or commission member (except college or university trustee).

QUESTION 12 —NON-DISPUTED INFORMATION:

ALL state employees, state officials, and state board and commission members {except college and university
trustees) are REQUIRED to answer Question 12.

If you received a statement from a legislative agent, executive agency or retirement system lobbyist or the employer of
such that identifies you as the recipient of expenditures made by that lobbyist or employer, and you do not dispute the
information contained in the statement, attach a copy of the statement or list the non-disputed information below. If you
dispute a legislative lobbying expenditure made in your name please contact the Office of the Legislative Inspector General
at 614-728-5100. To dispute an executive or retirement system expenditure made in your name, please contact the Ohio
Ethics Commission.

For more information, please visit ethics.ohio.gov or call (614) 466-7090. =]
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OHIO ETHICS COMMISSION FORM NO. OEC-2016
FINANCIAL DISCLOSURE STATEMENT INSTRUCTIONS

QOUESTION 13—SIGNATURE:
Please note that by signing your financial disclosure statement:

* You swear or affirm that this statement and any additional attachments have been prepared or carefully reviewed
by you, and constitute your complete, truthful, and correct disclosure of all required information, and that the
address listed in the PERSONAL CONTACT INFORMATION on page 1 is your correct mailing address;

*+ You acknowledge and understand that, among other potential violations and penalties, knowingly filing a false
statement is a criminal misdemeanor of the first degree, in violation of Sections 102.02(D) and 2921.13({A)(7) of
the Ohio Revised Code punishable by a fine of not more than 51,000, imprisonment of not more than six months,
or bath;

¢ You acknowledge and understand that filing a false statement may be grounds far removal from public office or
dismissal from public employment, pursuant to Sections 3.04 and 12434 of the Ohio Revised Code; and

¢ You acknowledge that you served in 2016, or are serving in or a candidate for in 2017, the position indicated in
the STATUS section on page 1 of the statement.

BEFORE SIGNING AND SENDING YOUR STATEMENT:

Please carefully review your disclosure statement to make sure that you have answered ALL questions, either by disclosing
the information required or checking the appropriate box indicating that you have no information to disclose. Incomplete
statements will be returned for completion.

If you are required to pay your filing fee, check the box indicating that the fee is enclosed. Otherwise, check the box indicating
that the agency you serve is required to pay your filing fee.

Unless your agency is reguired to pay your filing fee, please also enclose a check or money order payable to “Ohio Ethics
Commission.” State departments, boards, commissions, colleges, and universities are required to pay the disclosure filing
fees for officials and employees whao are required to file disclosure statements for service with those state agencies.

{If you are unsure of whether your agency must pay your filing fee, please contact your agency or the Ethics Commission.)

Please do NOT staple your payment to the statement.

Please mail the completed and signed statement, along with the filing fee, to:

OHIO ETHICS COMMISSION
William Green Building

30 West Spring Street, L3
Columbus, Ohio 43215-2256

If you have any questions before signing this statement, please contact
the Chio Ethics Commission at (614) 466-7090 or
visit the Commission’s web site: ethics.ohio.gov

10
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OHIO ETHICS COMMISSION
POST FILING NOTIFICATION & REMINDERS

LEAVING YOUR POSITION OR OFFICE IN 20177

If you have left, or will be leaving, your public position or office at any time during 2017, please read the following
reminders to be sure you are aware of any further personal financial disclosure or any applicable post employment

disclosure requirements you may have to meet as a result of your public service.

Reminder to all filers who leave their positions or offices in 2017:

The Ohio Ethics Commission would like to remind you that in addition to filing this calendar year 2016 statement, you will
also be required to file a financial disclosure statement for calendar year 2017 by Tuesday, May 15, 2018 (the year after
you have left service). This applies if you served for any length of time in 2017, even if it was for just a single day, orin the
case of elected or appointed officials, even if your term expired on January 1, 2017.

Reminder to any state elected officer or employee who leaves public service in 2017:

Ohio's Post Employment Disclosure Law

In addition to filing a financial disclosure statement in 2018 for your final calendar year of public service, Ohio law also
requires every state elected officer or employee who filed a financial disclosure statement to disclose their subsequent
place of employment to the Joint Legislative Ethics Committee (JLEC) for 24 months after leaving public service. This
disclosure is commonly referred to as post employment disclosure (PED) and is part of Ohio’s PED Law which can be found
in R.C. 102.021.

Only those financial disclosure statement filers that are leaving state service need to complete a PED. The Initial PED
Statement is to be completed by departing employees and submitted to the JLEC by their public agency not later than an

employee’s last day of employment.

PED is separate and distinct from any financial disclosure filing requirement. Filing a PED Statement does not replace any
duty to file a personal financial disclosure statement for the former employee’s or official’s final calendar year of public

service.
Please Note: PED does NOT apply to county, city, or other local level financial disclosure filers.

For more information regarding PED, for any specific questions regarding PED, or to obtain a PED Statement to complete
please visit the JLEC web site at http://www _jlec-olig_state.oh.us or call the JLEC at (614) 728-5100.
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This Model Policy was created by t he vWilwiclioathmeaygeneralegygyv Gener al 6

MODEL PUBLICRECORDSPOLICY

MISSONSTATEMENT

Opennesdeadsto a betterinformed citizenry, which leadsto better governmentand
betterpublicpolicy. Consistentwith thepremisehat governmentatall levelsexistsfirst
andforemost to servethe interests of the people, it is the missbn andintentof [public
office] to atall timesfully comply with and abideby both the spirit and the letter of
Ohiod Bublic RecordsAct.

DEFINING PUBLIC RECORDS

All records keptby [public office] arepublic unlessthey areexempt from disclosure
underOhio law. All publicrecordsmustbeorganizedandmaintainedn suchaway that
theycanbemadeavailablefor inspecton andcopying.

A reoord is definedto includethefollowing: A documentin anyformat

T paper electionic (including, but not limited to, businesse-mail) i that is created
receivedby, or comesunderthe jurisdiction of [public office] that documentsthe
organizaton, functions, policies, decisbns, proceduresoperatons, or otheractivitiesof
theoffice.

RESPONSETIMEFRAME

Public records areto be availablefor inspecton duringregular businessours with the
excepton of publishedholidays Public remrds mustbe madeavailablefor inspecton
promptly. Copiesof public recmrds mustbe madeavailablewithin area®nableperiod
of time. AProm p tamdi r enaasb fakeidto acaountthevolumeof recrdsrequested
theproximity of thelocation wherethereardsare stored andthenecessityor anylegal
review andredacton of the recordsrequested

Itisthegoalof [public office] thatall request$or publicrecords shouldbeacknavledged
in writing or, if possible satigiedwithin [X] businessiaysfollowing theoffi c eecespt
of thereques.

HANDL ING REQUESTS

No specfic languages requiredto makea requestfor public records. However, the
requestemustat leastidentify the records with sufficient clarity to allow the office to

identify, retrieve andreview therecoords. If it is notclearwhatrecrdsarebeingsought,

theoffice mustcontacttherequestefor clarification, andshouldassisthe requestem

revisingtherequesby informing therequesteof the mannernn which the office keeps
its publicrecords

Therequesteidoesnot haveto put a records requestin writing, and does not haveto
provide his or heridentity or theintendeduseof the requestegublic record. It is this
offi ¢ gdharapolicy thatthis information is notto berequestedHowever, thelaw does
permitthe officeto askfor awrittenreques ther e g u e identyrai@dsr the intended
useof theinformation requestedbutonly (1) if awritten requesbr disclosureof identity
or intendedusewould benédit the requestoby enhancingheoffi ¢ alilig/ to identify,
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locate or deliver the public records thathavebeenrequestedand(2) after telling the
requestothatawrittenrequests notrequiredandthattherequestemaydeclinetoreveal
ther e g u eidentyorintendeduse

In processinghereques, theoffice doesnothaveanobligation to createnew recordsor
perform new analysisof existinginformation. An electionic record is deemedo existso
long asacomputeris alreadyprogrammedo producetherecoord throughsimplesorting,
filtering, or querying Althoughnotrequiredby law, the office may acaommodatethe
requestorby generatingnew records when it makes senseand is practicalunderthe
circumstances

In processinga requestfor inspecton of a public record, an office empbyee must
acompanytherequesteduringinspecton to make certainoriginal recordsarenottaken
or altered

A copy of themostrecentedition of theOhio Sunshind.aws manualis availablevia the
AttorneyGe n e r a | 0 websitenviwev.ohmoattbrneygenerajov) for the purposeof
keepingempbyees of the office andthe public educatedasto the offi ¢ eldigations
underthe Ohio Public Rewords Act, Open MeetingsAct, records retenton laws and
Pergonallnformation SystemsAct.

ELECT RONICRECORDS

Reoords in the form of e-mail, text messagingandinstantmessaging including those
sentandreceivedvia a handheld communicatons device(suchasaBlackberry) areto
betreatedn thesamefashon as recordsin otherformats suchaspaperor audotape

Public recrd content transmittedto or from private acounts or persnal devicesis
suljectto disclosure All empbyeesor representativesf thisoffice arerequiredto retain
their eemail records andotherelectonic recrdsin acaordancewith applicablerecords
retenton schedules

DENIAL OR REDACTION OF RECORDS

If therequestemakesanambiguousr overly broadrequesbr has difficulty in making
arequesfor publicrecords therequesimaybe denied butthedenialmustprovide the
requesteanopportunity to revisetherequestby informing therequesteof themanner
in which recordsaremaintainedandaccessethy theoffice.

Any denial of public remrds requestednustinclude an explanaton, including legal
authority. If theinitial requestwas madein writing, the explanaton mustalso be in
writing. If portionsof arecord arepublic andportions areexempg, the exemptportions
may beredactedand therestreleased Whenmakingpublicremrdsavailablefor public
inspecton or copying, the office shallnotify therequestoof any redacton or makethe
redacton plainly visible. If thereareredactons, eachredacton mustbeaccompaniedoy
asuporting explanatbn, includinglegalauthority.

COPYING AND MAILING COSTS
Thoseseekingpublicrecords maybe chargednly the actualcostof makingcopies not

labor. Thechargefor papercopiesis [X] centsper page Thechargefor electionic files
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downloadedto acompactdiscis [X] perdisc

A requestemayberequiredto payin advancdor costsinvolvedin providing thecopy.
Therequestemay choosewhetherto havethe record duplicatedupon paper upon the
samemediumin whichthe publicrecord is kept, or upon anyothermediumon whichthe
office determineghattherecord canrea®nablybeduplicatedasanintegral partof the
offi ¢ exaymsaloperatons

If arequestensksthatdocumentdemailed heor shemaybe chargedheactualcostof
thepostageandmailing supplies Thereis nochargdgor documents-mailed

MANAG INGRECORDS

[Public office] records aresuljectto recordsretenton schedules Theoffi ¢ eurrsnt
schedulesreavailableat[location], alocation readilyavailableto thepublicasrequired
by §149.43(B)(2), Ohio RevisedCode.
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REQUEST TO REDACT ADDRESS

Pursuantto O.R.C.149.45(D)(1),a peaceofficer, parole officer, probationofficer, bailiff, prosecutingattorney,assistantprosecuting
attorney, correctional employee,communitybasedcorrectional facility employee,youth servicesemployee firefighter, EMT or
Bureauof Criminal Identificationand Investigationinvestigatormayfile this form with a public office, otherthanacountyau d i t o r ¢
office, to requestthat the address*of the personmakingthe requestbe redactedfrom any record madeavailable by that office to the

public on the internet. *For purposesof this law, i a d d risedefinetlasfi a ¢ tpersohalr e s i dby O.KR.E€.A49.43(A)(7)(a).
Thisformis requiredto fi i n c d plack® provideanyinformationthat identifiesthe location of the addresqof the individual] to be

r edac®.R.@.146.45(D)(4). If redactionis not practible, the public office shall, within five businessdays after receivingthe

written requestexplainto the individual why the redactionis impractible. O.R.C. 149.45(D)(2)

Instructions:

1 Complete entire form below and send directly to the public office that maintains the records to be redacted. Each
individual requestingredaction is required to sendthe completedform to the appropriate public office. The Ohio Attorney
Generalwill not forward requestson behalf of therequesting individual.

1 TheOhio AttorneyGenerals notrequiredor permittedto reviewand/orapprovea request for redaction.

l, , requesthatthe office of
printt printf Fpublicoffice)
redact the addressof my actual personal residence from any record made available to the general public on the internet that
includes my residential and familial information.

Requesteis currentlyemployedasa (Checkonly the ONE thatapplies):

N PeaceDfficer N Assistanprosecuting ~  Firefighter N Probation Officer
Attorney n

n BCI&I Investigator i CorrectionaEmployee N EMT N Bailiff .

€ Prosecutingittorney A Youth ServiceEmployee i ParoleOfficer N CommunityBased

CorrectionaFacility Employee
(Useseparateformsif Requesteis currentlyemployed and/ocommissioneih more tharonecategory.)
To verify employmenbr commissiorstatuspleaseprovide:

Employer:
Employer Address/Contadhformation:

For each known instance, pleaslentifythe locationof your actual personal residential address withimyrecord made
availableby this officeto the publicontheinternet:

DocumenfTitle

andDescription:

SpecificWebAddresqURL):

LocationWithin Documenbf Addresgo be Redacted:

(Usethesecond pagef this form to identify additionallocationsof addresgo beredacted)

Signatureof Requester: Date

If a requestedredactionis impractible, we will provide you with an explanationwithin five (5) businessdays after receiving
your written request.Pleaseprovide contactinformationbelow, or indicatethat you will contactthis office to receiveanexplanation.

Address:

TelephonéNumber:( ) E-mail Address:

I do notwishto providecontactinformation. | will contacttheoffice for anexplanation.

| DateRequesReceived / / (To becompletedby the public office)

*This document is put



Request tiRedactAddress

Page 2

DocumentfTitle
andDescription:

SpecificWebAddresqURL):

LocationWithin Documenbf Addresso be Redacted:

DocumenfTitle
andDescription:

SpecificWebAddresqURL):

LocationWithin Documenbf Addresso beRedacted:

DocumenfTitle
andDescription:

SpecificWebAddresqURL):

LocationWithin Documenbf Addresso be Redacted:

DocumentTitle
andDescription:

SpecificWebAddresqURL):

LocationWithin Documenbf Addresgo be Redacted:

DocumentTitle
andDescription:

SpecificWebAddresqURL):

LocationWithin Documenbf Addresso be Redacted:

DocumenfTitle
andDescription:

SpecificWebAddresJURL):

LocationWithin Documenbf Addresso be Redacted:

DocumentTitle
andDescription:

SpecificWebAddresqURL):

LocationWithin Documenbf Addresgo be Redacted:
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REQUEST TO REDACT PERSONAL INFORMATION

Under paragraph 149.45(C)(Df the Ohio Revise@ode,an individual mayrequest thata public office or

a person responsibléor a publico f f ipubkc éesordsredactspecifiedtypesof personal informatiorof

that individualfrom anyrecord made availabléo the generapublic on the internet. An individual who

makesa requestfor redactionfis hal | é pr ovi de any i nf or mofdhatipassonalt hat i den
informationwithin a document that contairthat personal n f o r m®RIC.449.454C)(1)f redaction

is notpracticable thepublicofficeror person responsibler thepublico f f ipuble@cordsshall verbally

or in writing within fivebusiness days afteeceivingthe written requestexplainto theindividual why the

redactionis impracticable. O.R.C. 149.4%C) (3)

[, request that the

(Print full name)

Office of redact the following
itemsof personalnformationfrom beingmadeavailableto the public ortheInternet:
(Pleasecheckall that apply)

____Social security number _____Savings accoumtumber
____ Checkingaccouninumber __Dr i vieensesnumber
Tax identificationnumber Credit carchumber

____ Stateidentificationnumberasissuedby the Ohio Bureauof Motor Vehicles

For each item ofpersonalinformation checkedabove,pleaseidentify the location of that
information within anyrecordmadeavailableby this officeto the public on the internet:

Document Title and Description:

SpecificWebAddress (URL):
Locationof informationwithin document:

(Use thebackof this form to identify additionallocationsof personainformation items)

Signature of Requester:

The public officemayneed to contact you:

1) To request additionahformationto locateyour specificpersonalnformation
to be redacted or to identify tla@propriate public office responsible for redacting your
personalnformation.

2) To provide you with anexplanationwithin five (5) business daysafter
receiving your written request,arequestededactions impracticable.Pleaserovide
contactinformation below, or indicate thagou will contactthis office to receiveany
explanation. This forms a publicrecord,and theinformationyou providemay be
releasedn responséo a publicrecordsrequest.

Address:

Telephone Number ( ) Email Address:
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| do notwish to providecontactinformation. | will contactthe office for any explanation.

Date Request Received/ / (To becompletedoy the public office)

Document(Title and Description:

SpecificWebAddress (URL):
Locationof informationwithin document:

DocumentTitle and Description:

SpecificWebAddress (URL):
Locationof informationwithin document:

DocumentTitle and Description:

SpecificWebAddress (URL):
Locationof informationwithin document:

Document(Title and Description:

SpecificWebAddress (URL):
Locationof informationwithin document:

Document Title and Description:

SpecificWebAddress (URL):
Locationof informationwithin document:

DocumentTitle and Description:

SpecificWebAddress (URL):
Locationof informationwithin document:
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Social Security Administration Form Approved
Consent for Release of Information CMB Mo 0280-0558

Instructions for Using this Form

Complete this form only if you want us to give information or records sbowt you, a minor, or 8 legally incompetent adult, to an
imdividual or group (for example, a8 doctor or an insurance company). If you are the natural or adoptive parent or legal guardian,
acting on behsalf of @ minor child, you may comgplete this form to release only the minor's non-medical records. We may charge &
fee for providing information unrelated to the sdministration of & program under the Social Secunty Act.

MOTE: Do not wuse this form fo:

» Reqguest the release of medical records on behalf of a minor child. Instead, visit your local Social Security office or eall our toll-
free number, 1-200-772-1213 (TTY-1-800-328-0778), or

= Reguest detsiled information abouwt your eamings or employment history. Instead, complete and mail form 35A-TOS0-F4. You
can obtain form 53A-T050-F4 from youwr local Social Security office or online =t wane ss3 govionline/sss-TOS0, pdf.

How to Complete this Fomm

We will not honor this form unless sll reguired fields are completed. An asterisk (*) indicates a reguired field. Also, we will not
honor blanket requests for "any and sll records" or the "entire file." You must specify the information you are requesting and you
must sign and date this form. Ve may charge a fee fo releass informaiion for non-program purposes.

= Fill in your name, date of birth, and social security number or the name, date of birth, and social security number of the person
to whom the requested information pertains.

= Fill in the name and address of the person or organization where you want us to =end the requested information.
= Specify the reason you want us fo release the information.
= Check the box next to the type(s) of information you want us to relesse including the date ranges, where applicabla.

= For non-medical information, youw, the parent or the legal guardian scting on behalf of 2 minor child or legally ncompetent adult,
must sign and date this form and provide a daytime phone number.

= If you are not the individual to whom the reguested information periains, state your relationship to that person. We may reguire
procf of relationship.

PRVACY ACT STATEMENT

Section 205(a) of the Social Security Act, 8= amended, authorizes us to collect the information reguested on this form. We will
u=a the information you provide to respond to your request for access to the records we maintain about you or to process your
request fo release your records to 8 third party. ouw do not hawve to provide the requested information. Your response is
wvoluntary; howewver, we cannot honor your request to release information or records about you to another person or organization
without your consent. We rarely use the information provided on this form for any purpose other then to respond to requests for
S5A records information. However, the Privacy Act (5 U.5.C. § 552a{b)) permits us to discloss the information you provide on this
form in sccordance with approved routine uses, which include but are not limited to the following:

1.To enable an agency or thind party to assist Social Security in estsblishing rights to Social Security benefits and or coverage:
2.To make deferminations for eligibility in similar haslth and income maintenance programs at the Federal, State, and local level;
3. To comphy with Federal laws requiring the disclosure of the information from our records; and,

4.To facilitate statistical research, audit, or investigative activiies necessary fo assure the integrty of 354 programs.

W2 may also use the information yow provide when we match records by computer. Computer matching programs compare our
records with those of other Federal, State, or local government agencies. We use information from these matching programs fo
establish ar verify 8 person’s eligibility for Federally-fundad or administered benefit programs and for repayment of incomect
payments or overpayments under these programs. Additional information regarding this form, routine uses of information, and
othier Social Security programs is available on our Intermet website, waww sociglsecurity gow, or st your local Social Security office.

PAPERWORK REDUCTION ACT STATEMENT

This information collection mests the reguirements of 44 UL.5.C. § 3507, as amended by s=ction 2 of the

Aot of 1995, You do not need to answer these guestions unless we display a valid Office of Management and Budget control
number. We estimates that it wall take about 3 minuies to read the instructions, gather the facts, and answer the guestions. SEND
OR BERING THE COMPLETED FORM TO YOUR LOCAL 50CIAL SECURITY OFFICE. You can find your local Social
Security office through 55A's website at www.socislsecurty gov. Offices are also listed under U. 5. Government agencies
in your telephone directory or you may call 1-800-772-1213 (TYY 1-800-325-0778). You may send comments on our time
estimate above to: 554, 5401 Secunty Blvd., Baltimore, MD 21235-G401. Send gnly comments relafing fo our time esfimate
to this address, not the completed form.

Form 55A-3288 (11-2016) uf
Ciestroy Prior Editions
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Social Secunty Administration Form Approved
Consent for Release of Information CME MNo. 02980-0586

ou must complete all reguired fields. We will not honar your request unless all required fields are completed. (*Signifies a
requirad fisld. **Please complete these fislds in case we need to contact you about the consent form).

TO: Social Security Administration

*My Full Name *My Date of Birth *My Social Security Number
{MM/DDNY Y YY)
| authorize the Socisl Securty Administration to release information or records about me to:
*NAME OF PERS0ON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGAMNIZATION:

*| want this information released because:
We may charge a fee fo release information for non-program purposes.

