


ALL AMERICAN
HEALTHCARE SERVICES, INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.

Tel. 609-581-6622 Fax. 609-585-9885
Web: www.aahcs.org Email: corporate@aahcs.org

Employee Data Sheet

Name

(First Name) (Middle Initial) (Last Name)
Address
City State Zip
SS# -~ --
Phone Home ( ) == -

Work ( ) -- -~

Cell ( ) - -
Email Address:

Preferred Shift Any

Days Other

Work Preferred Area

Can you supervise? N/A
Position Other
Comments

All American Healthcare Services Inc.



ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Specializing in Nursing & Rehab Staffing

Name: Social Security #: D.O.B.
DIMIY
Mailing Address:
Street/Apartment #
City: Zip Code:
Tel. #: ( )
Are you a US citizen? Yes If no: employment/work authorization #:
Have you ever been convicted of a felony or any crime other than traffic violation? Yes
If yes please explain
Do you own a car? Yes Driver’s License #
Have you ever been employed by ALL AMERICAN HEALTHCARE SERVICES INC.? Yes
If yes, date employed Location
High School Attended: Date Completed:
College/University: Date Completed:
Others
Do you have friends or relatives working at ALL AMERICAN HEALTHCARE SERVICES INC.? Yes
If yes, indicate names:
How did you hear about this agency? Friend
Have you been discharged / laid off or asked to resign any prior employment? No
Position you are applying for:
Full-Time Salary preferred
Shift preferred 1St When can you start?
Do you have health insurance? Yes If not, would you like us to provide you with health insurance? No

All American Healthcare Services Inc.



EMPLOYMENT HISTORY:

START WITH THE MOST RECENT EMPLOYMENT

Company Name Address

Position: Salary: Date Employed
To: Reason for leaving:

Supervisor’s Name: Tel #: ( )

Company Name Address

Position: Salary: Date Employed
To: Reason for leaving:

Supervisor’s Name: Tel #: ( )

Company Name Address

Position: Salary: Date Employed
To: Reason for leaving:

Supervisor’s Name: Tel #: ( )

List 3 References:

Name: Address
Tel #: ( )
Name: Address
Tel #: ( )
Name: Address
Tel #: ( )

| authorize ALL AMERICAN HEALTHCARE SERVICES INC. to investigate all statements contained in
this application and exchange my personal data and information with all requesting federal, state and
municipal authorities; | also authorize ALL AMERICAN HEALTHCARE SERVICES INC. to exchange
such information with future prospective employers as well as credit and banking institution.

| certify that all answers given are correct and complete to the best of my knowledge. | am also aware that
any false or misleading statement/information provided by me should be grounds for termination of any
contract or employment that may result from this application.

Applicant’s Signature

All American Healthcare Services Inc. 2



ALL AMERICAN
HEALTHCARE SERVICES., INC.

1374 White Horse Hamilton Square Rd Suite 301
Hamilton NJ 08690-3701.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Employment Agreement

Agreement dates as of between the parties of (here in after
referred to as Employee) and All American Healthcare Services Inc. (here in after
referred to as Company) at 1374 white Horse Hamilton Square Rd, Hamilton NJ 08690-
3712. Employee hereby agrees to become an employee of the Company in accordance
with the terms and conditions in this Agreement. Employer certifies that Employee is
genuinely interested in actual employment with the Company and the employment by the
Company is based on truthfulness of the facts and statements made by this application.
Any material on behalf of the Employee may result in the immediate termination of this
Agreement. Employee shall be liable for any legal action brought against the Company as
a result of any false statement(s) regarding Employer’s knowledge and/or certification(s)
submitted by the Employee, whichever is applicable in performance Employee’s duties at

a client’s premises or facility.

Withessth

Whereas, Company is desirous of engaging Employee for the purpose of providing

temporary nursing services.

Now therefore, the parties agree as follows:
1. In consideration for the providing of nursing services, the Company shall pay the

Employee, a competitive rate for each hour worked, subject to other provisions of this

Initial Here



Agreement which include the deduction of all Federal, State, and Local income taxes,
which are normal and customary. Employee shall be paid a flat rate per hour for any
orientation time required by a client of the Company.