*Please release the following infermation selected from the list below:
Check at least one box. We will not disclose records unless you include date ranges where applicable.

] Werification of Social Security Mumber

. [] current monthly Social Security benefit amount

. [ Current monthly Supplemental Security Income payment amount

. [ Mty benefit or payment amounts from date fo date

. [] My Medicare enfittement from date to date

. [] Medical records from my claims folder(s) from date to date

If you want us to release a minor child's medical records, do not use this form. Instead, contact your local Social
Security office.

7. [] Complete medical records from my claims folder(s)
2 [other record(s) from my file (We will not honor a reqguest for "any and all records" or "the enfire file.™ You must specify

other records; e.g., consultative exams, sward/denial notices, benefit applications, appesls, guestionnaires,
doctor reports, determinations. )

oh Jds W k=

-,

I am the individual, to whom the requested information or record applies, or the parent or legal guardian of a minor, or the
legal guardian of a legally incompetent adult. | declare under penalty of perjury (28 CFR § 16.41(d}2004) that | have examined
all the information on this form and it is true and correct to the best of my knowledge. | understand that anyone who knowingly
or willfully seeking or obtaining access to records about another person under false pretenses is punishable by a fine of up to
%5,000. | also understand that | must pay all applicable fees for requesting information for a non-program-related purpose.

*Signature: *Diate:
=Address: =Daytime Phone:
Relationship {if not the subject of the record): =Daytime Phone:

Witnesses must sign this form OMNLY if the abowve signature is by mark (3). If signed by mark (2. two withesses to the signing
wiho know the signee must sign below and provide their full addreszas. Please print the signee’s name next to the mark [X) on the
signature line above.

1.Signatura of witness 2 Signature of witness

Address{Mumber and street, City, State, and Zip Code) Address{Mumber and street, City, State, and Zip Code)

Form 55A-3288 {11-2018) uf
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Application for Employment

Return to:

Equal access to programs, services and employment is available to all persons. Those applicant requirin
accommodation to the application and/or interview process should notify the Human Resapadamént. We
consider all applicants for all positions without regard to race, color, religion, creed, gender, national origin, age,
disability, marital or veteran status, or any other legally protected status.

Position(s) applied for:

Date of Application:

How did you hear about the position?
Advertisement: _ Relative: ___Inquiry: _ Website: _ Friend:

Employment Agency____ Other:

Name :

Last First Middle
Mailing Address

Street Apt. City State Zip

Telephone #: ( ) Mobile/Other: ( )
E-mail: Best time to contact you at home is: am/pm
Have you ever subitted an application to (County Name)? If Yes, when?
Have you ever been employed by (County Name)? If Yes, when?

Are you legally eligible for employmein the United States?

If you are under 18, can you furnish a work permit?

Do you have a valid driverés | icense? _ St

Are you able to meet all of the attemda requirements of this position?

Are you able to work overtime if necessary? Will you travel if the position requires it?
Do you have any friends / relatives currently employed by gaunt

If Yes, who?

What is your desired salary range or rate of pay: $ per

Date available for work:

Type of employment desired? Full Time O Part Timel Seasonal
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Employment HiStOFyStarting with your most recent employer, provide the following information. Include
any relevant volunteer activities, but exclude any organizations that would reveal race, color, religion, sex, nationa
origin, citizenship, age, mental or physical disabilities, veteran/reserve National Guard or any other similarly protecte

status.

1. From/To Employer/Organization
Telephone # Address
Job Title: Supervisor May We Contact?

Job Duties/Responsibilties

Reason for Leaving

Final Rate of Pay:

2. From/To Employer/Organization
Telephone # Address
Job Title: Supervisor May We Contact?

Job Duties/Responsibilties

Reason for Leaving

Final Rate of Pay:

3. From/To Employer/Organization
Telephone # Address
Job Title: Supervisor May We Contact?

Job Duties/Responsibilties

Reason for Leaving

Final Rate of Pay:

4. From/To Employer/Organization
Telephone # Address
Job Title: Supervisor May We Contact?

Job Duties/Responsibilties

Reason for Leaving

Final Rate of Pay:
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Please Explain Any Gaps In Employment:

Have you ever been fired or askedesign from a job?

If yes, please explain

EDUCATION

Name and Course of Years Diploma/Degree
Address of Study Completed Obtained
School

High School

Undergraduate
College

Graduate
Professional

Other (specify)

Related Informationplease list any relevant professional or trade organizations of which you are a
member. Exclude memberships that would reveal race, gelagion, sex, national origin, citizenship, age,
mental or physical disabilities, veteran/reserve National Guard or any other similarly protected status.

Organization Offices Held
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Please discuss your interest in employment with County and any qualifications beyond what is
reflected in your application. Use additional sheets if needed.

Referencesrlease provide the names and telephone numbers of three professional references who are not related

you and are not previous supervisors. If professional references are not available, provide school or personal referenc
who are notelated to you.
Name: Title:
Relationship: Telephone:
Email:
Name: Title:
Relationship: Telephone:
Email:
Name: Title:
Relationship: Telephone:
Email:

Applicant Statement and Signature:
| certify that all information | have praded in order to apply for and obtain employment with County is true, complete, jand
correct. | agree and understand that omissions, misstatements, and falsifications will cause forfeiture on my paibiityaticetiny
employment with __ County and may be cause for rejection of this application, removal of my name from eligibility lists| or
discharge from County service, whenever it is discovered. | give County the right to investigate and verifynaatiomfor
obtained throughhie application process. Permission is granted and | release from any and all liability any employer, agency or
individual assisting___ County in providing relevant;rlated information that will assist in this process. | expressly authorize,
without reservation, County, its representatives, members or agents to contact and obtain information from all reference

(personal and professional), employers, public agencies, licensing authorities and educational institutions and tovetifgrthise

accuracy of all information provided by me in this application. | hereby waive any and all rights and claims | may hdiregregpr

County, its agents, members or representatives, for seeking, gathering, and using such information ambedbogher
corporations, or organizations for furnishing such information about me.

| understand that an offer of employment may be contingent upon the successful completiorenfipl@yment background criminal
investigation, physical, psychological, pgtaph, and/or drug and alcohol screen. If employed, | agree to provide proof of iden
relevant licensure or credentials, and authorization for employment in the United States. If | am hired, | understaledstahearwise
defined by applicable Va, any employment rel ati onatlilop nmittuhr e,  whi_c h g
resign at any time and County reserves the same right to terminate my employment at any time. This application
constitute aragreement or contract for employment for any specified period or definite duration. | understand that all conditiq
employment including, but not limited to hours, benefits and salary are subject to change by County at angiéistanidun
that no representative of County is authorized to make any assurances to the contrary and that no implied,temal o
agreements contrary to the foregoing express language are valid unless they are in writing and signed by the appraptiade Af

Authority.

DO NOT SIGN UNTIL YOU READ THE ABOVE APPLICANT STATEMENT.
| certify that | have read, fully understand, and accept all terms of the foregoing Applicant Statement.

Applicant Signature: Date: / /

ity,

uannt
foes n
ns of

writ
po
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| herebypermit ___ to conducta backgroundinvestigation,including
my criminal history, concerningmattersrelatedto my applicationfor employment. As a
result of this backgroundinvestigation| understandthat will be seeking

information from prior employers and other individuals, including various law
enforcementagenciesthat | may or may not havedisclosed.By signingthis release)|
hereby consersll prior employersjaw enforcemenagenciesand educationalinstitutions
to provide necessarynformation to this employerduring the backgroundinvestigation.
| herebyreleasehold harmlessandagreenot to sueor file any claim of anykind against
any currentor former employer,law enforcementagencyor educational institution, and
any officer or employeeof either,thatin goodfaith furnisheswritten or oralreferences
asrequestedby this employerto completdts backgroundnvestigation.

A photocopyor facsimileof this form thatshowsmy signatures valid asanoriginal.

Datedthis day of , 20

Witness Applicant
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Civilian ldentification
Office 8772240043
Fax 7468452633

MIKE DEWINE

* OHIO ATTORNEY GENERAL *

P.O. Box 365
London, OH 43140
www.OhioAttorneyGeneral.gov

REQUEST FOR COPY OF BACKGROUND CHECK PROCEDURE

A requestfor a copy of a backgroundcheckmay only be submitted ifthe original
background checkwas processedor working with children, working with the elderly, or
certaintypesof licensing.If you areunsureif you areableto request copy, pleasecontact
theCivilian IdentificationDept.toll free at877-224-0043 forfurtherinformation.

You mayonly requesta copy of the Ohio BCI backgroundcheck.The FBIresultis
not permitted to besentto anyaddressotherthanwhat was requestedat the time of the
original background check.To obtaina newFBI result, anewFBI backgrounaheckwould
haveto besubmitted.

A requesfor acopyof abackgrounccheckmustincludethereasorfor processingf
the originalbackgroundcheck,aswell asthei n d i v hathesadiaBecuritynumberdate
of birth, addresdo sendtheresultandt h e i n dsignaiuré.u al 6 s

The new backgroundcheckresult is valid foroneyearfrom the dateof the original
fingerprintsubmission.

If therequesfor copyis madewithin 30 daysof the original backgroundtheckthere
is no feefor processing anthe requestanbefaxedto 740845-2633.1f therequestor copy
is made morethan 30daysafterthe original backgrounccheckthefeeis $8andis payable
by money order certifiedcheck businesgheckor personatheckto TreasurerStateof Ohio.
No cashwill be accepted. Therequest angpaymentcanbe mailed to:BCI, PO Box 365,

LondonOh 43140.

Civilian Unit

IdentificationDepartment

Bureauof Criminal Identification& Investigation

Revised 330-12
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CivilianldentificationOffice
A 8772240043
¥ Fax7408452633

) MIKE DEWINE

* OHIO ATTORNEY GENERAL *

P.0.Box365London,OH
43140
www.OhioAttorneyGeneral.gov

BCI CIVILIAN BACKGROUND CHECK PROCEDURES

1 Useonly the BCI Civilian BackgroundCheckcardfor the Stateof Ohio backgrounctheck.
A release fronsubmission otlectronic fingerprinform must becompletedand submitted
with thecard.

1 Thefeefor aBCl checkis $22.00. A monewrder,certifiedcheck,businessheckor
personatheckmadepayableto: TreasurerStateof Ohio, mustaccompanyhe cardif you
donot haveabillable agencycodeestablisheavith BCI. Cash oistartercheckswill not be
accepted.

1 If paymenis beingsubmittedwith acard,1AB002 must bevrittenin the AgencyCodebox
andtheaddressheresultis to besent to must berittenin the SendBackgroundCheck
ResultsTo box.If thecardis beingbilled toanagencycode,write theagencycodein the
AgencyCodebox andtheresultwill be returnedto theaddresgor theagencycode.

1 Eachfingerprintcard must beompletedwith requiredinformation(i.e., social security
number dateof birth, etc.)this informationmaybevalidaed with ad r i Jieemséosother
photol.D. All informationshould baypedor printedlegibly.

1 Whentakingfingerprintsonly fingerprintingink should baused,andfingers should beolled
nail to nail.

1 TheReasorFingerprintedield must be completedPlease chectheappropriatdox and
specifythe properOhio RevisedCodesectionnumberthat pertainsto thereason
fingerprintedif the box you checkrequiresanOhio Revised Code.

1 If anyof theaforementionedhformationis incomplete fingerprintcards will bereturned
unprocessedFor questiongegardingBCl civilian backgroundhecks pleasecall the
Civilian Unit of BCl at877-224-0043. Yourcooperatioris greatlyappreciated.

Civilian Unit
IdentificationDepartment
Bureauof Identification& Investigation

Revisedd9/05/13
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Mational WebCheck Specifications

Ohio Bureau of Criminal Identification and Investigation

APPENDIX E: BCI REASON FINGERPRINT CODES

This table lists each BCI Reason Fingerprint Code. Additional codes will be added as state legislation is authorized.
with appropriate spacing as listed below.

The Code Number must be submitted to BCI&I in field 2.905

FReason Codef il 0 ¥ ['Reason Descriptions 0 e SRS L
109 578 Prospective Firefighter / EMT Applican
113 041 Ohio Treasurer of State employees
121 08 Ohio Department of Commerce
173 27 State long-term care ombudsperson program
173 38 Community based long term care agency
2151 86 Out of Home Child Care, Foster Parents, Adoptive Parents and all individuals 18 and over residing in home
31141 Carry Concealed Weapons
311 41R Carry Concealed Weapons — Renewal
31141T Carry Concealed Weapons — Temporary
311 41F Carry Concealed Weapons — Retired LE
112123 Management of a bank
115503 Management of a savings and loan association
1163 05 Management of a savings bank
1315 141 Management of a licensee for a financial institution
1321 37 License to make short-term loans
1321 53 Certification of registration for a financial institution
1321 531 Application for a mortgage loan originator license
1322 03 Certification of registration as a mortgage broker
1322 031 License as a loan officer
1733 47 Management of a credit union
1761 26 Management of a credit union share guaranty corporation
215133 Temporary care of a juvenile
2151 412 Parent, guardian, custodian, prospective custodian, or prospective placement involved in a case plan
330132 Headstart Agency
3301 541 Preschool Program
3319 39B1 School Employees — non teaching positions
3319 39B3 School Employees — teachers only
332710 School Bus Driver
3701 881 Home Health Agency Responsible for Children or Adults (in-home patient care)
3712 09 Hospice Care Program
3721 121 Home or Adult Daycare Program
1271872013 Version Page
4.08 48/61
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National WebCheck Specifications

Ohio Bureau of Criminal Identification and Investigation

373442 Hazardous Waste Environmental Background Investigations
3769 03 Ohio Racing Commission
3770 02 Ohio Lottery Commission
3772 07 Ohio Casino Control Commission
3905 051 Applicant to obtain license to sell Insurance through the Ohio Dept of Insurance
4123 444 Investment managers/employees who contract with Ohio BWC to invest BWC funds
4303 29 Ohio Division of Liquor Control
4701 08 Accountancy Board license applicants
4715 101 State Dental Board license applicants
4717 061 Board of Embalmers and Funeral Directors license applicants
4723 09 Nurses (RNs, LPNs, dialysis techs, students entering nursing education or dialysis)
4725 121 State Board of Optometry license applicants
4725 501 Ohio Optical Dispensers Board license applicants
4729 071 State Board of Pharmacy license applicants
4729 42 Pharmacy Technician
4730 101 Physicians Assistant Certificate Applicants
4730 14 Renew a Certificate to Practice as a Physician Assistant
4730 28 Reinstatement of a Certificate to Practice as a Physician Assistant
4731 081 State Medical Board (practice medicine and surgery or osteopathic medicine or surgery)
4731 15 Certificate to practice massage therapy and cosmetic therapy
4731 171 Massage or Cosmetic Therapists certificate applicants
4731222 Application for restoration of a medical certificate
4731 281 Renew a License to Practice Medicine
4731296 Telemedicine practitioners certificate applicants
4731 531 Podiatrists (including surgeons) certificate applicants
4732 091 State Board of Psychology license applicants
4734 202 State Chiropractic Board license applicants
4740 061 Ohio Construction Industry license applicants
4741 10 Veterinary Medical Board license applicants
4749 03 License for Private Investigator or Security Guard
4749 06 Employment as Private Investigators/Security Guards
4755 70 Ohio Occupational Therapy, Physical Therapy, and Athletic Trainers Board license applicants
4757 101 Counselor, Social Worker, and Marriage and Family Therapists Board license applicants
4759 061 Ohio Board of Dietetics license applicants
4760 032 Anesthesiologist Assistant certificate of registration applicants
4760 06 Renewal or Reinstatement of a license to be an Anesthesiologist Assistant
4761 051 Ohio Respiratory Care Board license applicants
4762 031 Acupuncturist certificate of registration applicants
4762 06 Renew a license to practice Acupuncture
12/18/2013 Version Page
4.08 49/61




National WebCheck Specifications

Ohio Bureau of Criminal Identification and Investigation

4763 05 License or Certificate for General Real Estate Appraisers, Residential Real Estate Appraisers, or Assistant

4776 02 Pain Management Clinic Owner/Employee

4776 021 Trainee license for any approved board

4779 091 State Board of Orthotics, Prosthetics, and Pedorthics license applicants

4783 04 Applicant for a certificate to practice as a certified Ohio behavior analyst

5104 012 Employees of Child Daycare Center Type A Family Daycare, Type B Family Daycare, Certified in Home Aide

5104 013 Child Daycare Center Owner, Licensees, or Administrator Type A Daycare Home owner and any person 18 yrs or older who resides
in home

5164 34 Applicant for Medicaid provider

5164 342 Applicant with agency that provides home and community based waiver services

5164 341 Independent provider for the DJIFS for home and community based waiver services

5123 081 Employment with DoDD, county board of DD or contracting agency

5123 169 Applicant for a supported living certificate

5153111 Co. Public Children Services Board of Co. Human Services Administering child Welfare

LAW Law Enforcement/Criminal Justice

PL104 120 Public Housing

NO ORC Other: Please type specific reason

12/18/2013

Version
4,08

I ——
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| understandhat any offer of employmentwhich may be madeto me by the [PUBLIC

ENTITY] is contingentupon my successfullypassinga Drug ScreeningTest. | hereby
give my consento [PUBLIC ENTITY] to conducta drugtestthatwill be performedby a
laboratory selectedby [PUBLIC ENTITY], andwhich will provide for split sample
testing.l also understandand agreethat if the preemploymentDrug ScreeningTest
indicatesa violation of the Drug TestingPolicy, any contingentjob offer which may be
or hasbeenmadeto mewill benull andvoid.

| further agreethatin the eventthat the preemploymentDrug Screeninglestindicatesa
violation of the Drug TestingPolicy, | will havean opportunityto challengethis violation
before[PUBLIC ENTITY HUMAN RESOURCESDEPARTMENT and/orappropriate
departmentpy submittinga written requesto the [APPROPRIATEDEPARTMENT] to
review the record.l may submit additional written information that | believe to be
appropriateo the [PUBLIC ENTITY] for considerationAdditionally, | may, at my cost,
have the split sample referencedabovetestedto ensure the accuracy of the testing
procedure. | understandthat the decision of the [PUBLIC ENTITY HUMAN
RESOURCEDEPARTMENT and/omppropriatadepartmentshallbefinal.

Signature of Applicant Date
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EqualEmployment Opportunity is

THE LAW

Private Employers, State and Local Governments, Educational Institutions,
Employment Agencies and Labor Organizations

Applicants to and employees of most private employers, state and local govermadecasional
institutions, employment agencies and labor organizations are protected under Federal law from
discrimination on the following bases:

RACE, COLOR, RELIGION, SEX, NATIONAL ORIGIN

Title VII of the Civil Rights Act of 1964, as amended, protegpplicants and employees from
discrimination in hiring, promotion, discharge, pay, fringe benefits, job training, classification, referral,
and other aspects of employment, on the basis of race, color, religion, sex (including pregnancy), or

national orign . Religious discrimination includes faild.
religious practices where the accommodation does not impose undue hardship.
DISABILITY

Title | and Title V of the Americans with Disabilities Act of 1990, as amendexteqr qualified
individuals from discrimination on the basis of disability in hiring, promotion, discharge, pay, fringe
benefits, job training, classification, referral, and other aspects of employment. Disability
discrimination includes not making reasblea accommodation to the known physical or mental
limitations of an otherwise qualified individual with a disability who is an applicant or employee,
barring undue hardship.

AGE

The Age Discrimination in Employment Act of 1967, as amended, protectsapmigliand employees
40 years of age or older from discrimination based on age in hiring, promotion, discharge, pay, fringe
benefits, job training, classification, referral, and other aspects of employment.

SEX (WAGES)

In addition to sex discrimination @hnibited by Title VIl of the Civil Rights Act, as amended, the Equal

Pay Act of 1963, as amended, prohibits sex discrimination in the payment of wages to women and men
performing substantially equal work, in jobs that require equal skill, effort, andnsbpidy, under

similar working conditions, in the same establishment.
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GENETICS

Title 1l of the Genetic Information Nondiscrimination Act of 2008 protects applicants and employees

from discrimination based on genetic information in hiring, promotiathdirge, pay, fringe benefits,

job training, classification, referral, and oth
acquisition of genetic information and strictly limits disclosure of genetic information. Genetic
information includes iformation about genetic tests of applicants, employees, or their family
members; the manifestation of diseases or disorders in family members (family medical history); and
requests for or receipt of genetic services by applicants, employees, or thgimfembers.

RETALIATION

All of these Federal laws prohibit covered entities from retaliating against a person who files a charge
of discrimination, participates in a discrimination proceeding, or otherwise opposes an unlawful
employment practice.

WHAT TO DO IF YOU BELIEVE DISCRIMINATION HAS OCCURRED

There are strict time limits for filing charges of employment discrimination. To preserve the ability of
EEOC to act on your behalf and to protect your right to file a private lawsuit, should yoatelyim

need to, you should contact EEOC promptly when discrimination is suspected: The U.S. Equal
Employment Opportunity Commission (EEOC)8Q20-669-4000 (tolHree) or 28006696820 (tolt

free TTY number for individuals with hearing impairments). EEO€ldfioffice information is
available at www.eeoc.gov or in most telephone directories in the U.S. Government or Federal
Government section. Additional information about EEOC, including information about charge filing,
is available at www.eeoc.gov.

Employers Holding Federal Contracts or Subcontracts

Applicants to and employees of companies with a Federal government contract or subcontract are
protected under Federal law from discrimination on the following bases:

RACE, COLOR, RELIGION, SEX, NATIONAL ORIGIN

Executive Order 11246, as amended, prohibits job discrimination on the basis of race, color, religion,
sex or national origin, and requires affirmative action to ensure equality of opportunity in all aspects
of employment.

INDIVIDUALS WITH DISABILITIES

Section 503 of the Rehabilitation Act of 1973, as amended, protects qualified individuals from
discrimination on the basis of disability in hiring, promotion, discharge, pay, fringe benefits, job
training, classification, referral, and other aspects ofleynpent. Disability discrimination includes

not making reasonable accommodation to the known physical or mental limitations of an otherwise
qualified individual with a disability who is an applicant or employee, barring undue hardship. Section
503 also regires that Federal contractors take affirmative action to employ and advance in
employment qualified individuals with disabilities at all levels of employment, including the executive
level.
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DISABLED, RECENTLY SEPARATED, OTHER PROTECTED, AND
ARMED FORCES SERVICE MEDAL VETERANS

The Vietnam Era Veteransd Readjustment Assi st a:
prohibits job discrimination and requires affirmative action to employ and advance in employment
disabled veterans, recently separated vege(aithin three years of discharge or release from active

duty), other protected veterans (veterans who served during a war or in a campaign or expedition for
which a campaign badge has been authorized), and Armed Forces service medal veterans (veterans
who, while on active duty, participated in a U.S. military operation for which an Armed Forces service
medal was awarded).

RETALIATION

Retaliation is prohibited against a person who files a complaint of discrimination, participates in an
OFCCP proceedingyr otherwise opposes discrimination under these Federal laws.

Any person who believes a contractor has violated its nondiscrimination or affirmative action
obligations under the authorities above should contact immediately:

The Office of Federal Contrac€Compliance Programs (OFCCP), U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, D.C. 2021B0D-397-6251 (tolHree) or (202) 693337

(TTY). OFCCP may also be contacted bgnail at OFCCHPublic@dol.gov, or by calling an OFCCP
regioral or district office, listed in most telephone directories under U.S. Government, Department of
Labor.

Programs or Activities Receiving Federal Financial Assistance

RACE, COLOR, NATIONAL ORIGIN, SEX

In addition to the protections of Title VII of the @iRights Act of 1964, as amended, Title VI of the

Civil Rights Act of 1964, as amended, prohibits discrimination on the basis of race, color or national
origin in programs or activities receiving Federal financial assistance. Employment discrimination is
covered by Title VI if the primary objective of the financial assistance is provision of employment, or
where employment discrimination causes or may cause discrimination in providing services under such
programs. Title IX of the Education Amendments of 2@rohibits employment discrimination on the
basis of sex in educational programs or activities which receive Federal financial assistance.

INDIVIDUALS WITH DISABILITIES

Section 504 of the Rehabilitation Act of 1973, as amended, prohibits employm&iuhiation on

the basis of disability in any program or activity which receives Federal financial assistance.
Discrimination is prohibited in all aspects of employment against persons with disabilities who, with
or without reasonable accommodation, cariqeen the essential functions of the job.

If you believe you have been discriminated against in a program of any institution which receives
Federal financial assistance, you should immediately contact the Federal agency providing such
assistance.

EEOC 9/02 and OFCCP 8/08 Versions Useable With 11/09 SupplementBEIQRevised 11/09)
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ADA Best Practices Tool Kit for State and Local Governments

Chapter 2 Addendum:

Title Il Checklist

(ADA Coordinator, Notice & Grievance Procedure)

PURPOSE OF THIS CHECKLISTThis checklist is designed for use as an assessméhit thie
reqguirements and tasks of an ADA Coordinator,
ADA notice, and (3) t heevanceyprecedumee nt enti tyds A

MATERIALS AND INFORMATION NEEDED: To assess compliance with these administrative
requirements, you will need:

v" a copy of the written position description for an ADA Coordinator, if applicable;

¥ information about the procedurislowed by the ADA Coordinator to ensure compliance
with the ADA, how complaints are processed, and other tasks performed by the ADA
Coordinator;

¥" a copy of the written notice or notices used by the state or local government; and

¥v" a copy of thawritten grievance procedures used by the state or local government.

ADA Coordinator

1. Does the state or local government have an ADA Coordinator? All state and local governments
with 50 or more employees are required to designate at least one regp@mjiibyee to
coordinate ADA compliance.

O Yes, the state or local government has an ADA Coordinator.

O No, the state or local government does not have an ADA Coordinator but an ADA
Coordinator is not required because the public entity has fewer than 50yeswyplo
including all parttime and fulitime employees.

O No, the state or local government does not have an ADA Coordinator even though it has
50 or more employees.
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ACTIONS:

If the local government has fewer than 50 employegeg is notrequired to have an ADA
coordinator. HOWEVER, it is strongly recommended that an ADA coordinator be appo

If the state or local government has 50 or more employees must have a designated AD,
Coordinator. Any state or local government that dogshawe an ADA coordinator is il
violation of federal law. An ADA Coordinator must be designated.

2. Does the ADA Coordinator have the time and expertise necessary to coordinate the
government s efforts to compl yrteiADA» and carry

O Yes
O No

3. Does the ADA coordinator actually carry out these duties?

O Yes
O No

4. Does the ADA Coordinator investigate all complaints communicated to the government alleging
that the government does not comply with the ADA?

O Yes
O No

5. Does thegovernment make available to all interested people the name, office address, and
telephone number of the ADA Coordinator?

O Yes
O No
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ACTIONS:

| f you checked fAnoo for any of the quef¢g
improve the coordinatin of your ADA compliance:

v" Ensure that the ADA Coordinator has the time and expertise necessary to coord
the governmentds efforts to comply
ADA.

v Ensure that the ADA Coordinator actually carriestbese duties.

¥v" Ensure that the ADA Coordinator investigates all complaints communicated to th
government alleging that the government does not comply with the ADA.

v" Make available to all interested people the name, office address, and telephone
number of tie ADA coordinator.

Notice

1. Does the state or local government make information available to the general public regarding

the fact that the ADA applies to the services, programs, and activities of the government?

O Yes
O No

2. Does the state or locglover nment wuse the Department
Americans with Disabilities Acto or a si

O Yes
O No

3. Does the state or local government post this information in public areas or make it available in
other waysas deemed necessary by the head of the government entity to inform people of the

protections of the ADA?

O Yes
O No

4. Is the ADA notice available in alternate formats.e., large print, Braille, audio format,

accessible electronic format (e.g., via emailHiTML format on its website)?

O Yes
O No
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ACTIONS:

I f you checked fAnoo for any of the
requirement for providing notice.

the prohibition of discrimination against people with disabilities.
v Consider using the Department of
Disabilities Act, 0 or use a si mi

posting it on the governmentados w
i nform the public of the ADAOGS p
¥v" Make the ADA notice available in alternate formats.

v" Make information available to all interested members of the general pegécding

¥" Make this information available byopting it in common areas of public buildings,

ques

J u g
| ar |

ebsi
rot 4

Grievance Procedures

1. Does the state or local government have a grievance procedure? All state and local governments
with 50 or more employees are required to adopt and publish grievance procedures providing for

prompt and fair resolution of complaints of discrimination om basis of disability.

O Yes, the state or local government has a grievance procedure.

O No, the state or local government has fewer than 50 employees, including-athpaathd

full-time employees, and is not required to have a grievance procedure.

O No, thestate or local government does not have a grievance procedure even though it has

50 or more employees.

2. Does the | ocal government wuse the

Depart me

the Americans with Di s ab ihdnsive grievenceApcoteduredire., aa s i
grievance procedure for complaints made by any member of the public under the ADA related to

any program, service, or activity)?

O Yes
O No

O No, Not applicable, no grievance procedure is required because thegniijichas fewer

than 50 employees.
3. Is the grievance procedure available in alternate formats?

O Yes
O No

82

r



ACTIONS:

If the local government has fewer than 50 employees, it is not required to have a gri
procedure. HOWEVER, it is strongly recorantded that a grievance procedure be adopted
published by all localities subject to title 1l of the ADA.

If the state or local government has 50 or more employees, it must have a published gf
procedure. Any state or local government that dod@shawe a grievance procedure is
violation of federal law. A grievance procedure must be adopted and published.

v Consider wusing the Department of Ju
Ameri cans wi t h Di sabilities ske grievance
procedure.

v Provide copies of your procedure in alternate formats upon request

Chapter 2 Addendum: Title Il Checklist
(ADA Coordinator, Notice & Grievance Procedure
(December 5, 2006)
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ADA Best Practices Tool Kit for State andLocal Governments

Chapter 7 Addendum 1:

Title Il Checklist
(Emergency Management)

PURPOSE OF THIS CHECKLISTEhis checklist is designed for use as a preliminary

assessment of your emergency management programs, policies, procedures, and shedter faciliti
The goal is to look at your programs, policies, procedures, and shelter facilities to see if there are
any potential ADA problems.

MATERIALS AND INFORMATION NEEDED: To assess the accessibility of your emergency
management programs, policies, procedusad shelter facilities, you will need:

¥v" a copy of your emergency planning and preparedness documents;

¥" a copy of materials used to train employees and volunteers who perform emergency
management functions;

¥v" a copy of materials distributed to the public omeegency preparedness and
emergency management and the procedures used for distribution of such materials;

¥"a copy of any current contracts or other documents reflecting your relationship with
other public entities and/or private organizations to provigesarvices related to
emergency management, such as planning, prevention, preparedness, evacuation,
transportation, sheltering, medical services, lodging, housing, response, social
services, recovery, clearp, and remediation;

v alist of natification methds, procedures, materials, and equipment used to
communicate information about emergencies to the public, including people with
disabilities (in particular, communication with people who are deaf or hard of hearing
and people who are blind or have low grs);

¥v" a copy of your policies and procedures on emergency notification, evacuation,
transportation, emergency shelters, emergency food and medical supplies, temporary
lodging and housing, medical services, social services, and other emergency
management seices;

v alist of accessible transportation and lodging resources that can be used in an
emergency for evacuation, return home following an evacuation, and/or temporary
lodging and housing;

v alist of the facilities designated as emergency shelters, inglndiss care shelters,
special needs shelters, and medical shelters;

¥ eligibility criteria, if any, for participation in emergency management programs,
services, and activities, including mass care, special needs, and medical shelters; and
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v copiesofthdi ADA Checklist for Emergency Sheltel

this Chapter and atand survey tools (metal tape measure, electronic (digital) level,
pressure gauge, and digital camera).

General Emergency Management Policies and Procedures

1. If you have a contract or other arrangement with any third party entities, such as the American
Red Cross or another local government, to provide emergency planning and/or emergency
management or response services, does your contract or other documentatiouwaggement
contain policies and procedures to ensure that the third party entities comply with ADA
requirements, as outlined in Chapter 7 of this Tool Kit, including Addenda 2 and 3?

O Yes
O No
O N/A

2. Do you have written procedures to ensure thatregularly seek and use input from persons
with a variety of disabilities and organizations with expertise in disability issues in all phases of
your emergency planning, such as those addressing preparation, notification, evacuation,
transportation, shelteg, medical and social services, temporary lodging and/or housing; clean
up, and remediation?

O Yes
O No

3. Do you seek input and participation from people with disabilities and organizations with
expertise on disability issues when you stage emergencyasioms and otherwise test your
preparedness?

O Yes
O No
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ACTIONS:

the answer to any of the above ques

management program may not be fully accessible to people with disabilities. Here ar
stefs to ensure that your emergency management programs, policies, and procedt
accessible to people with disabilities.

v If your entity contracts or arranges with third party organizations to help

emergency preparedness or managenfentalize in your agreements with tho
organizations their commitment to compliance with the requirements of Title 1l g
ADA, as set out in this Chapter, including the Addenda.

On an ongoing basis, seek and use input from people with differentofygssibilities

(i.e., mobility, vision, hearing, cognitive, psychiatric, and other disabilities)

organizations with expertise on disability issues regarding all phases of your eme
management plan.

When you stage simulations or otherwise test dffectiveness of your emergend
planning and preparedness, include people with a variety of disabilities in your tq
For example, enlist people with disabilities to rplay during simulation exercises af
provide feedback.

Planning for EmergencyNotification and Evacuation

This section helps you identify potential AB&lated problems in your plans for the emergency
notification and evacuation of people with disabilities. To ensure an accurate assessment of ADA
compliance, this checklist shoul@ lsompleted with the input and assistance of those employees

and

contractors who are involved in your

programs, services, and activities.

4. For planning purposes, have you determined the exiemlich, in an emergency or disaster,

ent i

people with disabilities who reside or visit your community are likely to need individualized
notification, evacuation assistance, and/or transportation, including accessible transportation?

O Yes
O No

5. Has your ememgncy planning identified the resources you will use to meet the needs of
individuals with disabilities who require individualized notification, evacuation assistance, and/or
transportation, including accessible transportation?

O Yes
O No

6. If your emergeng warning systems use sirens or other audible alerts, do you have written
procedures to ensure the use of a combination of methods to provide prompt notification of
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emergencies to persons who are deaf or hard of hearing? (Note: Examples of methodslibat may
effective in communicating emergencies to people who are deaf or hard of hearing include auto
dialed TTY and taped telephone messages, text messaging, emails, open captioning on emergency
broadcasts on local television stations, and dispatching gabdiign language interpreters to assist

with emergency announcements that are televised.)

O Yes
O No

7. Does your plan address the needs of people with disabilities who will require assistance leaving
their homes?

O Yes
O No

8. Do you have writteprocedures to ensure that your community evacuation plans enable people
with a wide variety of disabilities to safely selvacuate and, for those who cannot-sgHcuate,

to receive evacuation assistance? (Note: The plans should address the evaeeddion people

who have mobility disabilities, people who are blind or have low vision, people who are deaf or
hard of hearing, people with cognitive and psychiatric disabilities, people with disabilities who use
service animals, and other people with disids who reside or visit your community who may
need evacuation assistance.)

O Yes
O No

9. Have you established a voluntary, confidential registry for persons with disabilities to request
individualized notification, evacuation assistance, @adsportation?

O Yes
O No

a. If you maintain such a registry, do you have written procedures to ensure that it is voluntary,
it has appropriate confidentiality controls, the information in the registry is regularly updated, and
outreach to persons with dishties and organizations with expertise on disability issues is
conducted to inform them of its availability?

O Yes
O No
O N/A

10. Does your emergency transportation plan identify accessible transportation resources that will
be available to evacuate persavith mobility disabilities, including people who use wheelchairs

or scooters, people who use medical equipment, such as oxygen tanks, and people who use service
animals? (Accessible transportation consists of wheelchagdiftpped vehicles.)

O Yes
O No
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11. Do your emergency plans, policies, and procedures provide for people with disabilities to be
evacuated and transported to shelters together with their families?

O Yes
O No

12. Do your emergency management plans, policies, and procedures ensure thatutopl
disabilities are not separated from their service animals during evacuation and transportation?

O Yes
O No
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management program may notfblly accessible to people with disabilities. Here are som
steps to ensure that your emergency notification and evacuation policies, procedures, g
programs are accessible to people with disabilities.

v" If you use emergency warning systems such as siresugdible alerts, provide

ACTIONS:

the answer to any of the above quest

alternate ways to provide prompt notification of emergencies to people who are
or hard of hearing. Combine visual and audible alerts to reach a greater audienc
either method would reach by itself. Consider using teleplualls with preecorded
messages, auitialed TTY (teletypewriter) messages, text messaging, emails, an
direct doorto-door contact with preegistered individuals. Also use open captioning
on emergency broadcasts on local television stations andafigpaalified sign
language interpreters when emergency announcements are televised.

Adopt policies to ensure that your community evacuation plans enable people w
disabilities, including those who have mobility, vision, hearing, cognitive, and
psychiatic disabilities, to safely selfvacuate or be evacuated by others.

Create voluntary, confidential registries of persons with disabilities who may nee
individualized notification, evacuation assistance, and/or transportation. Establis
procedures to ense that the registries are voluntary, guarantee confidentiality to

those who register, and include a process to periodically update the information

contained in the registry. Widely publicize the registries, including outreach to pe
with disabilities,organizations with expertise on disability issues, organizations th
provide services to people with disabilities, and paratransit riders. Outreach shoy
explain the purpose of the registries, provide assurances of confidentiality, explal
procedures foregistering, and include procedures for people who, because of thg
disabilities, need assistance in registering.

Identify accessible modes of transportation, such as wheelchaigliipped school
buses, transit buses, paratransit vans, and taxtlcabwill be available to help
evacuate people with disabilities during an emergency. Ensure that your plan
addresses the needs of people with disabilities, including those who use wheelc]
scooters, medical equipment, and service animals as whbses who will need
assistance getting from their homes to emergency transportation pickup location
staging areas.
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Training First Responders, Staff, and Volunteers

13. Have the following categories of individuals been trained onrtfegmation provided in
Chapter 7, including Addenda 2 and 3?

a. Emergency planners, those who designate facilities to be used as shelters, and those who
make advance arrangements to address emergency staffing, equipment, medical supplies,
food and beverageand other emergenaglated needs?

O Yes
O No

b. Staff and volunteers who participate in notification activities?

O Yes
O No

c. First responders and other staff and volunteers who deal with evacuation, transportation,
and emergencyelated security issues?

O Yes
O No

d. Shelter staff and volunteers and those who will be involved in routing people to shelters
and deciding shelter placements for people with disabilities and their families?

O Yes
O No

e. Individuals involved in establishing and operating temporhousing or lodging
programs?

O Yes
O No

f. Individuals who will establish and operate emergeratgited medical and social service
programs?

O Yes
O No

g. Individuals who will be responsible for repair, rebuilding, and continuity of program
operations following anreergency or disaster?

O Yes
O No
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ACTIONS:

I f the answer to any of the above quest
for emergency management personnel and volunteers may not adequately address acc
for people with disabilities. Here are some steps to ensure that your training po
procedures, and programs ensure access for people with disabilities.

v' Ensure that emergency planners, those involved in emergaeparedness, firs
responders, and those invalvén all other aspects of emergency management
trained in the requirements of Title 1l of the ADA, including the information provi
in Chapter 7 and Addenda 2 and 3.

v" Develop instructions for staff and volunteers who will perform duties relate
emergency notification, evacuation, transportation, and the routing of people
disabilities and their families to, and placement of these individuals in, shelters.

v’ Developsitess peci fic instructions anfdmddiada
Aspeci al needso shelter volunteers
requirements to provide access to programs, services, and activities offered
shelter, and to address any concerns raised by, people with disabilities. Includg
instrudions and training materials, the information in this Chapter, including Add
2 and 3, on shelter accessibility, eligibility criteria, effective communication, reaso
modifications in policies, practices, and procedures for service animals, and
reasonable modifications.

v Train individuals involved in the emergency management process to recognize
that may affect people with a variety of disabilities and on the procedures to f
when access issues for individuals with disabilities adgeng the course of a
emergency or disaster, such as cont
guidance.

Physical Accessibility in Emergency Shelter Programs

This section helps you identify architectural barriers to access in your emergelteyfabiities.

To ensure an accurate assessment of ADA compliance, this checklist should be completed with
the input and assistance of those employees, volunteers, and representatives of third party
organizations that are involved in your emergency ptanand sheltering programs.

14. Have you conducted an accessibility survey of all of your emergency shelter facilities,
whether owned by government or a private entity to determine if they comply with ADA
requirements? See ACh@elilciystShfedn eAscessinicll e dE
this Chapter.
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O Yes
O No

15. Have you identified access barriers at any of the shelter facilities?

O Yes
O No

16. If you found barriers at emergency shelters, have you taken steps to ensure that the barriers
areremoved to provide (at a minimum) the following accessible features that comply with the
requirements of the ADA Standards for Accessible Design (ADA Standards): parking, exterior
route from the parking to the entrance, entrance, sleeping area, dininpiettacilities, bathing
facilities, recreational areas, emergency exit, and interior routes to all of these areas?

O Yes
O No
O N/A

17. If all barriers have not been removed from a shelter, have you identified an appropriate
number of alternate shelteftsat provide (at a minimum) the following accessible features that
comply with the requirements of the ADA Standards: parking, exterior route from the parking to
the entrance, entrance, sleeping area, dining area, toilet facilities, bathing facilitiestioaat
areas, emergency exit, and interior routes to all of these areas?

O Yes
O No
O N/A

18. Until all emergency shelters have the required accessible features referenced above, have
you identified and widely publicized to the public and to persons wahabdities and disability
organizations the most accessible emergency shelters and the accessible features that each has?

O Ye
O No
O N/A

19. Have you adopted policies and procedures to ensure that shelter staff and volunteers maintain
accessible routes fandividuals who use wheelchairs and other mobility aids?

O Yes
O No

20. Have you adopted procedures to minimize protruding objects and overhead objects in shelters
so that someone who is blind or has low vision can walk safely throughalteher?

O Yes
O No
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21. Have you adopted policies and procedures for shelter staff and volunteers to offer wayfinding
assistance to people who are blind and those with low vision who may need assistance in
understanding and navigating the shelter layoutlaoating shelter facilities (e.g., finding the
route to the toilet room when furniture layouts change)?

O Yes
O No

22. Have you established policies and procedures to ensure that, in the future, facilities are
surveyed for accessibility and barriers toesscare removed before a facility is designated as a
shelter?

O Yes
O No
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program may not be fully accessible to people wliabilities. Here are some steps to ens
that your emergency shelters are physically accessible to people with disabilities.

v Survey your communitydés shelters for

ACTIONS:

the answer to any of the above quest

a minimum, survey the parking, the lpdab the entrance, the entrance, sleeping
dining areas, toilet facilities, bathing facilities, first aid/medical facilities, recres

areas, and the routes to all/l of thes
technical assistancepublae t i on, A Checkl i st for Acg
is included in Addendum 3 to this Chapter.

i I f you find barriers to access,

owner to remove the barriers.

1 If barriers cannot be removed, firrghother nearby facility that is or can be
madei accessible.

| Until all emergency shelters have the required accessible features (parking
to the entrance, entrance, sleeping and dining areas, toilet facilities, b
facilities, first aid/mediclafacilities, recreation areas, and the routes to al
these areas), identify and widely publicize the location and features of thq
accessible emergency shelters to the public, including specific outreg
persons with disabilities, disability his organizations, and organizations tf
provide services to people with disabilities.