2. Employee shall be assigned a “shift,” which shall consist of a total of eight hours.
A shift shall be the hours of 7:00am-3:30pm, 3:00pm-11:30pm, or 1:00pm-7:30am, as
the cause may be. Employee shall be required to take a break of 30 minuets for every
shift; however, no compensation shall be paid for any break time. Employee shall not
be remunerated for any hours exceeding the 8-hoiur shift, unless the employee has
written authorization from the Director of Nursing/Supervisor of the client, including
the reason for the need to exceed the 8-hour shift. Compensation for RN employees in
excess of 40-hours shall be paid at the rate prescribed in Paragraph 1, without

additional compensation.

EMPLOYEE IS SOLELY RESPONSIBLE FOR COMPLETION OF HIS/HER
TIME SHEET IN AN ACCURATE MANNER (A FORM OF THE TIME SHEET
IF ATTACHED HERE TO AS AN EXHIBT.) EACH TIME SHEET MUST BE
APPROVED AND SIGNED BY THE DIRECTOR OF NURSING/SUPERVISOR
OF THE CLIENT. NO PAYEMNT FOR ANY SERVICES PROVIDED BY THE
EMPLOYEE SHALL BE MADE BY THE COMPANY UINLESS AN APPROVED
AND SIGNED TIME SHEET IS SUBMITTED BY THE EMPLOYEE TO THE
COMPANY.

3. Employee shall be responsible to complete the duties, tasks, and undertaking
while providing services at any of the Company’s clients. In the event that the
Employee shall be required to return to a client facility as a result of his/her
failure to complete any required filing(s), or any other documentation(s), no
compensation be paid to the Employee for any such time expended.

4. Employee is required to check with the Company with regard to all scheduling on
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a daily basis so as it to ensure that his/her shift has not been changed or has not
been cancelled. Company shall use its best efforts to contact Employee at the
telephone number(s) provided by the Employee at least 2 hours prior to his/her
shift which may be cancelled, however the failure of the Company to
communicate, notwithstanding the best efforts of the Company shall not create
any right on the part of the Employee for compensation for any Employee

appearing at the client’s facility for a shift which has been cancelled.

5. Employee is entitled to receive the benefits provided by the Company to other
similarly situated Employees.

6. This agreement may not be amended, altered, or modified, in any manner except
for in writing. This agreement cam is terminated by either party upon 24-hour
notice to the other party in writing.

7. This agreement shall be governed by the laws of the State of New Jersey and

subject to the jurisdiction of the courts of New Jersey.

IN WITHNESS WHEREOF, this agreement has been executed and delivered by the

undersigned party on the day and year first written above.

Employee



ALL AMERICAN
HEALTHCARE SERVICES, INC.

1374 White Horse Hamilton Square Rd Suite 301
Hamilton NJ 08690-3701.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

CONFIDENTIALITY STATEMENT

I understand that in the performance of my duties as a LPN/RN with All
American Healthcare Services Inc., | may be required to have access or be involved in
the processing of patient information or data. In accordance with AAHS Privacy
Regulations under the Health Insurance Portability and Accountability Act, | understand
that I am obliged by law to maintain the confidentiality of this information or data at all
times. This includes while at work as well as when off duty.

Regardless of the source or format, all information about a patient including their
current or past status as a patient is considered confidential and must be protected to the
highest degree. Possible sources of information include, but are not limited to, logs, lists,
notes, conversations with patients and/or family members and/or employees, the patient’s
medical record, computer or other media.

The disclosure of information regarding the diagnosis and/or other treatment of
any patient for reasons other than treatment, payment and operations or as authorized by
the patient or personal representatives is a breach of confidentiality and illegal.

The disclosure of the fact that and person is, in fact, a patient receiving services
from healthcare professionals is prohibited. If a person wishes their neighbors, religious
community, employers/fellow employees, or family members to know that they have or
are undergoing treatment, they can inform those persons themselves.

Except as required by law, the written consent of the patient or, in the case of a
minor, the parent of legal guardian is required for the release of patient information.

I understand that a violation of these confidentiality considerations may result in
disciplinary action or dismissal. | further understand that | could be subject to legal
action/financial penalties as well.

I certify by my signature that | understand this Confidentiality Statement, and will
abide by its terms.

Print Name Title

Signature Date

All American Healthcare Services Inc. 1



ALL AMERICAN
HEALTHCARE SERVICES, INC.

1374 White Horse Hamilton Square Rd Suite 301
Hamilton NJ 08690-3701.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Acknowledgment of Call Out Policy

If an employee cannot work for an assigned shift we require a minimum advance notice of 4 hours prior
to the shift so that the staffing directors have adequate time to cover the shift.