Adopt procedures to ensure that shelter staff and volunteers maintain accessibls
and minimize protruding objects. Beds and other furniture must be placedite #ret
accessible routes are not blocked, and that protruding and overhead obje
minimized in all areas of the shelter.

Also include procedures for staff and volunteers to offer wayfinding assistance to |
who are blind or have low vision taqvide orientation to the shelter environment g
assistance in locating shelter areas or features.

Establish policies and procedures to ensure that facilities being considered as g
emergency shelters in the future are surveyed for accessibilitgugs t he A A
for Emergency Shelterso and that b a
designated as emergency shelters.
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Policies and Procedures in Emergency Shelters

23. Do you have supplies of informational materiadstinely handed out at emergency shelters
available in alternative formats (Braille, large print) for people who are blind or have low vision?

O Yes
O No

24. Have you adopted policies and procedures for shelter staff and volunteers to provide
assistance tpeople who are blind or have low vision by reading and completing forms and other
written materials that are not available in alternative formats?

O Yes
O No

25. Do any of your shelters have lesvt i mul at-r ehi difstzeses, 0 such
classroomn a school building used as an emergency shelter?

O Yes
O No

9 I f you ofélrefiszomes, 0 have you adopted po!
areas available on a priority basis to people whose disabilities are aggravated by stress?

O Yes
O No
O N/A

26. Have you adopted emergency shelter eligibility policies and procedures to ensure that people
with disabilities are housed at fAmass careo s

O Yes
O No

27. Have you adopted Amass ueahatesheltesstaidnd voluntegrs o c e d
do not turn away people with disabilities who may need assistance with activities of daily living
even though their personal care aides may not be with them?

O Yes
O No

28. Have you adopted policies and procedurestoerr e t hat fAmass care, 0 |
Amedi cal 6 shelter staff and volunteers are tr
assistance with activities of daily living (e.g., eating, dressing, personal hygiene, transferring to

and from wieelchairs) that some people with disabilities may require?

O Yes
O No
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29.1'f you provide a fnAspeci al needso or fAmedi ca

and procedures to ensure that people with disabilities are not housed ghsliers just because

they have a disability? (Note: Special needs and medical shelters are for medically fragile people
who require the type of care provided in hospitals and nursing homes. Most people with disabilities
are not medically fragile. The ADAequires emergency managers and shelter operators to
accommodate people with disabilities in the most integrated setting appropriate to their needs.)

O Yes
O No
O N/A

30. Have your shelter staff and volunteers received training withspieeific instructiongor
providing people with disabilities access to
Amedi cal , 0 and fAspecial needso shelters?

O Yes
O No

31. Do you have written policies and procedures to ensure that people who are deaf or hard of
hearirg, people with speech disabilities, and people who are blind or have low vision are provided
with effective communication during their stay at a shelter?

O Yes
O No

32. Do you provide a TTY at each emergency shelter for use by people who
are deaf, are hard bkaring, or have speech disabilities?

O Yes
O No

33. Do you have written procedures to ensure that persons with disabilities who use service
animals are not separated from their service animals when using emergency shelters and have full
access to shelterggrams, services, and activities, even if pets are normally prohibited in shelters
or in certain areas of shelters?

O Yes
O No

34. Do you have written procedures to ensure that food, water, and a receptacle and plastic bags
for the disposal of service anainwaste are available at emergency shelters?

O Yes
O No

35. Have you established security procedures at shelters that allow people with service animals

to take their animals outside for relief without unnecessary delays for security screenimg-upon
entry?
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O Yes
O No

36. Do you have written procedures to ensure that emergency shelters hawgp lggrierators
and a way to keep medications refrigerated (such as a refrigerator or a cooler with ice)?

O Yes
O No

37. Do your written procedures on baak generators include a plan for routinely notifying the
public and disability groups of the location of shelters providing electricity and refrigeration?

O Yes
O No

38. Does your emergency management plan provide an effective way for people with disabilities
to request and receive durable medical equipment and medication while in shelters?

O Yes
O No

39. Have you established procedures for people with disabilities to request and receive cots or
beds, modifications to cots or beds, securement of cots or bed®wosafe transfer to a
wheelchair, and placement of cots or beds in specific locations when needed?

O Yes
O No

40. Have you adopted kitchen access policies to provide immediate access to food and
refrigerated medications for shelter residents\aidnteers whose disabilities may require it?

O Yes
O No

41. Does your emergency management plan ensure that at least some kinds of foods and beverages
are available in emergency shelters for people with dietary restrictions, such as people who have
diabetes psevere food allergies?

O Yes
O No
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ACTIONS:

I f the answer to any of the above quest
program may not be fully accessible to people with disabilities. Here are some steps ta
that thepolicies and procedures relating to your emergency shelter programs are acces
people with disabilities.

¥v" Adopt procedures to provide effective communication for people who are deaf o
of hearing, people with severe speech disabilities, andged are blind or have loy
vision. Train staff on the basic procedures for providing effective communica
including exchanging notes or posting written announcements to go with s
announcements. Provide a TTY in each shelter for persons wheafteack hard o
hearing, or have speech disabilities. Provide interpreters when necessary to
effective communication. Train staff and volunteers to read printed information,
request, to persons who are blind or who have low vision.

v If space prmits, offer lowst i mul at+ehi difst zesgs. 0
procedures to make these areas available on a priority basis to people whose dig
are aggravated by stress.

v Adopt eligibility policies and procedures that ensure that peojile disabilities are
housed in fimass careo shelters unles
ensure that shelter staff and volunteers accept people with disabilities who nee
assistance with activities of daily living even though tipeirsonal care aides may n
be with them. Also, provide training and monitoring for staff and volunteers on
appropriate procedures for providing assistance in daily living activities to peopld
disabilities who require such assistance.

v fyou provide a fAspeci al needso or )
procedures to ensure that emergency managers do not require people with disaby
stay in these shelters solely because they have a disability. Special needs aat
shelters are intended to house people who are medically fragile, such as tho
require hospital or nursing home care. The ADA requires emergency manage
shelter operators to accommodate people with disabilities in the most integrated
appropriate to their needs.

v Modify Ano petsodo policies to all band
participate in shelter programs, services, and activiti@gth their service animals|
Also, provide food, water, and waste disposal suppdieservice animals.

¥v" Ensure that a reasonable number of shelters haveupeg&nerators and a way to ke
medications refrigerated (such as a refrigerator or a cooler with ice). Make these
refrigeration. Until all shelters have bagg generats and refrigeration

ty and
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capacity, routinely notify the public about the location of the shelters that have
features.

Establish policies and proceduressering that people who need electricity for if
sustaining equipment have priority access to it when it is available and that p
access is also provided, where feasible, for people with disabilities who re
electrically powered mobility devices.

Establish policies and procedures, and make advance arrangements for reso
ensure that there is an effective way for people with disabilities to request and 1
durable medical equipment and medication.

Establish policies and procedures andkm advance resource arrangements so
people with disabilities can request cots and beds, modifications to cots and
securement of cots and beds, and specific placement of cots, beds, or sleepi
when needed. In shelters where people willegally be expected to use sleeping m
placed on the floor, ensure that some cots and beds are available for peop
disabilities who are unable to use sleeping mats. The procedures on cots and bed
provide for staff and volunteers to consuithwpeople with disabilities about their nee
and provide necessary accommodations.

Modify kitchenraccess policies so that residents and volunteers whose disabilitie
require it can obtain immediate access to food and refrigemagelication. Also, in
planning food supplies for shelters, ensure that at least some kinds of fooq
beverages are available for people with dietary restrictions, such as diabetes of
food allergies.

Medical and Social Services

42. Have you estblished policies and procedures to ensure that medical and social services and
other benefit programs are accessible to people with disabilities, including people who use

wheelchairs, scooters, and other mobility aids, individuals who cannot leavesbeltause of
their disabilities, and people who use service animals?

O Yes
O No

43. Have you established policies and procedures to ensure that application processes for benefit

programs are designed so they do not exclude people with disabilities whalsiétigis prevent
them from using one particular type of application process (e.g-pasdd application processes,
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telephonebased application processes, procedur es
license, or procedures requiring applicaotapply in person)?

O Yes
O No

44. Do you have policies and procedures to ensure that your medical, social service, and other
benefit programs provide effective communication to people with disabilities, including people
who are deaf or hard diearing and people who are blind or have low vision?

O Yes
O No

1 Do your policies and procedures include primary consideration of
the  communication method preferred by an individual with a

disability?
O Yes
O No
O N/A
ACTIONS:
If the answer to any oftheabee questi ons is ANo, 0 this

services your entity provides may not be fully accessible to people with disabilities. He
some steps to ensure that the policies and procedures relating to your medical an
services are accessible to people with disabilities.

v’ Establish policies and procedures to ensure that medical, social service, an(
benefit programs are accessible to people with disabilities, including people wh
wheelchairs, scooters, and otheshitity aids and people who use service animals.

v’ Establish policies and procedures to ensure that medical, social service, an(
benefit programs do not have eligibility criteria that screen out or tend to screq
people with disabilities, or apphltion processes or procedures that deny acce
people with disabilities.

v Establish policies and procedures to ensure that medical, social service, an(
benefit programs provide effective communication to people with disabilities, incld
primary consideration of the method of communication preferred by an individua
a disability.

PostSheltering Policies and Procedures
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45. Have you adopted procedures to provide additional time, transportation, and search
assistance for peoplethidisabilities in emergency shelters to locate accessible temporary housing
and support services in the community following an emergency?

O Yes
O No

46. If you have a program to provide temporary housing to persons when they leave emergency
shelters but aganot yet return home (e.g., housing in dormitories, rooms at lodging facilities,
trailers), have you adopted a plan for providing prompt, equivalent temporary housing to persons
with disabilities, including accessible housing for people who use whee|dwters, and other
mobility aids and people who are deaf or hard of hearing?

O Yes
O No
O N/A

47. If you have a temporary housing program, do your information materials on temporary
housing include information on accessible housing (such as the speamatiotoof accessible hotel
rooms within the community or in nearby communities and transportation resources available in
that area)?

O Yes

O No
O N/A
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ACTIONS:

I f the answer to any of the aboveemgrgeecyg
management and peshelter programs may not be fully accessible to people with disabil
Here are some steps to ensure that your-gluster policies, procedures, and programs
accessible to people with disabilities.

v" Modify policies, as necessary, to provide transportation, search assistanc
additional time in shelters to individuals with disabilities who are attempting to I
housing.

v Identify temporary accessible housing (such as accessible hotel rooms with
community or in nearby communities) that could be used if people with disab
cannot immediately return home after a disaster. Consider establishing tem
housing procedures to ensure that accessible hotel rooms are available on a prior
to people with disabilities who need them.

v Establish policies and procedures to ensure that temporary housing inforr
distributed to the public or to shelter residents includes information on acce
housing and transportation resources.

PostEmergency Repair, Rebuilding, and Resumption of Program Operations

48. Have you established policies and procedures to ensure that the repair and rebuilding of
government facilities comply with the accessibility requirements of Title Il of the ADA?

O Yes
O No

49. Have you established policies to ensure that programs relocated from a damaged facility on
a temporary or permanent basis remain accessible to people with disabilities?

O Yes
O No
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ACTIONS:

I f the answer to any thisisarbddlagahatyourgpestergescy,
policies and procedures may not be fully accessible to people with disabilities. Here ar
steps to ensure that your peshergency policies and procedures ensure access for peopl
disabilities.

v" Establi$ policies and procedures to ensure that facilities constructed or altered b
of emergencyor disasterelated damage comply with the accessibility requiremen
Title 1l of the ADA. Facilities constructed after January 26, 1992, and repairsto

facilities, must comply with Title
facilities constructed before the A
requirements for alterations to existing facilities. Alterations may not dec
aacessibility.

v Establish policies and procedures to ensure that programs relocated from a d
facility remain accessible to people with disabilities, whether the relocatig
permanent or temporary. Ensure that continuity of operations atidress continuity
of access to programs, services, and activities for people with disabilities. Ensu
repair and cleamip activities include the maintenance of accessible features.

Chapter 7 Addendum 1: Title Il Checklist
(Emergency Management)
(Juy 26, 2007)
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ADA Best Practices Tool Kit for State and Local Governments
Chapter 3 Addendum:

Title 1l Checklist

(General Effective Communication)

PURPOSE OF THIS CHECKLISTEhis checklist is designed for use as an assessmestatea
orl ocal governmentés provision of effective co

MATERIALS AND INFORMATION NEEDED: To assess compliance with the general effective
communication requirements, you will need:

v a copy of any policies or procedures related to providing lsigguage interpreters, oral
interpreters, cued speech interpreters, notetakers, corgiuéer transcription services,
etc., when requested by members of the general public. If different departments have
different policies, you shdd review each of the fioies.

v alist of printed materials provided to the public by the locality and an indication of whether
these materials are provided, upon request, in an accessible format, such as in large print,
Braille, or audio recording.

v a list of any videos otelevision programs produced by the locality and an indication of
whether these videos or programs have captioning and audio descriptions.

v alist of where teletypewriters (TTYs) are provided by the locality.

v a copy of any training materials used in tragngovernment employees about providing
effective communication to members of the general public whose disabilities affect
communication.

Interpreters (Sign Language, Oral, and Cued Speech)

1. Does each department of your state or local government haheyaand procedures in place
to deal with requests from the general public for sign language, oral, and cued speech interpreters?

O Yes
O No

2. If policies and procedures are in place, do they:
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a. Specify that sign language, oral, and cued speech interpreteb® abtained within a
short period of time when necessary? (For example, when needed for hospital emergency
rooms, interpreters should be available either in person or by using video relay systems
within a reasonable period of time, 24 hours a day, 7 day®eki in this setting,
reasonable usually means within an hour of a request. lfemangency situations, a
public entity can require reasonable advance notice for interpreter requests.)

Yes
No

aoad

b. Make clear that it is generaligappropriate to request family members and companions
of deaf persons to serve as sign language interpreters?

Yes
No

aad

c. Specify that deaf persons requesting interpreters should not be charged for the cost of the
interpreter?

Yes
No

aad

d. Specifythatthg ubl i ¢ enti tyds decision to deny an
and administrative burden must be made after considering all resources available for use
in funding the operation of the program and must be accompanied by a written statement
of thereasons for reaching the conclusion?

Yes
No

oad

e. Specify that, in any instance where the provision of an interpreter would result in an
undue financial and administrative burden, the entity will take any other action that would
not result in an undue finantiand administrative burden but would nevertheless ensure
that the individual with a disability receives the benefits or services provided?

O Yes
O No

3. Does your state or local government have employees on staff who are qualified interpreters or
havearrangements with one or more vendors to provide interpreting services when needed?

O Yes
O No

4. Have the employees who interact with the public been trained on the correct procedures to
follow when a person requests an interpreter?
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O Yes
O No

5. Review doamentation and speak with agency personnel responsible for responding to
requests for interpreter services. When requests for interpreters have been made in the past, were
they granted:

a. For events such as meetings, interviews, hearings, medical appositncentt
proceedings, and training and counseling sessions?

O Yes
O No
b. Without the state or local government asking the individual who requested the interpreter

charged to pay for the services?

Yes
No

aad

ACTIONS:

| f you c hec ke dqudstioms@abovegothesermang redflags indicating that your
state or local government may not be complying with the effective communication
requirements of Title Il of the ADA.

¥ If your entity does not have policies and procedures on the provisinteqireters,
they need to be established.

v" If your entity has policies and procedures, make sure they include the following
provisions:

1 Sign language, oral, and cued speech interpreters can be obtained within a §
period of time when necessary. In egeicy situations, sign language interpretg
will be available either in person or by using video relay systems within a
reasonable period, 24 hours a day, 7 days a Wweskally, within an hour of
receiving the request. In n@mergency situations, siggnguage interpreters will
be available when reasonable advance notice is provided.

1 Family members and companions of deaf persons will not be asked to serve
sign language interpreters.

91 Deaf persons requesting interpreters will not be charged or asgeay for the
cost of an interpreter.
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1 In situations where agency personnel believe that an undue financial and
administrative burden may be involved, the decision to deny an interpreter wi
made considering all funding available for the operabiothe program.

1 Where undue financial and administrative burden is the basis for the denial o
interpreter, the agency will take any other action that would not result in an ut
financial and administrative burden but would ensure that the indiwdtrab
disability receives the benefits or services provided.

v" Make the policy and procedures on the provision of interpreters available to your
empl oyees and the public by posting

v Train employees so they know the policies #mlappropriate procedures to follow
when they receive a request for an interpreter.

v" Make arrangements with vendors or hire employees so interpreters are availablg
needed.

Other Auxiliary Aids and Services

6. Does your state or locgbvernment have policies and procedures in place to deal with requests
from the general public for documents in Braille, large print, audio recording, and accessible
electronic format (that is, an email or compact disc containing the document in plawdext
processing format, HTML or some other format that can be accessed with screen reader software)?

O Yes
O No

7. Does your state or local government have policies and procedures in place to deal with requests
from the general public for notetakers, congmassisted redime transcription services, and
other auxiliary aids and services for providing effective communication?

O Yes
O No

8. Does your state or local government have the equipment or arrangements with vendors so it
can provide written material® alternative formats (e.g., Braille, large print, audio format,
electronic format)?

O Yes
O No
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9. Does your state or local government provide written materials in alternative formats when
asked to do so? (For example, does your entity communicate withpgaople by using Braille,
large print, or email when asked to do so?)

O Yes
O No

10. Does your state or local government give primary consideration to the requests of the person
with a disability when determining what type of auxiliary aid or service toige@

O Yes
O No

11. Does your entity ensure that all videos and television programs it produces and all videos it
makes available to the public on its internet website are available with captioning and audio
description?

O Yes
O No

ACTIONS:

fyouchecked Anoo for any of the question
providing effective communication. Consider taking the following steps:

v" Ensure that policies and procedures are in place to provide auxiliary aids and s
needed toensure effective communications. Policies and procedures should a
common requests, such as (1) making documents available upon request in Braill
print, audio recording, and an accessible electronic format, and (2) providing note
compuer-aided reatime transcription, assistance in reading and completing forms
other common auxiliary aids and services. See the list of common auxiliary aid
services on page 3 of Chapter 3.

v Ensure that your ent i t yr@ slecigpoo Imakers ® giv
primary consideration to the auxiliary aid or service requested by the person
disability when deciding which auxiliary aid or service to provide.

v" Purchase equipment or make arrangements with vendors so that documeinés
provided in alternative formats when requested.

v" Make all videos and television programs that your entity produces, distributes, or
available to the public accessible to people with hearing and vision disabilitig
providing captioning and audatescription of important visual images, unless doing
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would be a fundamental alteration of your program or impose an undue financi
administrative burden.

v Train your entityoés employees who i
when they receive a request for an auxiliary aid or service.

v Publish your effective communicatio
format so people with disabilities know about any reasonable advance
requirements that your entity guis.

v" Meet with people in your community who have different disabilities to find out
we l | your entityodés effective communi
solicit suggestions for improvement.

TTYs

12. Where telephones aeailable to the public for making outgoing calls, are TTYs available for
people with hearing and speech disabilities?

O Yes
O No

13. Does your state or local government handle calls placed using a Telecommunications Relay
Service or a Video Relay Service imetsame way as other telephone calls?

O Yes
O No

ACTIONS:

I f you checked fAnoo for either of the ¢
requirement for providing equally effective telecommunication systems for people with
hearing and speech disabilities.

¥v" Provide access to a TTY wherever telephones are available for making outgoing

v~ Provide written policies and training to employad® answer the telephone to ensd
that incoming calls made through a relay service are handled as quickly and
effectively as other calls.

v" Meet with deaf people in your community to find out their experiences when usin
relay service to call your entity

Chapter 3 Addendum: Title Il Checklist
General Effective Communication
(February 23, 2007)
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ADA Best Practices Tool Kit for State and Local Governments

Chapter 3
General Effective Communication Requirements

Under Title Il of the ADA

In this chapter, you will learn about the requirements of Title Il of the ADAeftective
communication. Questions answered include:

. What is effective communication?

. What are auxiliary aids and services?

. When is a state or local government required to provide auxiliary aids and services?
. Who chooses the auxiliary aid or servibat will be provided?

A. Providing Equally Effective Communication

Under Title Il of the ADA, all state and local governments are required to take steps to ensure that
their communications with people with disabilities are as effectiveoasmunications with

others,This re guirement is refe r%aadditistraqiredwcepﬁtef fect
where a state or local government can show that providing effective communication would
fundamentally alter the nature of the service or program in question or would result in an undue
financial and administrative burden.

What doesitmean far o mmuni cati on to be fAeffectiveo? Sim
means thatvhatever is written or spoken must be as clear and understandable to people with

disabilities as it is for people who do not have disabilitiesThis is important because sem

people have disabilities that affect how they communicate.

How is communication with individuals with disabilities different from communication with
people without disabilities? For most individuals with disabilities, there is no difference. But
people viho have disabilities that affect hearing, seeing, speaking, reading, writing, or
understanding may use different ways to communicate than people who do not.

The effective communication requirement applies to ALL members of the public with disabiliti
including job applicants, program participants, and even people who simply contact state or I
government agencies seeking information about programs, services, or activities.
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% Department of Justice Nondiscrimination on the Basis of Staté acal Government Services Regulations, 28 C.F.R. Part 35,
A 35.160 (2005). The Departmentds Title Il regulation is avai

2 See Department of Justice Americans with Disabilities Act Title Il Technical Assistance MaAU0D(1993). The
Technical Assistance Manual is available at www.ada.gov/taman2.html.

1. Providing Equal Accesawith Auxiliary Aids and Services

There are many ways that you can provide equal access to communications for people with
disabilities. Thesel i f f er ent ways are provi dedinAlxioluigdr yi a
aids and serviceso are devices or services tha

disabilities 3

Title 1l of the ADA requires government entities to make appropriate auxiliary aids and services

available to ensure effective communicatib¥iou also must make information about the location
of accessible services, activities, and facilities available in a format that is accessible to people

who are deaf or hard dkearing and those who are blind or have low vision.