An employee is required to call, via telephone, the Agency, AAHCS to give notice of any change in pre-
assigned work, including: an inability to work, tardiness, or any other changes that would affect the

quality of service provided to the facility.

If the facility cancels your shift, you will be given priority choice for any other shift available. However
AAHCS shall not be responsible for any financial compensation.

Receipt and Acknowledgment

I have read the above information and | acknowledge that it is a correct statement of my employment status.

Employee All American Representative
I
Employee Signature Date

All American Healthcare Services Inc.



ALL AMERICAN
HEALTHCARE SERVICES, INC.

1374 White Horse Hamilton Square Rd Suite 301
Hamilton NJ 08690-3701.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Acknowledgment of Time Sheet Policy

All timesheets must be received in the office by 5pm on Mondays to insure a timely payment.

All timesheets must be filled out completely with your name, name of facility, hours worked, and a
supervisor’s signature.

You must submit a separate timesheet for each facility.

Any employee working above eight hours per shift requires written approval by the facility Director of
Nursing

Every Employee is required to take % hour break for every shift worked over 5 hours. Should Employee
work for 2 shifts (16 hrs) they are required to take 1 hour break

Receipt and Acknowledgment

I have read the above information and | acknowledge that it is a correct statement of my employment status.

Employee All American Representative
)
Employee Signature Date

All American Healthcare Services Inc.



ALL AMERICAN
HEALTHCARE SERVICES, INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Substance Abuse Policy Statement

All American Healthcare Services Inc. is committed to providing a safe work
environment and to foster the wellbeing and health of its employees. The commitment is
jeopardized when any All American Healthcare Services Inc. employee illegally uses
drugs on the job, comes to work under the influence, or possesses, distributes or sells
drugs in the workplace.

Therefore, All American Healthcare Services Inc. has established the following policy:

1. It is a violation of company policy for any employee to possess, sell, trade, or offer for
sale, illegal drugs or otherwise engage in the illegal use of drugs on the job.

2. It is a violation of company policy for anyone to report to work under the influence of
illegal drugs or alcohol.

3. It is a violation of the company policy for anyone to use prescription drugs illegally.
(However, nothing in this policy precludes the appropriate use of legally prescribed
medications.)

4. All American Healthcare Service Inc. has the right to request a drug screening from
any employee at any time. Every employee must participate in the drug screening
process within 48 hours from a request by All American Healthcare Services Inc.

5. Violations of this policy are subject to disciplinary action up to and including
termination.

Everyone shares responsibility for maintaining a safe work environment. The goal of this

policy is to provide a safe and productive environment. The intent of this policy is to send
a clear message that there is zero tolerance of illegal drug use or the use of alcohol.

All American Healthcare Services Inc. 1



I have read, understand, and will comply with All American Healthcare Services Inc.
policy on workplace substance abuse.

Signature Date

All American Healthcare Services Inc.



ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

POLICY ON SEXUAL HARASSMENT

All American Healthcare Services Inc. is committed to the principal that sexual
harassment of employees is an abuse of authority and constitutes prohibited,
unprofessional and unacceptable conduct. Sexual harassment is defined as unwelcome
sexual advances, requests for sexual favors and other verbal or physical conduct of a
sexual nature when:

a. Submission to suck conduct is explicitly or implicitly made a term or condition of
an individual’s employment.

b. Submission to or rejection of such conduct by an individual is used as the basis
for employment decisions affecting such individual.

c. Such conduct has the purpose or effect of interfering unreasonably with and
individual’s performance or creating an intimidating, hostile or offensive work
environment.

All American Healthcare Services Inc. is committed to maintaining a working
environment that does not condone acts of sexual harassment. Immediate and corrective
action will be taken when cases of sexual harassment are identified in the workplace. All
employees will be made aware of this policy against sexual harassment and of the
procedures for filing complaints (with the County’s Office of Affirmative Action) when
sexual harassment has allegedly occurred in the workplace.

An employee must file a complaint within 180 days of the occurrence of the act of
discrimination.

All American Healthcare Services Inc.



ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Privacy of Health Information
Confidentiality Statement

e | acknowledge that this statement applies to all members of the workforce,
including but not limited to, employees, volunteers, students, physicians, and
contracted employees.

e | understand that All American Healthcare Services Inc. has a legal and ethical
responsibility to maintain resident privacy, including obligations to protect the
confidentiality of resident information, and to safeguard the privacy and security
of resident information.

e | acknowledge that All American Healthcare Services Inc. is committed to
preserve the confidentiality and the security of the health information, whether it
is maintained or distributed in paper, electronic, video, verbal, or any other
medium format. | understand that | am required, if | have access to such health
information, to maintain its confidentiality and security.

e | understand that access to health information created, received, or maintained by
All American Healthcare Services Inc., is limited to those who have valid
business or medical need for the information or otherwise have right to know the
information. | understand that there are many administrative, physical, and
technical safeguards in place to protect the privacy and security of this health
information, and that any attempt to bypass or override these safeguards is a
violation of federal and state laws and the privacy and security polices of All
American Healthcare Services Inc.

e | understand that anyone who is authorized to access electronic information

within All American Healthcare Services Inc., will be issued a unique user

All American Healthcare Services Inc.



identification and password, and that any person who knowingly discloses their
user 1D or password, or accesses any electronic protected health information
without authorization is subject to disciplinary action, up to and including
dismissal. In addition, | understand that All American Healthcare Services Inc.,
and affiliate workforce members must comply with all the applicable privacy and
security polices.

e | understand that approved methods and purposes for access to uses and
disclosures of, and requests for, any and all protected health information created,
received or maintained by All American Healthcare Services Inc., and its
affiliates are limited to All American Healthcare Services Inc., polices and
procedures. | further understand that, with the exception of purposes related to
treatment, access to, uses and disclosures of, and requests for an individual’s
health information must, to the extent practicable, be limited to the minimum
necessary to accomplish the intended purpose of the approved use, disclose or
request.

¢ | will not make any unauthorized transmissions, copies, disclosures, inquires,
modifications, or purging of resident information or other confidential
information. Such transmissions include but are not limited to; removing and or
transferring resident information or confidential information from All American
Healthcare Services Inc., files or computer system to unauthorized locations (for
instance, home.)

e Upon termination of my employment and/or affiliation with All American
Healthcare Services Inc., | will return all property (e.g. keys, documents, name,
tags, etc.) to All American Healthcare Services Inc.

e | understand that any known or suspected violation of the confidentiality or
security health information must be reported to my immediate supervisor or to the
HIPPA Officer, Social Worker, Director of Nursing, or the Administrator
immediately.

e | understand that any confidential information or resident information that |

access or view at All American Healthcare Services Inc., does not belong to me.

All American Healthcare Services Inc. 2



I have read the above statement and agree to comply with all its terms as a condition
of continuing employment and/or affiliation at All American Healthcare Services Inc.

Print Name: Signature:

Date: Department:

Confidentiality statements are required annually (within every 12 months.) Signed documents are
placed in the personnel, or other appropriate file or the signer.

All American Healthcare Services Inc.



ALL AMERICAN
HEALTHCARE SERVICES., INC.

TITLE:

POLICY:

RESIDENT ABUSE

All American Healthcare Services Inc. will not tolerate any for of
resident abuse or neglect. This agency requires that any allegations of
abuse be addressed immediately in accordance with all federal and
state regulations. All allegations will be evaluated in a prompt and
thorough manner. Measures to reduce the likelihood of abusive
behavior will be mandated from the pre-employment period
throughout from employee’s length of service.

DEFINITIONS OF ABUSE AND NEGLECT:

“Abuse” is defined as the willful infliction of injury, unreasonable
confinement, intimidation, or punishment with resulting physical
harm or pain or mental anguish, or deprivation by an individual,
including a caretaker, of goods or services that are necessary to attain
or maintain physical, mental, and psychosocial well-being. This
presumes that instances of abuse of all residents, even those in a coma,
cause physical harm, or pain or mental anguish.

“Verbal Abuse” is defined as any use of oral, written or gestured
language that willfully includes disparaging and derogatory terms to
residents or their families, or within their hearing distance, regardless
of their age, ability of comprehend, or disability. Examples or verbal
abuse, but are not limited to: threats of harm; saying things to
frighten a residents, such as telling a resident that she will never be
able to see her family again.

“Sexual Abuse” includes, but is not limited to, sexual harassment,
sexual coercion, or sexual assault.

“Physical Abuse” includes hitting, slapping, pinching, and kicking.
Pushing, pulling and rough handling during the provision of care are
abusive. It also includes controlling behavior through corporal
punishment.