Generally, the requirement to provide an auxiliary aid or service is triggered when a person with a
disability request it.

328 C.F.R. §8 35. 104, 35.160.
428 C.F.R. Part 35.160(b)(1).
528 C.F.R. § 35.163 (a).

2. Different Types of Auxiliary Aids and Services

Here are some examples of different auxiliary aids and services that may be used to provide
effective communidéon for people with disabilitiedBut, remember, not all ways work for all
people with disabilities or even for people with one type of disability. You must consult

with the individual to determine what is effective for him or her.

gualifiedinterpreters » videotext displays
notetakers » description of visually presented materials
screen readers » exchange of written notes
computeraided reakime transcription = TTY or video relay service
(CART) * emall

written materials * text messaging

telephone handset amplifiers * instant messaging
assistive listening systems = qualified readers

hearing aidcompatible telephones » assistance filling out forms
computer terminals » taped texts

speech synthesizers * audio recordings
communication boards » Brailled materials

text telephones (TTYS) » large print materials

open or closed captioning
closed caption decoders
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* video interpreting services * materials in electronic format (compact disc
with materials in plain text or word processol
format)

B. Speaking, Listening, Reading, and Wting: When Auxiliary Aids and Services Must be
Provided

Remember that communication may occur in different ways. Speaking, listening, reading, and
writing are all common ways of communicating. When these communications involve a person
with a disability,an auxiliary aid or service may be required for communication to be effective.
The type of aid or service necessary depends on the length and complexity of the communication
as well as the format.

1. Faceto-Face Communications

For brief or simple facéo-face exchanges, very basic aids are usually appropriate. For example,
exchanging written notes may be effective when a deaf person asks for a copy of a form at the
library.

For more complex or lengthy exchanges, more advanced aids and services are. I@qosieler
how important the communication is, how many people are involved, the length of the
communication anticipated, and the context.

Examples of instances where more advanced aids and services are necessary include meetings,
hearings, interviews, medical appointments, training and counseling sessions, and court
proceedings. In these types of situations where someone involved has a disability that affects
communication, auxiliary aids and services such as qualified interpreters, comipgetbreal

time transcription (CART), open and closed captioning, video relay, assistive listening devices,
and computer terminals may be required. Written transcripts also may be appropriate in pre
scripted situations such as speeches.

Computer-Aided RealTime Transcription (CART)

Many people who are deaf or hard of hearing are not trained in either sign languageadihg.
CART is a service in which an operator types what is said into a computer that displays the typ
words on a screen.

2. Wri2. Written Communications

Accessing written communications may be difficult for people who are blind or have low vision
and individuals with other disabilities. Alternative formats such as Braille, large print text, emails
or compact discs (CDs) with theformation in accessible formats, or audio recordings are often
effective ways of making information accessible to these individuals. In instances where
information is provided in written form, ensure effective communication for people who cannot
read thetext. Consider the context, the importance of the information, and the length and
complexity of the materials.
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When you plan ahead to print and produce documents, it is easy to print or order some in alternative
formats, such as large print, Braille, audexordings, and documents stored electronically in
accessible formats on CDs. Some examples of events when you are likely to produce documents
in advance include training sessions, informational sessions, meetings, hearings, and press
conferences. In mangstances, you will receive a request for an alternative format from a person
with a disability before the event.

If written information is involved and there is little time or need to have it produced in an
alternative format, reading the informationwdomay be effective. For example, if there are brief
written instructions on how to get to an office in a public building, it is often effective to read the
directions aloud to the person. Alternatively, an agency employee may be able to accompany the
peron and provide assistance in locating the office.

Donét forget

Even tax bills and bills for water and other government services are subject to the
requirement for effective communication. Whenever a state or local government provid
informationin written form, it must, when requested, make that information available to
individuals who are blind or have low vision in a form that is usable by them.

3. Primar3. Primary Consideration: Who Chooses the Auxiliary Aid or Service?

When an auxiliary ai@r service is requested by someone with a disability, you must provide an
opportunity for that person to request the auxiliary aids and services of their choice, and you must

give primary consider a®f Prni naor yt hceo nisn ddiewiad u alnéc
public entity must honor the choice of the individual with a disability, with certain

exceptiong The individual with a disability is in the best position to determine what type of aid
or service will be effective.

The requirement for consultation and pptoi mary
aurally communicated information (i.e., information intended to be heard) as well as information
provided in visual formats.

The requesting personb6s choice does not have t

» the public entity can demonstrate that another eqedigctive means of communication is
available;

» use of the means chosen would result in a fundamental alteration in the service, program, or
activity; or

= the means chosen would result in an undue financial and administrative burden.
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Video Remote Interpreting (VRI) or Video Interpreting Services (VIS)

VRI or VIS are services where a sign language interpreter appears on a videophone ove
speed internet lines. Under some circumstances, when used appropriately, video interp
services can provide imediate, effective access to interpreting services seven days per w¢
twenty-four hours a day, in a variety of situations including emergencies and unplan
incidents.

Onssite interpreter services may still be required in those situations where tio¢ video
interpreting services is otherwise not feasible or does not result in effective communica
For example, using VRI/VIS may be appropriate when doing immediate intake at a hos
while awaiting the arrival of an iperson interpreter, but manot be appropriate in other

circumstances, such as when the patient is injured enough to have limited mobility or nee
be moved from room to room.

VRI/VIS is different from Video Relay Services (VRS) which enables persons who use S
language to @anmunicate well with voice telephone users through a relay service using Vi
equipment. VRS may only be used when consumers are connecting to one another thro
telephone connection.

628 C.F.R. Part 35.160)(2).

7 See Title lITechnical Assistance Manuat7.1100.

4. Providing Qualified Interpreters and Qualified Readers

When an interpreter is requested by a person who is deaf or hard of hearing, the interpreter
provided must be qualified.

A Aqualified i ntheisable®signtodhe individumlavhoasaleatwhat is being
spoken by the hearing person and who can voice to the hearing person what is being signed by the
person who is deaf. Certification is not required if the individual has the necessary skidks. To
qualified, an interpreter must be able to convey communications effectively, accurately, and

impartially, and use any necessary specialized vocab%lary.

Similarly, tho® serving as readers for people who are blind or have low vision must also be

Aqual 9 Fbriexanhplep a qualified reader at an office where people apply for permits would
need to be able to read information on the permit process accurately and in a manner that the person
requiring assistance can understand. The qualified reader would also need to be capable of assisting
the individual in completing forms by accurately regdinstructions and recording information

on each for m, i n accordance with each for mos
individual who requires the assistance.
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Did You Know That There are Different Types of Interpreters?

SignLanguage Interpreters

Sign language is used by many people who are deaf or hard of hearing. It is a visually
interactive language that uses a combination of hand motions, body gestures, and faci
expressions. There are several different types of sigjuége, including American Sign
Language (ASL) and Signed English.

Oral Interpreters

Not all people who are deaf or hard of hearing are trained in sign language. Some are
trained in speech reading (lip reading) and can understand spoken words morsvdiearly
assistance from an oral interpreter. Oral interpreters are specially trained to articulate
speech silently and clearly, sometimes rephrasing words or phrases to give higher visil
on the lips. Natural body language and gestures are also used.

Cued Speech Interpreters
A cued speech interpreter functions in the same manner as an oral interpreter except t
or she also uses a hand code, or cue, to represent each speech sound.

828 C.F.R. § 35.104.
928 C.F.R. § 35.104.

5. Television, Videos, Tkephones, and Title 1l of the ADA

The effective communication requirement also covers public television programs, videos produced

by a public entity, and telephone communicatibdThese communications must be accessible
to people with disabilities.

a. Public Television and Videos

If your local government produces public television programs or vide®gntlist be accessible.

A common way of making them accessible to people who are unable to hear the audio portion of
these productions is closed captioning. For persons who are blind or have low vision, detailed
audio description may be added to describgartant visual images.

b. Telephone Communications

Public entities that use telephones must provide equally effective communication to individuals
with disabilities. There are two common ways that people who are deaf or hard of hearing and
those with spedt impairments use telecommunication. One way is through the use of
teletypewriters (TTYs) or computer equipment with TTY capability to place telephone calls. A
TTY is a device on which you can type and receive text messages. For a TTY to be used, both
paries to the conversation must have a TTY or a computer with TTY capability. If TTYs are
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provided for employees who handle incoming calls, be sure that these employees are trained and
receive periodic refreshers on how to communicate using this equipment.

A second way is by utilizing telephone relay services or video relay services. Telephone relay
services involve a relay operator who uses both a standard telephone and a TTY to type the voice
messages to the TTY user and read the TTY messages to the stalegdnohe user. Video relay
services involve a relay operator who uses both a standard telephone and a computer video terminal
to communicate voice messages in sign language to the computer video terminal user and to voice
the sign language messages ®4dtandard telephone user.

Public employees must be instructed to accept and handle relayed calls in the normal course of
business. Untrained individuals frequently mistake relay calls for telemarketing or collect calls and
refuse to accept them. Theyso may mistakenly assume that deaf people must come into a
government office to handle a matter in person even though other people are allowed to handle the
same matter over the telephone.

1028 cER. 88§ 35.104, 35.160, 35.161.

C. Planning Ahead to Provde Effective Communication

Even before someone requests an auxiliary aid or service from your public entity, plan ahead to
accommodate the communication needs of persons with disabilities. Prepare for the time when
someone will request a qualified inteeger, Braille documents, video relay, or another auxiliary

aid or service.

. Identify local resources for auxiliary aids and servicesEven if you do not think there
is anyone with a disability in your community, you need to be prepared.

. Find out how you can produce documents in Braille or acquire other aids or
services.Technology is changing, and much of the equipment needed to ensure effective
communication is less expensive than it once was. Consider whether it makes sense to
procure equipment or obtaieryices through vendors. If your needs will be best met by
using vendors, identify vendors who can provide the aids or services and get information
about how much advance notice the vendors will need to produce documents or provide
services.

. Contract with qualified interpreter services and other providers so that interpreters
and other aids and services will be available on short notic&his is especially critical
for time-sensitive situations, such as when a qualified interpreter is necessary to
communicée with someone who is arrested, injured, hospitalized, or involved in some
other emergency.

. Use the checklist included in this Chapter
effective communication and to figure out the next steps forlchieving ADA
compliance.

. Train employees about effective communication and how to obtain and use auxiliary

aids and services. All employees who interact with the public over the telephone or in
person need to know their role in ensurig effective communication.
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ADA Best Practices Tool Kit for State and Local Governments
Chapter 5 Addendum:

Title 1l Checklist
(Website Accessibility)

PURPOSE OF THIS CHECKLISTEhis checklist is designed for useconducting a

preliminary as sessment of the accessThegoblistoyeviemd your
your website and your agencyb6s website polici
alerting you to ADA accessibility concerns.

MATERIALS AND INFORMATION NEEDED: To assess the accessibility of your website you
will need:

v If already created, a copy of your Website Accessibility Policy.

v" Information describing specific actions taken to make your existing website accessible to
people with disabilities.

v Information about website accessibility training taken by staff and/or contractors
responsible for developing and posting webpages and content.

v Information about any procedures used to obtain input from people with disabilities
regarding the accessibilityf your website.

¥v" Any input provided by people with disabilities about their experiences accessing your
website.

¥" The assistance of your website manager.

Assessing Current Webpages and Content on Your Website

This section will help you determine if your vwsite has some of the most common accessibility
problems. It will not identify all website accessibility problems.

1. Does the top of each page with navigation |
directs screen readers to bypass the romagifgation links and start at the webpage content, thus

enabling people who use screen readers to avoid having to listen to all the links each time they
move to a new page.)

O Yes
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O No

2. Do all links have a text description that can be read by a scragerr@ot just a graphic or
Aclick hereo)?

O Yes
O No

3. Do all of the photographs, maps, graphics and other images on the website currently have
HTML tags (such as an fAalto tag or a | ong des
being visuallyconveyed?

O Yes
O No

4. Are all of the documents posted on your website available in HTML or anothdraesd
format (for example, rich text format (RTF) or word processing format), even if you are also
providing them in another format, suchR@rtable Document Format (PDF)?

O Yes
O No

5. If your website has online forms, do HTML tags describe all of the controls (including alll
text fields, check boxes, dragpwn lists, and buttons) that people can use in order to complete
and submit the forms?

O Yes
O No
O N/A

6. If your website has online forms, does the default setting in-doan lists describe the
i rmation being requested instead of displa

7. If a webpage hadata charts or tables, is HTML used to associate all data cells with column
and row identifiers?

O Yes

O No
O N/A
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8. Do all video files on your website have audio descriptions of what is being displayed to
provide access to visually conveyeformation for people who are blind or have low vision?

O Yes
O No
O N/A

9. Do all video files on your website have written captions of spoken communication
synchronized with the action to provide access to people who are deaf or hard of hearing?

O Yes
O No
O N/A

10. Do all audio files on your website have written captions of spoken communication
synchronized with the action to provide access to people who are deaf or hard of hearing?

O Yes
O No
O N/A

11. Have all webpages been designed so they can be viewedvusirlgi t or sd web br ow
operating system settings for color and font?

O Yes
O No

Website Accessibility Policy and Procedures

This section will help you identify potential problems with the ongoing process of
ensuring website accessibility

12. Do youhave a written policy on website accessibility?

O Yes
O No

13. Is the website accessibility policy posted on your website in a place where it can be easily
located?

O Yes
O No
O N/A

14. Have procedures been developed to ensure that content is not addedwehsite until it
has been made accessible?
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O Yes
O No

15. Does the website manager check the HTML of all new webpages to confirm accessibility
before the pages are posted?

O Yes
O No

16. When documents are added to your website in PDF formagdreased versions of the
documents (e.g., HTML, RTF, or word processing format) added at the same time as the PDF
versions?

O Yes
O No
O N/A

17. Have inhouse staff and contractors received information about the website accessibility
policy and procedure® tensure website accessibility?

O Yes
O No
O N/A

18. Have inhouse and contractor staff received appropriate training on how to ensure the
accessibility of your website?

O Yes
O No

19. Have inhouse and contractor staff who create web content or post it onvebgite
received copies of the Department of Justiceb
State and Local Government Websites to Peopl e

O Yes
O No

20. If your website contains inaccessible content, is a speaifiten plan including
timeframes in place now to make all of your existing web content accessible?

O Yes
O No
O N/A - website is completely accessible

21. Have you posted on your website a plan to improve website accessibility and invited
suggestions for impvements?
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O Yes
O No

22. Does your website home page include easily locatable information, including a telephone
number and email address, for use in reporting website accessibility problems and requesting
accessible services and information?

O Yes
O No

23. Do you have procedures in place to assure a quick response to website visitors with
disabilities who are having difficulty accessing information or services available via the website?

O Yes
O No

24. Have you asked disability groups represenpiegple with a wide variety of disabilities to
provide feedback on the accessibility of your website? (Note: Feedback from people who use a
variety of assistive technologies is helpful in ensuring website accessibility.)

O Yes
O No

25. Have you tested your wsite using one of the products available on the Internet to test
website accessibility? (Note: Products available for testing website accessibility incladstno
and lowcost options. These products may not identify all accessibility issues and megtiag
that are not accessibility problems. However, they are, nonetheless, a helpful tool in improving
website accessibility.)

O Yes
O No

26. Are alternative ways of accessing wedised information, programs, activities, and services
available for peoplaith disabilities who cannot use computers?

O Yes
O No
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| f

your website. Here are some steps to take to ensure that your Wwednstteheprograms and
services offered on it are accessible to people with disabilities.

v

ACTIONS:

the answer to any of the above quesH

Establish a policy that your webpages will be accessible and create a procq
implementation.

Check the HTML of all new webpages. Make sure that accessible elementsedr
i ncluding nalto tags, | ong descripti

Ensure that your webpages are designed in a manner that allows them to be di
using a visitords own settings for g

If images are used, including photos, graphscgnned images, or image maps, m
sure to include text equivalents fo
each. Ensure that the text equivalents convey the meaningful information pre
visually by the image.

If you use online formand tables, make those elements accessible.

Ensure that videos appearing on your website include appropriately synchronizeq
description and captions.

When posting new documents on the website, always provide them in HTML or a
textbased formageven if you are also providing them in another format, such as R
If documents are provided in both formats, provide both formats at the same ti
people with disabilities have the same degree of access as others.

Develop a plan for making your isting web content accessible, including specific st
and timeframes. Describe your plan on an accessible webpage that can be easily
from your home page. Encourage input on accessibility improvements, including
pages should be given highiqgmity for change. Let citizens know about the standg
or guidelines that are being used to provide accessibility. Make accesS
modifications to the more popular webpages on your website a priority.

Ensure that ihouse staff and contractors respite for webpages and webpa
content development are properly trained on your web accessibility policy
procedures.

Provide a way for visitors to request accessible information or services and p
feedback about accessibility problems by postitejephone number and email addrg
on your home page. Establish procedures to assure a quick response to peo
disabilities who use this contact information to access-based information o
services.

122



accessibility and ease of use; use this information to increase your website acces;

Consider using one of the foost or lowcost resources available on the Internet to
the accessibility of your welisi (Please note, however, that these products maj
identify all accessibility problems on your website.)

Ensure that alternative means are available for people with disabilities who are
to use computers to access information, programs, andceerthat are normally
provided on your website
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THE ADA, FMLA, ANDWORKERS®

COMPENSATI

ADA

FMLA

WC

Purpose

Prohibitsdiscrimination

Sets minimum leave
standards

Provides for payment o
compensation;
rehabilitation

Who is subject to law

Employers with 15 or
more employees

Employers with 50 or
more employees

All employers

Who is protected

Qualified employee or
applicant

Employee who has
worked one year and
1,250 hours; 75 mile
radius rule

Employee

What triggers protectior

Disability; having an

impairment; having had
same, or being regarde
as having had the same

A serious health
condition, birth or
adoption

Sustaining an injury or
occupational disease.

Protection Reasonable 12 weeks ofdave None
accommodation vs.
undue hardship

Medical leave, Reasonable 12 weeks of leave if None

continuous or
intermittent

accommodation vs.
undue hardship

qualifies

Family Leave

No

Family member with
serious health condition

No nursing services?

Medical certification of
disability or condition

Employer can obtain if
job-related or consisten
with business necessity

Empl oyer fin

No prohibition, but

employee must submit
medical proof to receive
benefits

Time limit

Non-reasonable
accommodation and
undue hardship

12 weeks per year

Temporary total and
wage loss issues

Light duty or restricted
duty

May be reasonable
accommodation

Focus is on position at
time of request for leave

Loss of total disability
benefits but may be
eligible for wage loss
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Certification of Health Care Provider U.S. Department of Labor B |
for Emp | o yee s Se Wage and Hour Division P~ *

Condition (Family and Medical
OMB Control Numigr: 12350003
Expires: 5/31/2018

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employel
require an employee seeking FMLA protections because of a need for leave due to a serious health conlolitiit
a medical <certification issued by the empl oyeebs
to your employee. Your response is voluntary. While you are not required to use this form, you may nc
employee to providenore information than allowed under the FMLA regulations, 29 C.F.R. §8 82BZHB0¢
Employers must generally maintain records and documents relating to medical certifications, recertifications,
histories of employees created for FMLA purpess confidential medical records in separate files/records fr(
usual personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Ac
and in accordance with 29 C.F.R. § 1635.9, if the Genetic InfwmBiondiscrimination Act applies.

Employer name and contact:

Empl oyeebds job title: _Regular work schedule:

Empl oyeebs essential job functions:

Check if job description is attached:

SECTION lI: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section Il before giving this form to your me
provider. The FMLA permits aemployer to require that you submit a timely, complete, and sufficient m
certification to support a request for FMLA leave due to your own serious health condition. If requestec
employer, your response is required to obtain or retain thefibefid-MLA protections. 29 U.S.C. 8§ 26:
2614(c)(3). Failure to provide a complete and sufficient medical certification may result in a denial of you
request. 29 C.F.R. § 825.313. Your employer must give you at least 15 calendar days to seftorm . tBO C.F.F
§825.305(b).

Your name:

First Middle Last

SECTION llI: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FI
Answer, fully and completely, all applicable parts. Several questions seek a response as to the fre
duration of a condition, treatment, etc. Your answer should be your best estimate based uppnadiyca
knowledge, experience, and examination of the patBet. as specific as you
Aunknown, 0 or fiindeterminated may not be suffic
condition for which the employeis seeking leave. Do not provide information about genetic tests, as define
C.F.R. 8 1635.3(f), genetic services, as defined in 29 C.F.R. § 1635.3(e), or the manifestation of disease or
the employeeds fami |l y bmnkleasebdea ssre to Sgh thefori onRhe lashpadeé 3 5 .
Providerds name and business address:

Type of practice / Medical specialty:

Telephone: ( ) Fax:( )
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PART A: MEDICAL FACTS
1. Approximate date condition commenced:

Probable duration of condition:

Mark below as applicable:
Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care faci
No__ Yes. If so, dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition? No _

Was medication, other than oviie-counter medication, prescribed? No Yes.

Was the patient referred to other health care provider(g\v&luation or treatment (e.g., physical therapi
No__ Yes. If so, state the nature of such treatments and expected duration of treatment:

2. Is the medical cdtition pregnancy? __ No _ Yes. If so, expected delivery date:

3. Use the information provided by the employer in Section | to answer this questidithe employer fails
to provide a |Iist of the employeebs essenti al
the employeeds own description of his/ her job

Is the employee unable to perform any of his/her job funetibre to the condition: No Yes.

If so, identify the job functions the employee is unable to perform:

4. Describe other relevant medical facts, if any, related to the condition for which the employee seeks I«
(such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as
specialized equipment):
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PART B: AMOUNT OF LEAVE NEEDED
5. Will the employee be incapacitated for a single continuous period of time due to his/her medical con
includingany time for treatment and recovery? _ No___ Yes.

If so, estimate the beginning and ending dates for the period of incapacity:

6. Will the employee need to attend folleup treatment appointments or work ptanmte or on a reduce
schedule because of the employeebs medical

If so, are the treatments or the reduced number of hours of work medically nece
___No___ s

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the
required for each appointment, including any recovery period:

Estimate the patime or reduced work schedule the employee needs, if any:

hour(s) per day days per wefrkm through

7. Will the condition cause episodic flanps periodically preventing the employee from performing his/he
functions? NoYes :

Is it medically necessary for the employee to be absent from work during the flare -ups?
No Yes . If so, explain:

A

Based upon the patientds medical hi story and
frequency of flareups and the duration of related incapacity that the patient may havihevext 6 month
(e.g., 1 episode every 3 months lastirg days):

Frequency: times per week(shonth(s)

Duration: hoursr __ day(s) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.
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PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29281%.Q2%
C.F.R. § 825.500.Persons are not required to respond to this collection of information unless it displays a cudé\Bval
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to cempl
collection of information, including the time for reviewing instructions, searching existing data sources, gatheringtaiding
the data needed, and completing and reviewing the collection of information. If you have any comments regarding this
estimate or any other aspect of this collection information, including suggestions for reducing this burden, senthéhem t
Administrator, Wage and Hour Division, U.S. Department of Labor, Ro&50&, 200 Constitution Ave., NW, Washington, L
20210.DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.

Signature of Health &e Provider Date
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Certification of Health Care Provider for U.S. Department of LabOff}‘w"
Family Member s Seri

Wage and Hour Division =
(Family and Medical Leave Act)
OMB Control Number: 1235003

Expires: 5/31/2018
DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
SECTION I: For Completion by the EMPLOYER
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides thatemployer me
require an employee seeking FMLA protections because of a need for leave due to a serious health conditic
a medical <certification issued by the employeeobs
to your employee. Your response is voluntary. While you are not required to use this form, you may nc
employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§8 SZZH3IE
Employers must generally maintain red®and documents relating to medical certifications, recertifications, or n
histories of employees created for FMLA purposes as confidential medical records in separate files/record
usual personnel files and in accordance with 29 C.F.B38.14(c)(1), if the Americans with Disabilities Act appl
and in accordance with 29 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act applies.

Employer name and contact:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section Il before giving this form to your medical pro
The FMLA permits an employer to require that you submit a timely, complete, and sufficient medical certifi
support a request for FMLA leave due to your own serious heatttlitmm. If requested by your employer, y
response is required to obtain or retain the benefit of FMLA protections. 29 U.S.C. 88 2613, 2614(c)(3).

provide a complete and sufficient medical certification may result in a denial of your FMluaste@®9 C.F.R.
825.313. Your employer must give you at least 15 calendar days to return this form. 29 C.F.R. §825.305(b).

Your name:

First Middle Last

Name of family member for whom you will provide care:

First Middle Las

Relationship of family member to you:

If family member is your son or daughter, date of birth

De<ribe care you will provide to your family member and estimate leave needed to provide care:

Employee Signature Date
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SECTION llI: For Completion by the HEALTH CARE PROVIDER
INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the F!
Answer fully and completely, all appllcable parts Several questlons seek a response as to the fre

knowledge, expenence and examlnatlon of the patéet. as specific as you

Aunknown ndedrer mi natedo may not b e sufficient t o
condition for which the employee is seeking leave. Do not provide information about genetic tests, as defi
C.F.R. 8 1635.3(f), genetic services, as dafim 29 C.F.R. § 1635.3(e), or the manifestation of disease or disc
the employeebs family member s, 29 C.F.R. A 1635.

Providerdéds name and business address:

Type of practice / Medical specialty:

Telephone: ( ) Fax:( )

PART A: MEDICAL FACTS
1. Approximate date condition commenced:

Probable duration of condition:

Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility
___No__Yes. If so, dates of admission:

Date(s) you treated the patient for condition:

Was medication, other than owie-counter medication, prescribed? No Yes.

Will the patient need to have treatment visits at least twice per year due to the condition? No _

Was the pat|ent referred tdmlr health care prowder(s) for evaluat|on or treatment (e g. phyS|cal there

speC|aI|zed equment)
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PART B: AMOUNTOF CARENEEDED When answering these quest.i

need for care by the employee seeking leave may include assistdmbasic medical, hygienic, nutritional,
safety or transportation needs, or the provision of physical or psychological care.

4. Will the employee be incapacitated for a single continuous period of time, including any time for trea
and recovery? No__ Yes.

Estimate the beginning and ending dates for the period of incapacity:

During ths time, will the patient need care? No Yes.

Explain the care needed by the patient and why such care is medically necessary:

5. Will the patient require followap treatments, including time for recovery? No Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the
required for each appointment, including any recovery period:

Explain the care needed by the patient, and why such care is medically necessary:

6.Will the patient require care on an intermittent or reduced schedule basis, includingeafor tiecovery?

No  Yes.

Estimate the hours the patient needs care on an intermittent basis, if any:

hour(s) per day; days per wedkom through

Explain the care needed by the patient, and why such care is medically necessary:
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7. Will the condition cause episodic flaups periodically preventing the patidrdm participating in norm.
daily activitie® No Yes

Based on the patientds medical history and
of flare-ups and the duration of related incapacity that the patient may kaw¢he next 6 months (e.c¢
episode every 3 months lasting2 days)

Frequency times per weeks) month(s)

Does the patient need care during these-lgps? _ No Yes

Explain the care needed by the patient, and why sahis medically necessary:

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.

Sigrature-of HealthCare Previder———————————————————— Date —————————————

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BU RDEN STATEMENT

If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29281%.Q2%
C.F.R. § 825.500.Persons are not required to respond to this collection of information unless it displays a cucdéi\Bval
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to cempl
collection of information, including the time for reviewing instructions, searching existing data sources, gatheringnsaiding
the data needed, and completing and reviewing the collection of information. If you have any comments regarding this
estimate or any other aspect of this collection information, including suggestions for reducing this burden, senthéhem t
Administrator, Wage and Hour Division, U.S. Department of Labor, Ro&502, 200 Constitution Ave., NW, Washington, L
20210.DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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Certification for Serious Injury - w“
or lliness of a Veteran for U.S. Department of Labor hderfmierten

Military Caregiver Leave Wage and Hour Division

(Family and Medical Leave Act) OMB Control Number: 2350003
Expires: 5/31/208

Notice to the EMPLOYER

The Family and Medical Leave Act (FMLA) provides thatesnmployer may require an employee seeking military caregiver lea
under the FMLA leave due to a serious injury or iliness of a covered veteran to submit a certification providing saffisiént f
support the request for leave. Your response is volurifdijle you are not required to use this form, you may not ask the empl
to provide more information than allowed under the FMLA regulations, 29 CFR 825.310. Employers must generally mainsi
and documents relating to medical certificationserect i f i cati ons, or medi cal histori
created for FMLA purposes as confidential medical records in separate files/records from the usual personnel fileesahires
with 29 CFR 1630.14(c)(1), if the Americangth Disabilities Act applies, and in accordance with 29 CFR 1635.9, if the Geneti
Information Nondiscrimination Act applies.

SECTION I: For completion by the EMPLOYEE and/or the VETERAN for whom the employee is
requesting leave

INSTRUCTIONS to the EMPLOYEE and/or VETERAN: Please complete Section I before having Section Il comple
The FMLA permits an employer to require that an employee submit a timely, complete, and sufficient certification to supp
request for military caregiver leave under the FMLA leave due éviaus injury or illness of a covered veteran. If requested by
employer, your response is required to obtain or retain the benefit of FMttacted leave. 29 U.S.C. 2613, 2614(c)(3). Failure
do so may result in a deh29LFR 825310 The emplbyer ynesegives an Enployee at leas
calendar days to return this form to the employer.

(This section must be completed before Section Il can be completed by a health care provider.)
Part A: EMPLOYEE INFORMATION

Name and address of employer (this is the employer of the employee requesting leave to care for a veteran)

Name of employee requesting leave to care for a veteran:

First Middle Last

Name of veteran (for whom employee is requesting leave):

First Middle Last

Relationship of employee to veteran:

Spousél Parent] Sorl]  Daughteb]  Next of Kin L] (please specify relationship):
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Part B: VETERAN INFORMATION

()Date of the vet

(2) Was the veteradishonorably discharged or released from the Armed Forces (including the National Gua
Reserves)? Yésl No[]

BPl ease provide the veterands militar

(4) Is the veteran receiving medical treatment, recuperation, or therapy for an injury or illnes§2 N¢bsl

Part C: CARE TO BE PROVIDED TO THE VETERAN

Describe the care to be provided to the veteran and an estimate of the leave needed to provide the car
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SECTI ON | 1: For completion by: (1) a United Stat
United States Department of Veterans Affairs (
authorized private health care providel) & DOD nornetwork TRICARE authorized private health care

provider; or (5) a health care provider as defined in 29 CFR 825.125

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee named in Section | has requested leave un
military caregiver leave provision of the FMLA to care for a family member who is a veteran. For purposes of FMLA railitgivye
leave, a serious injury or illness means an injury or iiniesurred by the servicemember in the line of duty on active duty in the .
Forces (or that existed before the beginning of t hedutge
active duty in the Armed Forces) and masiiézl itself before or after the servicemember became a veteran, and is:

(i) a continuation of a serious injury or illness that was incurred or aggravated when the covered veteran was a
the Armed Forces and rendered the servicemember umablepte r f or m t he duti es of th
or rating; or

(ii) a physical or mental condition for which the covered veteran has received a U.S. Department of Veterans Affa
Related Disability Rating (VASRD) of 50 percentgreater, and such VASRD rating is based, in whole or in part,
condition precipitating the need for military caregiver leave; or

(iii) a physical or ment al condition that s ub s ttantraly
gainful occupation by reason of a disability or disabilities related to military service, or would do so absent treatm
(iv) an injury, including a psychological injury, on the basis of which the covered veteran has been enrol
Depart ment of Veteransdé6 Affairs Program of Com

Acompleteangd uf f i ci ent certification to support a request fo
orillnessi ncl udes written documentation confirming that they
or existed before the beginning of the veterands aarttthatthe
veteran is undergoing treatment, recuperation, or therapy for such injury or illness by a health care provider listdsaeyvielly
and completely all applicable parts. Several questions seek a response as to the frequency or duatiditiarf greatment, etc. Yc
answer should be your best estimate based upon your medical knowledge, experience, and examination of the patienficBa
you can; terms such as dlifetime, 0 A udetemomeiMLAmIliany cafegiverdea
coverage. Limit your responses to the veteran6s c ondabdu
genetic tests, as defined in 29 CFR 1635.3(f), or genetic services, as defin€ZHR 2835.3(e).

(Please ensure that Section | has been completed before completing this section. Please be sure to sign the
last page and return this form to the employee requesting leave (See Section |, Part ACElbN@g)SEND THE
COMPLETED FORM TO THE W AGE AND HOUR DIVISION. )

Part A: HEALTH CARE PROVIDER INFORMATION

Heal th care providero6s ne

Telephone: () Fax: () Email:

Type of Practice/Medical Specialty:

Please indicate if you are:
[] a DOD health care provider

[ a VA health care provider
[0 a DOD TRICARE network authorized private heatare provider
[J a DOD nonrnetwork TRICARE authorized private health care provider

[ other health care provider
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PART B: MEDICAL STATUS

Note: If you are unable to make certain of the miliehated determinations contained in Part B, you are permit
rely upon determinations from an authorized DOD representative (such as, DOD Recovery Care Coordinator
authorized VA represertige.

(1) The Veterands me

L1 A continuation of a serious injury or iliness that was incurred or aggravated when the covered vetel
member of the Armed Forces and rendered the servicemember unable to perform tlod thaties
servicememberé6s office, grade, rank, or ratin

L1 A physical or mental condition for which the covered veteran has received a U.S. Department of
Affairs Service Related Disability Rating (VASRD) of 50% or higher, and such VASRD tiatlraged, in
whole or in part, on the condition precipitating the need for military caregiver leave.

[JA physical or mental condition that substant
substantially gainful occupation by reason of a disability or disabilities related to military service, or wot
S0 absent treatment.

L An injury, including a psychological injury, on the basis of which the coveeteran is enrolled in the Departm
of Veteransdé Affairs Program of Comprehensive

] None of the above.

(2) Is the veteran being tredttor a condition which was incurred or aggravated by service in the line of duty o
active duty in the Armed Forces? YdsNo[d

(3) Approximate date condition commenced:

(4) Probale duration of condition and/or need for care:

(5) Is the veteran undergoing medical treatment, recuperation, or therapy for this conditiod2 Yhe[]

If yes, please describe medical treatment, recuperation or therapy:

PART C: VETERANOS NEED FOR CARE

ANeed f or c abothphysical@amd pgychaogielscare. It includes situations where, for example, due
or her serious injury or iliness, the veteran is unable to care for his or her own basic medical, hygienic, or nuieitis
or safety, or is unable to trarmsphim or herself to the doctor. It also includes providing psychological comfort and
reassurance which would be beneficial to the veteran who is receiving inpatient or home care.

(1) Will the veteran need care for a single continuous peridithef, including any time for treatment and recovery’

Yedd No[

If yes, estimate the beginning and ending dates for this period of time:

(2) Wil the veteran require periodic folleup treatmentppointments? Ydsl Nol[]

If yes, estimate the treatment schedule:
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(3) Is there a medical necessity for the veteran to have periodic care for thesaifptit@atment appointmefits

Yeddd Noll

(4) Is there a medical necessity for the veteran to have periodic care for other than scheduleg fodatment
appointmentsd.g, episodic flareups of medical condition)? Yed  Nold

If yes, please estimate the frequency and duration of the periodic care:

Signature of Health Care Provider: Date:

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years, incaowitdad U.S.C. 2616; -
CFR 825.500. Persons are not required to respond to this collection of information unless it aisptesstly valid OMB control number. The
Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this collectima@dinfocluding the
time for reviewing instructions, searching existing data sougagbkering and maintaining the data needed, and completing and reviewing th
collection of information. If you have any comments regarding this burden estimate or any other aspect of this cdbectitioim including
suggestions for reducing this berd send them to the Administrator, Wage and Hour Division, U.S. Department of Labor, R&@, 200
Constitution Ave., NW, Washington, DC 2021DO NOT SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION;
RETURN IT TO THE EMPLOYEE REQUESTING LEAVE(A' s shown in Sectieon |, Part fAAO0 al
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Certification of Qualifying Exigency U.S. Department of Labor
For Mllltary Famlly Leave Wage and Hour Division -
(Family and Medical Leave Act)

,:’._=W“'
S. Wage and Hour Di I

OMB Control Number: 1239003
Expires: 5/31/2018

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer me
require an employee seeking FMLA leave due to a qualifying exyjgemsubmit a certification. Please complete Sec
before giving this form to your employee. Your response is voluntary, and while you are not required to use this
may not ask the employee to provide more information than allowed undévitbé regulations, 29 CFR 825.3009.

Employer name:

Contact Information:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section Il fully and completely. The FMLA permits an em
to require that you submit a timely, complete, and sufficient certification to support a request for FkAdle to
qualifying exigency. Several questions in this section seek a response as to the frequency or duration of the
exigency. Be as specific as you can; terms such a
coverage. Your response is required to obtain a benefit. 29 CFR 825.310. While you are not required to p
information, failure to do so may result in a denial of your request for FMLA leave. Your employer must give yo
15 calendar ays to return this form to your employer.

Your Name:

First Middle Last

Name of military member on covered active duty or call to covered active duty status:

First Middle Last

Relationship of military member to you:

Period of military memberés covered active duty:

A complete and sufficient certification taggport a request for FMLA leave due to a qualifying exigency includes wr
documentation confirming a military member6és cover
of the following and attach the indicated document fzpsut that the military member is on covered active duty or ce
covered active duty status.

[JA copy of the military memberds cov

[ other documentation from the military certifying that the military member is on covered active duty (or has b
notified of an impending call to covered active duty) is attached.

[JI have previously provided my employer with suff
covered active duty or call to covered active duty status.
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PART A: QUALIFYING REASON FOR LEAVE

1. Describe the reason you are requesiMLA leave due to a qualifying exigency (including the specific reason yc
requesting leave):

2. A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency incluc
available written documentation whishipports the need for leave; such documentation may include a copy of a m
announcement for informational briefings sponsorec
and Recuperation leave; a document confirming an appaittwith a third party, such as a counselor or school offic
or staff at a care facility; or a copy of a bill for services for the handling of legal or financial affairs. Availatda writ
documentation supporting this request for leave is attached.

Yes[J No[J None Available]
PART B: AMOUNT OF LEAVE NEEDED

1. Approximate date exigency commenced:

Probable duration of exigency:

2. Will you need to be absent from work for a single continuous period of time due to the qualifying exigency?

Yed ] Noll

If so, estimate the beginning and ending dates for the period of absence:

3. Will you need to be absent from work periodically to address this dogléxigency? Ydsl Nol[l

Estimate schedule of leave, including the dates of any scheduled meetings or appointments:

Estimate the frequency and duration of each appointment, meeting, or leave event, including any travel time
(ie., 1 deploymentelated meeting every month lasting 4 hours):

Frequency: times per week(s) month(s)

Duration: hours ___ day(s) per event.
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PART C:

If leave is requested to meet with a third party (such as to arrange for childcare or parental care, to attend couns
attend meetings with school, childcareparental care providers, to make financial or legal arrangements, to act as
military memberdés representative before a federal,
military service benefits, or to attend any evemrsored by the military or military service organizations), a comple!
and sufficient certification includes the name, address, and appropriate contact information of the individual or el
whom you are meeting.€., either the telephone or fax nher or email address of the individual or entity). This

information may be used by your employer to verify that the information contained on this form is accurate.

Name of Individual: Title:

Organization:

Address:

Telephone: ( ) Fax: ( )

Email:

Describe nature of meeting:

PART D:

| certify that the information | provided above is true and correct.

Signature of Employee Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers to retain a copy of this disclosuneinrécords for three years. 29 U.S.C. 2616; 29 CFR
825.500. Persons are not required to respond to this collection of information unless it displays a currently valid @Miicdrgr. The
Department of Labor estimates that it will take an aver&d@® oninutes for respondents to complete this collection of information, inclu
the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and anchpetewing
the collection of informationlf you have any comments regarding this burden estimate or any other aspect of this collection informa
including suggestions for reducing this burden, send them to the Administrator, Wage and Hour Division, U.S. DepartinentRéda S
3502, 200Constitution AV, NW, Washington, DC 2021@0 NOT SEND THE COMPLETED FORM TO THE WAGE AND HOUR
DIVISION; RETURN IT TO THE EMPLOYER.
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Certification for Serious Injury or U.S. Department of Labor

lliness of a Veteran Wage and Hour Division :
for Ml_lltary Careg_lver Leave OMB Control Number: 2350003
(Family and Medical Leave Act) Expires: 5/31/2018

Notice to the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer me
require an employee seeking FMLA leave due to a semjuy or illness of a current servicemember to submit a
certification providing sufficient facts to support the request for leave. Your response is voluntary. While you are
required to use this form, you may not ask the employee to provide moreatitorrthan allowed under the FMLA
regulations, 29 CFR 825.310. Employers must generally maintain records and documents relating to medical
certifications, recertifications, or medi cal hi st
purposes as confidential medical records in separate files/records from the usual personnel files and in accordal
CFR 1630.14(c)(2), if the Americans with Disabilities Act applies, and in accordance with 29 CFR 1635.9, if the
Information Nomliscrimination Act applies.

SECTION I: For Completion by the EMPLOYEE and/or the CURRENT SERVICEMEMBER for whom the
Employee Is Requesting Leave

INSTRUCTIONS to the EMPLOYEE or CURRENT SERVICEMEMBER: Please complete Section | before ha
Section Il completed. The FMLA permits an employer to require that an employee submit a timely, complete, anc
cerification to support a request for FMLA leave due to a serious injury or illness of a servicemember. If reques
employer, your response is required to obtain or retain the benefit of FmbtActed leave. 29 U.S.C. 2613, 2614(c
Failuretod o so may result in a denial of an employeeds
employee at least 15 calendar days to return this form to the employer.

SECTI ON I I : For Completion by a UNITED STATES DEP
PROVIDER or a HEALTH CARE PROVIDER who is either: (1) a United States Department of Veterans Affair:
(AVAO) health care provider; ( 2 )private hBaiDcard@ [itdviders BEa DOE
non-network TRICARE authorized private health care provider; or (4) a health care provider as defined in 2
CFR 825.125

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed on Page 2 has requested lgalar the
FMLA to care for a family member who is a current member of the Regular Armed Forces, the National Guard,
Reserves who is undergoing medical treatment, recuperation, or therapy, is otherwise in outpatient status, or is
on the terporary disability retired list for a serious injury or illness. For purposes of FMLA leave, a serious injury
illness is one that was incurred in the line of duty on active duty in the Armed Forces or that existed before the
of t he mwendotgandveas aggravated by service in the line of duty on active duty in the Armed Force:
may render the servicemember medically unfit to perform the duties of his or her office, grade, rank, or rating.

A complete and sufficient certificatio t o support a request for FMLA | ea
or illness includes written documentation confirm
duty on active duty or if not, that the cuten ser vi cemember 6s i njury or !
servicemember6s active duty and was aggravated by
the current servicemember is undergoing treatment for sjuoly ior iliness by a health care provider listed above. An:
fully and completely, all applicable parts. Several questions seek a response as to the frequency or duration of
treatment, etc. Your answer should be your best estimate basegayponedical knowledge, experience, and examin
of the patient. Be as specific as you can; ter ms
determine FMLA coverage. Limit vy o uorwhicletsepmpiogee isseeékimg lde
Do not provide information about genetic tests, as defined in 29 CFR 1635.3(f), or genetic services, as defined
1635.3(e).
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SECTION I: For Completion by the EMPLOYEE and/or the CURRENT SERVICEMEMBE R for whom the
Employee Is Requesting Leave:

(This section must be completed first before any of the below sections can be completed by a health care providel
Part A: EMPLOYEE INFORMATION

Name and Address of Employer (this is the employer of the employee requesting leave to care for t
servicemember):

Name of Employee Requestingdwe to Care for the Current Servicemember:

First Middle Last

Name of the Current Servicemember (for whom employee is requesting leave to care):

First Middle Last

Relationship of Employee to the Current Servicemember:

Spousé&] Parentld Son [0 Daughter [ Next of Kin (1

Part B: SERVICEMEMBER INFORMATION

(1) Is the Servicemember a Current Member of the Regular Armed Forces, the National Guard or Reserves?