“Mental Abuse” includes, but is not limited to, humiliation,
harassment, threats of punishment, or deprivation.

All American Healthcare Services Inc. 1



“Involuntary Seclusion” is defined as separation of a resident from
other residents of from his of her room or confinement to his or her
room (with or without roommates) against the resident’s will, or the
will of the resident’s legal representative. Emergency or short term
monitored separation from other residents will not be considered
involuntary seclusion and may be permitted if used for a limited
period of time as a therapeutic intervention to reduce agitation until
professional staff can develop a plan of care to meet the resident’s
needs.

“Neglect” is characterized by a failure to provide care which has been
ordered by the physician or expected as standards of practice for
nurses or CNA’s. Failure to provide wound care or other treatments
is considered neglect. Neglect also refers to the withholding of services
from an elderly person by another or caregiver for monetary,
personal, or other benefit, gain, or profit.

“Exploitation” refers to the act or process of taking advantage of an
elderly person or unable to provide for him, or herself, the services
necessary to maintain physical and mental health.

“Misappropriation of Resident Property” means the deliberate

misplacement, exploitation or wrongful, temporary or permanent use
of a resident’s belongings or money without the resident’s consent.

All American Healthcare Services Inc. 2



ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Resident’s Information Confidentiality Statement

I understand and agree that in the performance of the my duties as an employee of All
American Healthcare Services Inc. | must hold resident information in confidence.
Further, I understand that intentional or involuntary violation of confidentiality of
resident information may result in severe disciplinary action.

Signature: Date:




ALL AMERICAN

HEALTHCARE SERVICES, INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885

web: www.aahcs.org email: corporate@aahcs.org

UNIFORM CODE

Below is a brief review of our uniform code:

Female Staff Members

Shoes:

Stockings:

Uniform:

Uniform Pantsuit:

Jewelry:

Fingernails:

Male Staff Members

Shoes:

Shirt:

All American Healthcare Services Inc.

White nursing shoes or white leather sneakers only.

White knee high stockings should not show when wearing a
skirt or dress. White socks with pants if desired.

The traditional white style may be worn, uniform type printed
or solid tones. Scrub type is acceptable.

A white uniform pantsuit is acceptable. An over blouse style
top should be worn. Knits, tee shirts, pullovers, tank tops, and
sweatpants many not be worn. No sporty pants, jeans, pedal
pushers, shorts, mini skirts.

Small earrings, wedding or engagement ring may also be worn.
excessive amounts of jewelry should not be worn for infection
control and safety purposes.

Fingernails should be kept at a safe length. Artificial nails
should be kept at an acceptable length. Nails must be kept
clean.

White oxford type shoes or all white leather sneakers are fine
for nurses. White or black oxford type shoes or sneakers are
acceptable for CNAs.

Colored uniform, tunic type or scrub top is acceptable. Tee



shirts, jerseys and pullover tops are not acceptable.

Pants: For nurses, white slacks are required. For CNAs, white or
black slacks are acceptable.

Jewelry: Excessive jewelry may not we worn.

A NEAT PROFESSIONAL APPEARANCE IS EXPECTED.
Hair dressings are limited to clips and hair pins. No large bows or decorative combs.
If you have and questions, please see your Manager.

NOTE: Undergarments must be appropriate. (Sensible)

Thank you for your cooperation and keeping a professional appearance that we are proud of.

All American Healthcare Services Inc. 2



ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 white Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Employee Professional Reference Form

Employer Information:
Name:

Address:
Contact:

Phone Number:

I , hereby authorize the release of information from

(Applicant) (Place of Employment)

Applicants Name:

Employer:

Position Held:

Dates of Employment: To

Reason for Leaving: Resigned: Terminated:

Is the employee eligible for rehire? yeg

Signature of Applicant:
Witness:

Rating Outstanding More than Satisfactory Needs Unsatisfactory

satisfactory improvement

Job knowledge:

Job

Performance:

Dependability:

Initiative:

All American Healthcare Services Inc.




Judgment:

Punctuality:

Personal

Appearance:

Ability to relate
to staff:

Ability to relate
to Patients:

Ability to float:

Comments:

Verified by:
Date:
Contact:
Job Title:

All American Healthcare Services Inc.




ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 white Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Employee Professional Reference Form

Employer Information:
Name:

Address:
Contact:

Phone Number:

I , hereby authorize the release of information from

(Applicant) (Place of Employment)

Applicants Name:

Employer:

Position Held:

Dates of Employment: To

Reason for Leaving: Resigned: Terminated:

Is the employee eligible for rehire? yeg

Signature of Applicant:
Witness:

Rating Outstanding More than Satisfactory Needs Unsatisfactory

satisfactory improvement

Job knowledge:

Job

Performance:

Dependability:

Initiative:

All American Healthcare Services Inc.




Judgment:

Punctuality:

Personal

Appearance:

Ability to relate
to staff:

Ability to relate
to Patients:

Ability to float:

Comments:

Verified by:
Date:
Contact:
Job Title:

All American Healthcare Services Inc.




Form W-4 (2011)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider completing a
new Form W-4 each year and when your
personal or financial situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign
the form to validate it. Your exemption for 2011
expires February 16, 2012. See Pub. 505, Tax
Withholding and Estimated Tax.

Note. If another person can claim you as a
dependent on his or her tax return, you cannot
claim exemption from withholding if your income
exceeds $950 and includes more than $300 of
unearned income (for example, interest and
dividends).

Basic instructions. If you are not exempt,
complete the Personal Allowances Worksheet
below. The worksheets on page 2 further adjust
your withholding allowances based on itemized
deductions, certain credits, adjustments to
income, or two-earners/multiple jobs situations.

Complete all worksheets that apply. However,
you may claim fewer (or zero) allowances. For
regular wages, withholding must be based on
allowances you claimed and may not be a flat
amount or percentage of wages.

Head of household. Generally, you may claim
head of household filing status on your tax return
only if you are unmarried and pay more than
50% of the costs of keeping up a home for
yourself and your dependent(s) or other
qualifying individuals. See Pub. 501, Exemptions,
Standard Deduction, and Filing Information, for
information.

Tax credits. You can take projected tax credits
into account in figuring your allowable number of
withholding allowances. Credits for child or
dependent care expenses and the child tax
credit may be claimed using the Personal
Allowances Worksheet below. See Pub. 919,
How Do | Adjust My Tax Withholding, for
information on converting your other credits into
withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using

Form 1040-ES, Estimated Tax for Individuals.
Otherwise, you may owe additional tax. If you
have pension or annuity income, see Pub. 919 to
find out if you should adjust your withholding on
Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to
claim on all jobs using worksheets from only one
Form W-4. Your withholding usually will be most
accurate when all allowances are claimed on the
Form W-4 for the highest paying job and zero
allowances are claimed on the others. See Pub.
919 for details.

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

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheld compares to
your projected total tax for 2011. See Pub. 919,
especially if your earnings exceed $130,000
(Single) or $180,000 (Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
® You are single and have only one job; or

B Enter “1” if:

* You are married, have only one job, and your spouse does not work; or

* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

C Enter “1” for your spouse. But, you may choose to enter “-0-”

than one job. (Entering “-0-" may help you avoid having too little tax withheld.)

O

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . .
E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
F Enter “1” if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit

if you are married and have either a working spouse or more

Mmoo

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
e |f your total income will be less than $61,000 ($90,000 if married), enter “2” for each eligible child; then less “1” if you have three or more eligible children.
e |f your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligible
child plus “1” additional if you have six or more eligible children .

G

H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.) » H

For accuracy,
complete all
worksheets
that apply.

e If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

e |f you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed
$40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.

¢ If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

o W=4

Department of the Treasury
Internal Revenue Service

Cut here and give Form W-4 to your employer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

P Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2011

1 Type or print your first name and middle initial. Last name 2 Your social security number
Home address (number and street or rural route) 3 [O] Single [] Married [_] Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
City or town, state, and ZIP code 4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. » |:|
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 6 |$
7 | claim exemption from withholding for 2011, and | certify that | meet both of the foIIowmg condltlons for exemptlon

e Last year | had a right to a refund of all federal income tax withheld because | had no tax liability and
e This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here .

> 7]

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form is not valid unless you sign it.) »

Date »

8 Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional) | 10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2011)



U.S. Department of Justice OMB No. 1115-136

Immigration and Naturalization Service Employment Eligibility Verification

Please read instructions carefully before completing this form. The instructions must be available during completion of this
form. ANTI-DISCRIMINATION NOTICE. ltis illegal to discriminate against work eligible individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because of a future expiration
date may also constitute illegal discrimination.