Yed] No[

I f yes, pl ease provide the servicemgnaddeer 6s mi

Is the servicemember assigned to a military medical treatment facility as an outpatient or to a unit establist
purpose of providing commarahd control of members of the Armed Forces receiving medical care as outpatier
as a medical hold or warrior transition unit)?

Yedd Nold

If yes, please provide the name of the medical treatment facility or unit:

(2) Is the Servicemember on the Temporary Disability Retired List (TDRL)?
Yed 1 No[l

Part C: CARE TO BE PROVIDED TOHE SERVICEMEMBER

Describe the Care to Be Provided to the Current Servicemember and an Estimate of the Leave Needed to
Care:

142



SECTION ll: For Completion by a United States Departmeno f Def ense (ADODO) He
Health Care Provider who is either: (1) a Unif
provider; (2) a DOD TRICARE network authorized private health care provider; (3) a DOBetwork

TRICARE authorized private health care provider; oa(#galth care provider as defined in 29 @2B.125

If you are unable to make certain of thditaiy-related determinations contained below in Part B, you are permitte
rely upon determinations from an authorized DOD representative (such as a DOD recovery care coordinator).

(Please ensure that Section | above has been completed beforetoantpls section. Please be sure to sign the forr
the last page.)

Part A: HEALTH CARE PROVIDER INFORMATION

Heal th Care Provideroés Nar

Type of Practice/Medical Specialty:

Please state whether you are either: (1) a DOOMeate provider; (2) a VA health care provider; (3) a DOD TRIC/
network authorized private health care provider; (4) a DODmaiwork TRICARE authorized private health care
provider, or (5) a health care provider as defined in 29 CFR 825.125:

Telephone: () Fax: () Email:

PART B: MEDICAL STATUS

(1) The current Ser visclaseifeedds EChetksOnaroé tHei Appaopriate Boreg)i t i

LI (vSI) Very Seriously Il/injured 1 lliness/Injury is of such a severity that life is imminently endangere
Family members are requested at bedside immediately. (Please note this is an internal DOD casualty
designation used by DOD healthcare providers.)

1 (SI) Seriouslylil/injured i lliness/injury is of such severity that there is cause for immediate conce
there is no imminent danger to life. Family members are requested at bedside. (Please note this is ¢
DOD casualty assistance designation used bip D€althcare providers.)

[J OTHER Ill/injured i a serious injury or iliness that may render the servicemember medically t
perform the duties of the memberdés office,

[J NONE OF THE ABOVE (Note to Employee: If this box is checked, you may still be eligible to take i®
care for a covered family member with a fAserio
is requested, you may be required to complete DOL FORM3B®F or an employeprovided form seeking th
same information.)

(2) Isthe current Servicemember being treated for a condition which was incurred or aggravated by service in tl
duty on active duty in the Armed Forces? [KésNol[]

(3) Approximate date condition commenced:

(4) Probable duration of condition and/or need for care:
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(5) Is the servicemember undergoing mediatment, recuperation, or therapy for this condition? YU No U

If yes, please describe medical treatment, recuperation or therapy:

PART C: SERVI CEMEMBERG6S NEED FOR CAR

(1) Will the servicemember need care for a single continuous period of time, including afyr tireatment and
recovery? Yelsl No[]

If yes, estimate the beginning and ending dates for this period of time:

(2) Will the servicemember require periodic follup treatment appointments? YdsNol[d

If yes, estimate the treatment schedule:

(3) Isthere a medical necessity for the servicemember to have periodic care for thesefditeatment
appointments? Yés No[l

(4) Isthere a medicakcessity for the servicemember to have periodic care for other than scheduledifollo
treatment appointments (e.g., episodic flaps of medical condition)?

Yed] No[d

If yes, please estimate the frequency and duration of the periodic care:

Signature of Health Care Provider: Date:

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years, inceosttdag U.S.C. 2616; .
CFR 825.500. Persons are not required to respond to this collection of information unless it dispiessstig valid OMB control number. T
Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this collectioravémfimcluding th
time for reviewing instructions, searching existing data sourahedng and maintaining the data needed, and completing and review
collection of information. If you have any comments regarding this burden estimate or any other aspect of this cdibectatiom includin
suggestions for reducing this bunjesend them to the Administrator, Wage and Hour Division, U.S. Department of Labor, R8602,320!
Constitution AV, NW, Washington, DC 202100 NOT SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION;
RETURN IT TO THE PATIENT.
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Notice of Eligibility and Rights & U.S. Department of Labor
Responsibilities
(Family and Medical Leave Act)

Wage and Hour Division

"
U.S. Wage and Hour Divisior

OMB Control Numfer: 12350003
Expires: 5/31/2018

In general, to be eligible a@amployee must have worked for an employer for at least 12 months, meet the hours of service requiremer
months preceding the leave, and work at a site with at least 50 employees within 75 miles. While use of this form by é&nghtipeal, a
fully completed Form WK381 provides employees with the information required by 29 C.F.R. § 825.300(b), which must be provided
five business days of the employee notifying the employer of the need for FMLA leave. Part B provides employeesmiétioimf@garding
their rights and responsibilities for taking FMLA leave, as required by 29 C.F.R. § 825.300(b), (c)

[Part AT NOTICE OF ELIGIBILITY ]
TO:

Employee
FROM:

Employer Representative
DATE:

On , you informed us that yomeededleave beginning orfor:

The birth of a child, or placement of a chiléithvyou for adoption or foster care

Your own serious health conditior
Because you are needed to careyour spouse; child; parent due to his/her serious health coni

Because of a qualifying exigency @nig out of the fact that your spouse; son or daughter; isaoerdovered
active duty or call to covered active duty status with the Armed Forces.

Because you are the SpOUSE; son or daughter; parent; next of kin of a covered serviceme
serious injury or illness.

This Notice is to inform you that you:

Are eligible for FMLA leave (See Part B below for Rightsd Responsibilities

Are not eligible for FMLA leave, because (only one reason need be checked, although you may not be eligible for other

_____ You have nomontmength df $emiceFaduirédmiers. A @f the fiededf requested leave, you will
have worked approximately _ months towards this requirement
_____ You have not met the FMLAO®&Gs hour

You do not work and/or report to a site with 50 or more employees withiil&s

If you have any questions, contact or view the FMLA poster

located in

[PART B-RIGHTS AND RESPONSIBILITIES FOR TAKING FMLA LEAVE]
As explained in Part A, you meet the eligibility requirements for taking FMLA leave and still have FMLA leave availablappltbable
12-month period.However, in order for us to determine whether your absence qualifies as FMLA leave, you must retuthe following
information to us by (If a certification is requested, employers must allow at least 15 caler
days from receipt of thisotice; additional time may be required in some circumstances.) If sufficient information is not provided in a
manner, your leave may be denied.
Sufficient certification to support your request for FMLA leave. A certification form thataeksthe information necessary to support yo
request ___is/ ____is notenclosed.

Sufficient documentation to establish the required relationship between you and your family n

Other information needed (such as documentation for military family leave):

No additional informaon requested
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If your leave does qualifyas FMLA leave you will have the followingsponsibilitieswhile on FMLA leave (only checked blanks apply):

Contact at to make arrangements to continue to make your she
the premium payments on your health insurance to maintain health benefits while you are on leave. You have a mdamn(on 3@iate longe
period, if applicable) grace period in which to make premium payments. If payment is not made timely, your group healte imsyrbe
cancelled, provided we notify you in writing at least 15 days before the date that your health covetags will

You will be required to use your available paid sick, vacation, and/or other leaveduring your FMLA absence. This
means that you will receive your paid leave and the leave will also be considered protected FMLA leavataodagainst your FMLA leave
entitlement.

Due to your status within the company, youAsarae fAdkaerys iedmprl eody eae

employment may be denied following FMLA leave on the groundsstiwt restoration will cause substantial and grievous economic injury
We __ have have notdetermined that restoring you to employment at the conclusion of FMLA leave will cause substantial and grie
economic harm to us.

While on leae you will be required to furnish us with periodic reports of your status and intent to return to work every
i i iodi : i articular le ituation)

If the circumstances of your leave change, and you are able to return to work earlier than the date indicated on the thisrfpryou will be required
to notify us at least two workdays prior to the date you intend to report for work.

If your leave does quéfy as FMLA leave you will have the followingghts while on FMLA leave:

A You have a right under the FMLA for up to 12 weeks of unpaid leave irmaohth period calculated as:
the calendar year (Januafpecember).

a fixed leave yebiesed on

the 12Znonth period measured forward from the date of your first FMLA leave usage.

a finmooth denod rgeasuréd2backward from the date of any FMLA leave usage.

You have a right under the FMLA for up to 26 weeks of unpaid leave in a singleoath period to care for a covered servicemember v
serious injury or illness. This single-t2onth period commenced on
Your health benefits must be maintained during any period of unpaid leave under the same conditions as if you contitkued to wo

You must be reinstated to thensa or an equivalent job with the same pay, benefits, and terms and conditions of employment on your r
FMLA -protected leave. (If your leave extends beyond the end of your FMLA entitlement, you do not have return rights under FMLA.)

If you do notreturn to work following FMLA leave for a reason other than: 1) the continuation, recurrence, or onset of a seriousndéti
which would entitle you to FMLA | eave; 2) the contryaonilnasswhamwoul
entitle you to FMLA leave; or 3) other circumstances beyond your control, you may be required to reimburse us for duneshitrénsuranc
premiums paid on your behalf during your FMLA leave.

A If we have not informed you abevhat you must use accrued paid leave while taking your unpaid FMLA leave entitlement, you have th
have___ sick, __ vacationand/or____ other leaverun concurrently with your unpaid leave entitlement, provided you meet any apg
requiranents of the leave policy. Applicable conditions related to the substitution of paid leave are referenced or set fottlytelda/not mee
the requirements for taking paid leave, you remain entitled to take unpaid FMLA leave.

Do oo e

Applicable conditions for use of paid leave:

Once we obtain the information from you as specified above, we will inform you, within 5 business days, whether your leavit vé desigrated as
FMLA leave and count towards your FMLA leave entitlement. If you have any questions, please do not hesitate to contact:
at .

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

It is mandatory for employers to provide employees with notice of their eligibility for FMLA protection and their righespondsibilities. 29 U.S.C. § 2617; 29
C.F.R. 8 825.300(b), (c). It is mandatory for employers to retain a copy of this disclothes records for three years. 29 U.S.C. § 2616; 29 C.F.R. § 825.500.
Persons are not required to respond to this collection of information unless it displays a currently valid OMB controlTinenibepartment of Labor estimates ths
will take anaverage of 10 minutes for respondents to complete this collection of information, including the time for reviewing mstegetiching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collectionatfant If you have any comments regarding this burden
estimate or any other aspect of this collection information, including suggestions for reducing this burden, send theminist@ator, Wage and Hour Division,
U.S. Department of Labor, Room3502, 200 Constitution Ave., NW, Washington, DC 202D® NOT SEND THE COMPLETED FORM TO THE WAGE

AND HOUR DIVISION.
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Designation Notice U.S. Department of Labor
H H Wage and Hour Division v
(Family and Medical Leave Act) OMB Control Number: 1235003
Expires: 5/31/201
Leave covered under the Family and Medical Leave Act (FMLA) must be designated as FMLprotected and the employer must inform the employee of the
amount of leave that wilbeount ed against the employeeds FMLA | eave entitlement.

employer may request that the leave be supported by a certification. If the certification is incomplete or insufficient, teenployer must state in writing what
additional information is necessary to make the certification complete and sufficient. While use of this form by employessaptional, a fully completed Form
H-382 provides an easy method of providing employees with the writiénformation required by 29 C.F.R. §§ 825.300(c), 825.301, and 825.305(c).

To:

Date:

We have reviewed your request for leave under the FMLA and any supportungetation that you have provided.
We received your most recent information on and decided

Your FMLA leave request is appoved. All leave taken for this reason will be designated as FMLA leave.

The FMLA requires that you notify us as soon as practicable if dates of scheduled leave change or are extended, or weraltyi
unknown. Based on the information you have praded to date, we are providing the following information about the amour
of time that will be counted against your leave entitlement:

Provided there is no deviation from your anticipated leave schedule, the following number of hours, days, oil tve
counted against your leave entitlement:

Because the leave you will need will be unscheduled, it is not possible to provide the hours, days, or weeke tbadntek
against your FMLA entitlement at this time. You have the right to redqhisshformation once in a 3@ay period (if leave
was taken in the 36ay period).

Please be advised (check if applicable

You have requested to use paid leave during your FMLA leave. Any paid leave taken for this reason will courduag
FMLA leave entitlement.

We are requiring you to substitute or use paid leave during your FMLA leave.

You will be required to present a fitnefes-duty certificate to be restored to employment. If such certification is not tir
received, your return to work may be delayed until certification is provided. A list of the essential functions of yiour
___is____isnotattached. If attached, the fitnefss-duty certification must address your ability to perform these ioms:

Additional information is needed to determine if your FMLA leave request can be approved:

The certification you have provided is not complete and sufficient to determine whether the FMLA applies to y
request. You must prade the following information no later than unless it is
(Provide at least seven calendar days)
notpracticable under the particular circumstances despite your diligent good faith efforts, or your leave may be del

(Specify information needed to make the certification complete and sufficient)

We are exercising our right to have you obtain anseaothird opinion medical certification at our expense, and we
provide further details at a later time.

Your FMLA Leave request is Not Approved.
The FMLA does not apply to your leave request.
You have exhausted ydtiILA leave entitlement in the applicable-fri®onth period.

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
It is mandatory for employers to inform employees in writing whether leave requested under the FMLA has been deterntoeerénl heder the FMLA. 29 U.S.C
§2617; 29 C.F.R. 88 825.300(d), (e). Itis mandatory for employers to retain a copy of this disclosure in their reboeds/fars. 29 U.S.C. § 2616; 29 C.F.R.
§825.500.Persons are not required to respond to this cadleaf information unless it displays a currently valid OMB control number. The Department of Lab
estimates that it will take an average ofi180 minutes for respondents to complete this collection of information, including the time for reviewingtioss;
searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the coflecctiatiasf.irif you have any comments
regarding this burden estimate or any other aspect of this collection informationjrig suggestions for reducing this burden, send them to the Administrator, '
and Hour Division, U.S. Department of Labor, Roof8592, 200 Constitution Ave., NW, Washington, DC 202D@ NOT SEND THE COMPLETED FORM
TO THE WAGE AND HOUR DIVISION.
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HIPAA Privacy Authorization Form

** Authorization for Use or Disclosure of Protected Health Information

(Required by the Health Insurance Portability and Accountability Act, 45 C.F.R. Parts 160 and
164) **

** 1. Authorization **

| authorize (healthcare provider) to use and disclose the protected
health information described below to (individual seeking the
information).

**2. Effective Period**
This authorization for release of infoation covers the period of healthcare from:

a.d to

**OR **
b. O all past, present and future periods.
**3. Extent of Authorization**

a. O | authorize the release of my complete health record (including recordagetaimental
healthcare, communicable diseases, HIV or AIDS, and treatment of alcohol and drug abuse).

**O R**

b. O | authorize the release of my complete health record with the exception of the following
information:

O Mental health records
O Communcable diseases (including HIV and AIDS)
O Alcohol/drug abuse treatment

O Other (please specify)

4. This medical information may be used by the person | authorize to receive this information for
medical treatment or consultation, billing or claims payment, or other purposes as | may direct.

5. This authorization shall be in force and effect until (date or event), at which time
this authorization expires.
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6. | understand that | have the right to revoke this authorization, in writing at any time. |
understand that revocation is not effective to the extent that any person or entityddsated

in reliance on my authorization or if my authorization was obtained as a condition of obtaining
insurance coverage and the insurer has a legal right to contest a claim.

7. 1 understand that my treatment, payment, enrollment, or eligibility daefiis will not be
conditioned on whether | sign this authorization.

8. I understand that information used or disclosed pursuant to this authorization may be disclosed
by the recipient and may no longer be protected by federal or state law.

Signatureof patientor personatepresentative

Printednameof patientor personaftepresentativandhis or herrelationshipto patient

Date
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Date

Dr.
Dear Dr.
is a patientyajurs anl also an employee of County .
At this point, we are attempting to determine if is fit for duty. Therefore, | am

enclosing a signed medical authorization that will allow you to provide our agency information
regarding her medical status. | am requesting that you provide an opinion as to whether this
employee is able to perform the essential functions of the job with or without an accommaodation.

For your review, I have encbduses.d a descriptior

Specifically, | would ask that you answer the following questions:

1. Does this employee have a physical or mental impairment and/or disability?

2. If she has such impairment, please describe it.

3. To what extent does this disability affectthe empboyes dai |y | i fe ac
4. Can this employee perform the functions of her position?

5. If the employee cannot perform the functions of her position, are there any

accommodations that you can suggest?
6. Is there any risk to the employee by her being in the Wackf

ic Inf : liscrimiati [ isclaimer
The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other
entities covered by GINA Title 1l from requesting or requiring genetic information of an individua
or family member of an individual, except as specifically allowed by this law. To comply with
this law we are asking that you not provide any genetic information when responding to this request

for medical i nformation. by GRInNA iicncdlnudoersmaan o
family medical history, the results of an indi
an individual or an individual s family membe
information of a fetusa&r ri ed by an individual or an indivi

lawfully held by an individual or family member receiving assistive reproductive services.

Your prompt attention to this matter is appreciated. If there are any costs associatédswith
report, please bill our agency at the above address. If you have any questions concerning this
matter, please feel free to contact me.

Sincerely,
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Re:Fitnessfor duty

DearDr. :
Enclosed is a signed medical authorization from . At this point, we are attempting
to determine if is fit for duty. | have enclosed a copy of her job description. Please

respond to the following questions.
1. Does have a physical or mental impairment?

2. If she has such impairment, please describe it.

3. Please explain how the impairment may limit in her activities.

4. 1Is fit for duty in her current position?

5. Can you suggesany accommodations for ?

6. Does presence in the workplace present a risk to herself or others?

Your prompt attention to this matter is appreciated. If you have any questions concerning
this matter, please feel free to caritme.

Sincerely

151



TO:

MEDICAL AND HOSPITAL AUTHORIZATION

This will authorize you to release to , any and all information relating
to my fitness for dutyincluding any records pertaining to my treatment for
and allow them to copy and photocopy any records which you may have regarding my condition,
when under your observation or treatment including, but not limited to, my medicahisiary, %
ray readings and findings, diagnosis, and reports from the physicians, therapists, prognosis, and
subsequently any future developments. This documesd alsthorizes you to discuss my medical
history, current medical status and prognosis véfitesentatives of and
to fully respond to any questions they may have. This authorization shall stand until you receive
written revocation thereof.

Employee Date

Witness Date
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By signingthis document indicatemy agreemento voluntarily reducemy hoursof work from hours per week
to hours per week. | agreenot to work more than hours per weekwithout prior authorization oimy
supervisorgxceptin anemergencigituation.

| understandhat this will resultin a proportionalreductionin pay; aswell as a reductionin the accumulatiorof
thosebenefits,e.g.,sick leaveandvacationleave thatarebasedon my hoursof work.

| agreethat my hoursmay be increasedasneededputthat| will regularlybe assignedo work hoursperweek.
| furtherunderstandhatevenif | amauthorizedor assignedo work more than hoursperweek,| am not entitledto
time andonehalf compensationinlessanduntil I work morethanforty (40) hoursin a workweekin accordancevith
theC o u n tuyéntpolicy for overtimecompensation.

| recognizehatthe Countymayincreasgor return)my work hoursto hoursperweekwith atleastfourteendays
notice.
Employee Signature Date
Printname
Accepted:

AppointingAuthority Representafives
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CERTIFIED MAIL [Date]

RETURN RECEIPT REQUESTED
Re: Family Medical Leave

DearEmployee :

On [date], you advised us that you were requesting a leave of absence that may qualify as
family medical leave under the law. We understand you may be claiming to have a serious health
condition which prevents you from performing an essential function of your grof@r insert
other FMLA covered reason for leave] On behalf ofithe employer], | wish to extend you our
support as well as stress how important it is for you[redemployer] to communicate throughout
this process.

All leave will be counted againgbur annual family medical leave entitlement. Under our
policy, a leave of absence that qualifies as FMLA under state or federal law run concurrently with
other types of paid or unpaid leave, if any. Your FMLA ledmamber of days/hours] has been
provisionally granted as of the date of this letter pending receipt certification from a health care
provider as outlined below.

Youmusthave your health care provider compl ete
Provider 0 Mustretarn &is acbmpjeted form within 15 calendar days of its receipt. If
you fail to complete and return these forms in a timely manner, your leave can be delayed until it is
provided. In addition, the failure to submit the completed medical certification formimedy t
manner may result in absences being considered unexcused in accordance wafibeateeism

policy.

Pl ease note, your completion of other form
previous submission of a note from a health care proisdaadequate. YOU MUST COMPLETE
AND RETURN THE ENCLOSED CERTIFICATION OF HEALTH CARE PROVIDER FORM.

If you have any questions regarding the leave policies or the content of this letter, please do
not hesitate to contact me.
Sincerely,
Enclosures

(Notice of Eligibility and Rights Form WH381, Designation Form WA382 & Responsibilitie
Form; Medical Certification Form Wi382)
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NOTICE OF POLICY CHANGE

To: All Employees

From:

Date:

Re: Medical Marijuana & The Drug -Free Workplace Policy

On June 8, 2016, Ohio Sub HB 523 was enacted, which authorizes certain health providers to prescribe lir

types of medicinal marijuana to qualifying patier
8, 2016. ThigCounty]has estalshed and maintains a Driiree Workplace Policy that is unaffected by the Ohio
Sub HB 523 or Ohiods medical marijuana | aw taking

This County has a zeitolerance policy for employees who are under the influence of illegal drugs or alcohol whil
at work. Employees who are using marijuana with a valid prescription or authorized by Ohandawt exempt
from this policy in any way.The use of marijuana with or without a valid prescription or as authorized by law wil
be treated the same as the use of all other illegal drugs or the abuse of legaEdrplgg/ees using illegal drugs,
including marijuana for any purpose including nogthl, are still subject to all provisions of this policy and may
be terminated for such use.

Employees are advised of the following:

1. This [County] does not permit or accommodate an employee's use, possession, or distribution of med
marijuana;

2. The [County] may refuse to hire or may discharge, discipline or take other action against an individu
because of that personb6és use, possession, or dist

3. An employee who tests positive for or refuses to submit to a drug testerthgqualified for compensation
and benefits under the Ohio Workersd Compensatior

4, Because use, possession or distribution of marijuana is a violation of theFEiIgVorkplace Policy,
employees who are discharged for those reasons will be comsier®ve been discharged for just cause for
purpose of unemployment compensation or othergostination pay or benefits.

The Drugkr ee Wor kpl ace Policy continues to apply rec¢
distribution of marijuaa was obtained/conducted in Ohio or other states.
ACKNOWLEDGMENT

By signing below, | acknowledge that | have read and understand this Memorandum regarding Medical Mariju
& The DrugFree Workplace Policy. | also reaffirm my acknowledgement of The-Breg Workplace Policy and
agree to follow its terms.

Employee Signature Date
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Instructions Start Cwer Print

Employment Eligibility Verification USCIs
Department of Homeland Security th:{m]lﬁ:ll;iuq"
US. Cifizenship and Immigration Services Expives 08312018

I START HERE: Raad Instructions carefully bafore completing this form. The inafructions must be avaltable, sither In paper or alectronically,
during complation of this form. Employers are llable for enncrs in the completion of this form.

ANTI-DISCRIMINATION NOTICE: ftis illegal to discriminate against work-authorized individuals. Employers CANMNOT specify which
document(s) an employes may present to establish employment authorization and identity. The refusal to hire or confinue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

[Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form -9 no later
than the first day of employment, but not before accepting a job offer )

Last Mame (Famify Mame) |1 First Mame (Given Mame) (1) Mimdie Inftial *' | Other Last Names Used (IFany) |2

Address (Street Mumber and Mame) (1) Apt. Kumiber T ( City or Town (20 State (1)

E

Date of Blrh fmmdgiyyy) 2 |U_S. Soclal Security Number © | Employee’s E-mall Address (1) Employee's Telephane Mumber (1)

ZIP Code

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

| attest, under penalty of perjury, that 1 am (check one of the following boxes):
|:| 1. A ciiizen af the Unied Siates |1

|:| 2. A mencitzen national of the Unlied Stales (See instuctians) &'

[] 3. A lawtul permanent resident| */(Alen Registration NUMBDERUSCIS Mumber): (20

[ & an allen authoeized to wark' " 'unill (expiration date, If appilcable. mmiddiyyyy): (2
Some allens may wriie "N/A” In the expliration daba fiekl. [See insructions)

Allens sutharized fo work must provide only ane of #e falowing document numbars fo compists Fomm 52 e - BB
AN Allen Registration NumberUSCIS NUmber O Form 1-04 Admission Number OF Foreign Passport Number.

1. Allen Reglstration MumberUSC1S Mumber: |2/
OR

2. Form 1-94 Agmission Mumber: D
OR

3. Fareign Passport Mumber; ©'
Couniry of Issuance: =

Signature of Employee (1) Today's Date mmadiyyyl 2

Preparer and/or Translator Certification (check one): =
[] v o not use & preparer or translatar. || A preparer(s) andior franlaton]s) assisten the empiayes In compisting Section 1.
(Fields below must be complefed and signed when preparers andior translafors assisf an employee in complefing Section 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 frue and correct.

Signature of Preparer ar Transiator (7

Todays Date (mmadyyyyl 1

Last Mame [Famiy Mame) D First Kame [Given Mame) '
Andress (Sirest Number and Name) ' = City or Town "2 State ' |2Z° Code 2
Chck to Finish
L Empioyer Compietes Next Fage {50
Form -9 0W1T1T H Bape 1 of 4
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Instructions Start Ower Print

Employment Eligibility Verification USCIS
Department of Homeland Security Dhggmllﬁ:ll;i[ﬂ"
U.S. Citizenship and Immigration Services Expiras 08312013

Section 2. Employer or Authorized Representative Review and Verification

(Empioyers or ihelr suffhorized representative must complete and sign Sectian 2 within 3 bushess days of the employee’s st day of employment. Yoo
must physicany examine ane document rom List A OR 3 COomBnation of GNe Socument rom LISt B and one Jocuwment fiom LISt C a5 isfed on fe "Lists
of Accaptatie Documents.”)

Employes Info from Section 1% Last Name (Family Name) | 1) First Name (Given Name) = | M. 2T Clitizenshipiimmigration Status ©

]

List A OR List B AND List
Identity and Employment Authortzation Identity Employment Authorization
Daacument Titie (21 Document Tiie (2 Dracument Thie ()
lssuing Authority ) Issuing Autharity 21 Issuing Authorty =)
Document Mumbsr 7 Document Mumben 7 Document Mumber T
Explration Daie (i anymmodyyyy) L Expiration Dale (¥ any) [mmasyyyye e Expiration Ciate (I any)[mmadyyyy) 11

Dacument Tile

]

tssuing Auharity| z) Additional Infermation ¥ T

<]

Document Numbsr =

Expiratien Date (¥ anymmiodyyyy) 21

Document Tiie @

[

I55UINg ALINGHEY )

Document Mumbern z;

Expiration Date [ir anyymmadyyyyin

Certification: | aftest, under penalty of perjury, that [1) | have examined the document|s) presented by the above-named employes,
(2) the abowvedisted document{s) appear fo be genuine and to relate to the employee named, and (3] to the best of my knowledge the
employee is authorized to work in the United States.

The emplayee’s first day of employment [mmiddyyyyl: = (See instructions for exemptions)

Signature of Employer or Authorized Representative T Today's Date (mmyddiyyyy) I | Tite of Employer or Authorzed Representative (2

Last Mame of Emplayer o Authorized Regeesentative | ® | First Name of Empioyer or Authorized Representatve’ 21| Emplayer's Business or Organization Name (20

Empiayer's Business or Onganization Address [Street Mumber and Mame) 2| Clty or Town /2 a2 n (7P code (T

E

Click to Finish

Fom [0 ONLITIT N Pape1of 4
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Instructions

Start Ower

Employee Name from Section 1: Lagt Name (Familly Name} 12!

Prrimt

Employment Eligibility Verification
Department of Homeland Security
.5, Citizenship and Immigration Sernices

First Mame [Siven Mame) |1

USCIS
Form I-9

OME Na. 1615-0047
Expires 08312018

Micdie Inftial |2

Section 3. Reverification and Rehires {To be complefed and signed by employer or authorized representafive.)

A Mew Mame (If appicahie) |1

B. Diaie of Rehire [ appicabia)

Last Mame [Family Name) 7! First Name (Given Name) 11)

Middie Inltial (7 | Date fmmsadiyyyy) (2

continuing employment autharization In the space provided below.

C. I the employee's previous grant of employment authorization has expired. provide the Informatian for the document or recedpt that establishas

Document TRi2 |2/

-

Document Mumbssr! !

Expiration Date (I any) mevod)yyy) |

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

Signature of Employer or Autharized Representaiive )| Taday's Date [mmidadyyyy) (1)

Mame of Emplayer or Authorized Representative (1)

Click to Finish

Fomm [9 00117 N
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LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employ=es may present one selecfion from List A
or a combination of one seleciion from List B and one selection from List C.

LIST A LISTB LISTC
Documents that Establish Documents that Establish Documents that Establish
Both ldentity and Identity Employment Authorization
Employment Authorization OR AND
1. U.5. Passport or LS. Passport Card 1. Dwiver's license or ID card issued by a 1. A Social Security Account Numbser
- State or outlying possession of the cand, unless the card includes one of
2 ;EE"’};E‘“RHEE“?”: g:rrd'j F;m&n United States provided it contains a the foliowing resirictions:
? F phatograph or information such as (1) NOT VALID FOR EMPLOYMENT
- - name, date of birth, gender. height. eye
3. Foreign passport that contains a color, and address {2) VALID FOR WORK ONLY WITH
temporary <551 stamp or temporary M5 AUTHORIZATION
+551 printed notabon on a machine- | |2, ID card issued by federal. state orlocal | 3 a1 FOR WORK ONLY WITH
readable immigrant wisa government agencies or entities,
L . DHS AUTHORIZATION
— provided it contains a photograph or
4. Employment Authorization Document information such as name, date of birth, | 2 Certification of report of birth issued
that contans a photograph (Form gender, height, eye color, and address by the Department of State (Fomms
-Ta6) DS-13560, F5-545, F5-240)
3. School D card with a phofograph — - -
3. For a nonimmigrant alien authorized 3. Original or certified copy of birth
to work for a specific employer 4. Voter's registration card certificate issued by a State,
because of his or her status: county, municipal autharity, or
H5E ST orier it 5. U.S. Military card or draft record femitory of the United oy |
a. Foreign passport; and beari offcial |
6. Military dependent's ID card ring an sea
b. Formn |04 or Form 1-94A that has
the following: 7. .5, Coast Guard Merchant Mariner 4. MNative American tribal document
(1) Ths same name as the passport; Card 5. U.5. Citizen 1D Card {Form I-197)
an - -
8. Mative American fribal document -
(2] An endorsement of the aben's 6. Identification Card for Use of
nonimmigrant status as long as 9. Driver's license issued by a Canadian Resident Citzen in the United
that period of endorsement has govermnment authority States (Form -170)
not yet expired and the A
proposed employment is not in For persons under age 18 who are [ Emph'_l'"lﬂ_nt authorization
conflict with any restrictions or unable to present a document Dd“'. EﬂtnI:Sﬁld W?;Ed Securt
limitaticns identified on the form. listed above: epartrnent of Homelan Y

6. Passport from the Federated States of
Micronesia (F5M) or the Republic of 10.Sehool record or report card
the Marshall Islands (RMI) with Formn 11. Clinic, doctor, or hospital record
B4 or Form HB4A indicating
nonammigrant admission under the 12. Day-care or nursery school record
Comgact of Free Association Between
the United States and the FSM or RMI

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

Refer to the ingtructions for more information about acceptable receipis.

FormI-9 071717 N Pape4of4
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SAMPLE CREDIT CARD POLICY

Credit cards are designed to make purchases in order to reduce paperwork and processing
time. This is an alternative to the traditional process and can significantly reduce the number of
payments processed. The program can also help minimize or elirtheateeed for the use of
personal funds reimbursed by expense report.

Benefits include an expanded list of merchants from whom purchases can be made, accelerate
payment to the vendor, expedite delivery of goods, reduce paperwork, lower processiagaosts
the ability to set and control purchasing dollar limits.

Ohio Revised Code 8§ 301.27 permits the use of credit cards. The Board of County
Commissioners formulates the policy for the use of the cards. The resolution shall set limits for
spending, actity and allowable expenditures as well as administrative controls.

General Information

The credit card program is not intended to avoid or bypass the competitive bid requirements,
appropriation of funds, approval process, or payment process. Rlaghgrogram complements the
existing processes. Expenditures may not exceed appropriations under any circumstances.

The card can be used forstore purchases as well as maitmail, internet, telephone and
fax orders. Itis not an ATM card or debdrd. It cannot be used for cash withdrawals nor personal
or nonwork-related purchases.

A fAcardhol der o i s an individual wh o has
Commissioners to pay for certain wenddated expenses with a procurement card. cEndholder
is responsible for the security and physical custody of the card, and is accountable for all transactions
made with the card. The <car dh o-Xketmng reqomueséntsc o mp |
(including retention of original receiptsdrfthe protection of both the cardholder and the County.
The cardholder is also responsible for timely reconciliation of the billing statement. Employees have
a responsibility to report instances where the County policies and procedures are not logred.fol

The cardhol derés personal c¢credit history 1is
done on individual cardholders. Billings for authorized purchases will be paid with County funds.

Selection of the card issuer

Selection of the cardssier will be made based upon the specific needs of the County and the
current depository agreement. The agreement will include fee schedules, processing procedures and
rights and responsibilities of both parties.

Administration of program

The Board of @unty Commissioners will designate the person responsible for administration
of the credit card program. That person will be responsible for processing cardholder applications,
suspensions and cancellations; resolving disputes with merchants; and nmgntardholder
profiles for the Countyds cards.

Establishment of card limits
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Individual cards are subject to the following maximum limits:

1. Monthly spending per card
2. Single transaction limit

Purchases may not be split to bypass the singtesaction limit. Cardholder limits will be
defined based upon the limits established above.

The card may not be used to pay for the following:

1. Entertainment
2. Alcoholic beverages
3. ATM, cash advance and all other cashated transactions

Sales and useax

Purchases made with County credit cards areexampt. If tax is charged inappropriately,
the cardholder should present a tax exemption certificate to the vendor, and receive credit for the
unnecessary tax. Tax exemption certificates are availalie idesignated County Office.

Application for credit card

An individual cardholder must be a current fiithe County employee. Additionally, the
Appointing Authority must recommend that a card be issued to the employee and it must be approved
by theCounty Commissioners. The application will specify monetary and transaction limits as well
as approved merchant commodity codes for the individual cardholder. Once a card has been issued,
the Board may modify the ¢ ar dhlegnitated byitite person Th e s
responsible for the program administration.

Cardholder acknowledgment and responsibilities

The cardholder is responsible for the physical custody of the card, and for maintaining
confidentiality of all informatiomelating to the card such as the account number and expiration date.
The card is not to be loaned to anyone.

The cardholder will sign a written acknowledgment indicating that the cardholder
understands the intent of the program and agrees to adheeepolitty and guidelines established
by the Board of County Commissioners. The person responsible for the program administration will
retain the signed acknowledgment.

Original receipts

When making a purchase, the cardholder should obtain and retaindimal receipt. The
receipt must contain the vendoroés name, date ¢
price, extended price, and reason for purchase noted on the receipt. The cardholder will forward all
receipts to the designated @y office to be matched to the billing statement.

Internet, telephone and fax purchases
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Credit cards may be used to purchase goods over the internet, telephone or fax. These
purchases must be evidenced by an order confirmation along with eitherginalgvacking slip
that accompanies the purchased goods or an itemized receipt.

When using the Internet, the cardholder must make sure that all account numbers are
encrypted while being passed electronically. A cardholder can determine if the weltlsstgsas
secure in two ways:

1. An internet web site is secure when the address changeshfiprwww to https://www
The Asd stands for secure.

2.A symbol resembl i ng baotftloont koof wihlel baoprprecawe ra.t
signifies that the web site is secure and that all card numbers will be encrypted when passed.

3. Cardholders will be held responsible for all orders placed, even those with vendors that turn
out not to bdegitimate businesses.

The cardholder should inform the vendor that the purchase will be paid through the County
credit card, and that the purchase is tax exempt.

Vendor invoices

Vendors should not invoice the cardholder for purchases made with thecenetd The
vendor will be paid by the card issuer, not by the County. However, the cardholder must always
receive an itemized receipt or order confirmation.

Monitoring card activity

The person responsible for the program administration or the Apppitithority will have
access to view and monitor card activity. This review can occur at any time.

Account reconciliation

Employees should ensure that all receipts are forwarded to the designated County office in a timely
manner for the reconciliatiomf a | | billing statements. Fai lur e
credit card use being suspended.

Returns, credits and dispute resolution

There may be problems with a purchased item or service, such as broken merchandise,
incorrectmerchandise, the billed amount does not match the quote, sales tax is included, or the
statement contains an unknown or duplicate charge. In these instances, the cardholder should try to
resolve the dispute with the supplier or merchant. If the itemsnieele returned for any reason,
the item should be returned and the cardholder should request a credit to the credit card. Cash or a
rain check instead of a vendor credit is not acceptable. If the dispute cannot be resolved, the
Appointing Authority orperson responsible for program administration should be contacted.
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Lost or stolen cards

If the card is lost or stolen, the cardholder must notify the card issuer immediately. Upon
receipt of the phone call, further use of the card will be blocked. caittholder must confirm the
phone call by written notification to theard issuer via mail or fax, with copies to the Appointing
Authority or person responsible for program administration. The date and time of the phone report
of the lost or stolen cardheuld be included in the written notification.

Suspension or cancellation of card

The Appointing Authority will notify the Board of County Commissioners that the
cardhol derds card has been suspended orentcancel
are on extended leave or whose job duties change and no longer include purchasing must surrender
the card immediately. The cancelled cards will be cut in half. Cardholders who are on extended
leave or reassignment may have their card suspendedntibmal use of the card for personal
purchases or for purchases made in violation of County policy will result in card cancellation.

Penalties for improper use of card

The card is to be used only by the cardholder for authorized,-netated expensesThe
cardholder is not permitted to lend the card to someone else. Improper use of the card can be
considered misappropriation of County funds. This may result in disciplinary action up to and
including termination of employment. Improper use can rasuévoking the card. In addition, the
cardholder is personally liable for payment of improper purchases and subject to criminal
prosecution.

In the event that the cardholder does not submit proper documentation for purchases, card

privileges may beerminated and/or suspended by the Board of County Commissioners in their sole
and absolute discretion.
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Addendum

Posters



Ohio Department of Job and Family Services

CIVIL RIGHTS POSTERS FOR EMPLOYERS

JFS 02745 (Rev. 1/2018)

Package contains one copy of the following:

EQUAL EMPLOYMENT OPPOETUNITY IS THE LAW
(English and Spanish)

YOUR RIGHTS UNDEER THE FAIR LABOR STANDARDS ACT - FEDERAL
MINIMUM WAGE

YOU HAVE THE RIGHT TO A SAFE AND HEALTHFUL WORKPLACE.
IT°S THE LAW
(English and Spanish)

NOTICE EMPLOYEE POLYGRAPH PROTECTION ACT
{English and Spanish)

YOUR RIGHTS UNDER THE FAMILY AND MEDICAL LEAVE ACT OF 1993
(English and Spanish)

YOUR RIGHTS UNDER. USEREA
OHIO FATR EMPLOYMENT PRACTICE LAW
STATE OF OHIO MINIMUM WAGE
STATE OF OHIO MINOR. LABOE. LAWS
NOTICE TO EMPLOYEES
This employer provides Unemployment

Compensation Coverage for Employees JES 35341 (Bev. 4/2017)
(Thizs poster iz not required to be posted)

NO SMOKING
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Equal Employment Opportunity is

THE LAW

Private Employers, State and Local Governments, Educational Institutions, Employment Agencies and Labor Organizations
Applicants to and employees of most private employers, state and local governments, educational institutions,
employment agencies and labor organizations are protected under Federal law from discrimination on the following bases:

RACE, COLOR, RELIGION, SEX, NATIONAL ORIGIN

Title VII of the Civil Rights Act of 1964, as amended, protects applicants and
employees from discrimination in hiring, promotion, discharge, pay, fringe benefits,
job training, classification, referral, and other aspects of employment, on the basis
of race, color, religion, sex (including pregnancy), or national origin. Religious
discrimination includes failing to reasonably accommodate an employee's religious
practices where the accommodation does not impose undue hardship.

DISABILITY

Title I and Title V of the Americans with Disabilities Act of 1990, as amended, protect
qualified individuals from discrimination on the basis of disability in hiring, promotion,
discharge, pay, fringe benefits, job training, classification, referral, and other

aspects of employment. Disability discrimination includes not making reasonable
accommodation to the known physical or mental limitations of an otherwise qualified
individual with a disability who is an applicant or employee, barring undue hardship.

AGE

The Age Discrimination in Employment Act of 1967, as amended, protects
applicants and employees 40 years of age or older from discrimination based on
age in hiring, promotion, discharge, pay, fringe benefits, job training, classification,
referral, and other aspects of employment.

SEX (WAGES)

In addition to sex discrimination prohibited by Title VII of the Civil Rights Act, as
amended, the Equal Pay Act of 1963, as amended, prohibits sex discrimination in
the payment of wages to women and men performing substantially equal work,
in jobs that require equal skill, effort, and responsibility, under similar working
conditions, in the same establishment.

GENETICS

Title IT of the Genetic Information Nondiscrimination Act of 2008 protects applicants
and employees from discrimination based on genetic information in hiring,
promotion, discharge, pay, fringe benefits, job training, classification, referral, and
other aspects of employment. GINA also restricts employers’ acquisition of genetic
information and strictly limits disclosure of genetic information. Genetic information
includes information about genetic tests of applicants, employees, or their family
members; the manifestation of diseases or disorders in family members (family
medical history); and requests for or receipt of genetic services by applicants,
employees, or their family members.

RETALIATION

All of these Federal laws prohibit covered entities from retaliating against a
person who files a charge of discrimination, participates in a discrimination
proceeding, or otherwise opposes an unlawful employment practice.

WHAT TO DO IF YOU BELIEVE DISCRIMINATION HAS OCCURRED

There are strict time limits for filing charges of employment discrimination. To
preserve the ability of EEOC to act on your behalf and to protect your right to file a
private lawsuit, should you ultimately need to, you should contact EEQOC promptly
when discrimination is suspected:

The U.5. Equal Employment Opportunity Commission (EEOC), 1-800-663-4000
(toll-free) or 1-800-660-6820 (tollfree TTY number for individuals with hearing
impairments). EEOC field office information is available at www.eeoc.gov or

in most telephone directories in the U.5. Government or Federal Government
section. Additional information about EEOC, including information about charge
filing, is available at www.eeoc.gov.
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