Section 1. Employee Information and Verification. To be completed and signed by employee at the time employment begins

Print Name: Last First Middle Initial Maiden Name
Address (Street Name and Number) Apt. # Date of Birth (month/day/year)
City State Zip Code Social Security #
| am aware that federal law provides for | attest, under penalty of perjury, that | am (check one of the following):
imprisonment and/or fines for false statements or [EJA citizen or national of the United States
use of false documents in connection with the Eﬁn'-:‘l{vgz';‘i;‘fgfnggttfegf‘ke”;t(f“e” #/A /
- - I u 1Z Wi unt
completion of this form. Cl(Alien # or Admission # I —

Employee’s Signature Date (month/day/year)

Preparer and/or Translator Certification. (To be completed and signed if Section 1 is prepared by a person other
than the employee.) | attest, under penalty of perjury, that | have assisted in the completion of this form and that to the best
of my knowledge the information is true and correct.

Preparer’s/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 2. Employer Review and Verification. To be completed and signed by employer. Examine one document from List A
OR examine one document from List B and one from List C as listed on the reverse of this form and record the title, number and expiration date, if
any, of the document(s)

List A OR List B AND List C
Document Title:
Issuing authority:
Document #:
Expiration Date (ifany): __ /__ [/__ I S Y S
Document #:

Expiration Date (if any): ___ / /

CERTIFICATION - | attest, under penalty of perjury, that | have examined the document(s) presented by the above-named employee, that the
above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on
(month/day/year) ___/ ___/___ and that to the best of my knowledge the employee is eligible to work in the United States. (State employment
agencies may omit the date the employee began employment).

Signature of Employer or Authorized Representative | Print Name Title

Business or Organization Name Address (Street Name and Number, City, State, Zip Code) Date (month, day, year)

Section 3. Updating and Reverification. To be completed and signed by employer
A. New Name (if applicable) | B. Date of rehire (month/day/year) (if applicable)

C. If employee’s previous grant of work authorization has expired, provide the information below for the document that establishes current employment
eligibility.

Document Title: Document #: Expiration Date (if any): ___ / /

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

Signature of Employer or Authorized Representative Date (month/day/year)

Form I-9 (Rev. 11-21-91) N



ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

HIPAA Privacy & Security Training Test

Name:

Date: [/

Please answer either true of false to the following questions.

1. The three main areas under HIPAA are Transactions and Code Sets,
Security, and Privacy. __

2. HIPAA Security involves technical, administrative, and physical security. -
3. Only required security policies need to be considered. --
4. Only employees who need access to health information have to be

concerned about protecting patient privacy and confidentiality. ___

5. Under HIPAA, patients have a right to change what is written in their
medical record.

6. Once a computer file is erased/deleted, it is removed from the computer. -

7. Avrisk assessment is the first step in determining the security level of the
covered entity.

8. Inan emergency, the Security Officer should refer to the covered entity’s
Policy manual.

9. HIPAA records must be retained for 6 years. --
10. HIPAA stands for the Health Insurance Portability and Accountability Act --

Score:

All American Healthcare Services Inc.



ALL AMERICAN
HEALTHCARE SERVICES, INC.
Yorkshire Professional Building 1374 White Horse Hamilton Sg. Rd.
Suite 301, Hamilton NJ 08690-3701 tel. 609-581-6622, fax. 609-585-9885
www.aahcs.org corporate@aahcs.org

BI-WEEKLY TIMESHEET

Employee Name Facility

Payroll Period

(Patient Name)
This time sheet should reflect your hours worked on the job (arrival time, lunch & departure). This original timesheet must be
in the Corporate Office by 11am on the Monday immediately after the end of the Payroll Period.

Week Date Position | Time In | Lunch Time Total Signature
One Out Hrs

Mon

Tues

Wed

Thurs

Fri

Sat

Sun

Week Date Position | Time In | Lunch Time Total Signature
Two Out Hrs

Mon

Tues

Wed

Thurs

Fri

Sat

Sun

Supervisor Signature Date

Supervisor Name Title

All employees are required to sign in and out. No employee is to sign in or out for another employee.



ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

OSHA Bloodborne Pathogens Post Test

Please answer true or false.

1.

Enhanced standard precautions are designed to prevent the transmission of
bloodborne pathogens to healthcare workers and patients. -

The three most prevalent bloodborne pathogens in the United States are the
Human Immunodeficiency Virus (HIV), Hepatitis B HBV), and Hepatitis C
(HCV). —

In clinical settings, the Centers for Disease Control and Prevention (CDC) hand
hygiene guidelines recommend the use of an alcohol-based hand rub unless your
hands are visibly soiled with dirt, blood, or body fluids. --

At CHS direct patient care providers are permitted to wear artificial nails.
Personal Protective Equipment (PPE) such as gloves and gowns do not need to be
removed between caring for different patients. -

The OSHA Bloodborne Pathogens Standards permit healthcare workers to
administer injections and then recap the needle before disposal. -

When in a room of a patient in Droplet Precautions, healthcare workers must wear

a mask when working within three (3) feet of a patient. -



8. Clostridium Difficile is the most common cause of hospital acquired infectious
diarrhea. -

9. Healthcare workers who have occupational exposures to a blood and body fluids
must first notify their supervisor, and then wash the exposed body site.

10. There are no scientific studies to document that the cleaning and disinfection of

environmental surfaces is helpful in reducing the transmission of microorganisms. -

Name of Employee:
Employee Number:
Date:

Test Score:



CNA
WEEKLY TIMESHEET

EMPLOYEE NAME: AGENCY: All American Health Care
Services Inc.
Print Name Legibly Print
WEEK WORK | LUNCH | LUNCH | WORK | #HOURS
DAY DATE N ouT IN ouT | WoRKED | INDIVIDUAL | LOCATION EMPLOYEE SIGNATURE
Saturday
AM/PM AM/PM AM/PM AM/PM
AM/PM AM/PM AM/PM AM/PM
Sunday
AM/PM AM/PM AM/PM AM/PM
AM/PM AM/PM AM/PM AM/PM
Monday
AM/PM AM/PM AM/PM AM/PM
AM/PM AM/PM AM/PM AM/PM
Tuesday
AM/PM AM/PM AM/PM AM/PM
AM/PM AM/PM AM/PM AM/PM
Wednesday
AM/PM AM/PM AM/PM AM/PM
AM/PM AM/PM AM/PM AM/PM
Thursday
AM/PM AM/PM AM/PM AM/PM
AM/PM AM/PM AM/PM AM/PM
Friday
AM/PM AM/PM AM/PM AM/PM
AM/PM AM/PM AM/PM AM/PM

AGENCY SUPERVISOR SIGNATURE:

ALL EMPLOYEES ARE REQUIRED TO SIGN IN AND OUT. NO EMPLOYEE IS TO SIGN IN OR OUT FOR
ANOTHER EMPLOYEE. ALL TIME MUST BE RECORDED ACCURATELY.

SUPERVISOR’S SIGNATURE CONFIRMS THE ACCURACY OF THE INFORMATION ON THIS SHEET.

THE AGENCY SUPERVISORS MUST PROVIDE SIGNATURE AS TIMESHEETS WILL NOT BE PROCESSED BY
NEW LISBON DEVELOPMENTAL CENTER WITHOUT AGENCY SUPERVISOR’S SIGNATURE.

ALL COMPLETED WEEKLY TIMESHEETS MUST BE FAXED TO NLDC BY MONDAY 1:00pm TO ENSURE
TIMELY PAYMENTS.

NEW LISBON DEVELOPMENTAL CENTER CONTACT TELEPHONE NUMBERS ARE: 609-726-1000 (EXT. 4224
OR 4796). PLEASE ASK FOR THE DUTY OFFICER.



ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3701
Tel. 609-581-6622 Fax. 609-585-9885
Web: www.aahcs.org Email: corporate@aahcs.org

Health Certification

The state of New Jersey requires all employees to have this certificate completed by a
physician. The physician exam must be within the past (1) year. Please complete and
return this form as soon as possible.

This certifies that was given a physical exam, TB Test, and is in
good physical and metal health, and is free from any communicable diseases.

Results:
TB Test Directions:

If the last PPD was received with in the past (1) year then only step | is needed.
If the PPD was received more than (1) year ago, then step 1&2 are needed.
If the PPD is positive than only Chest X-Ray is needed.

Date of last PPD:

TB Test-Step | PPD: Negative: Positive:
TB Test Step 1l PPD: Negative: Positive:
Chest X-Ray: Negative: Positive:
MMR Titre: Immune Non-Immune:

MMR Vaccine (if titre is non-immune): Date Given:
MMR Titre (if born after 1957): Immune: Non-Immune:

Hepatitis Series: 1. 2. 3.

Varicella Immunity/Vaccination:

Physician Signature: Date:
Physician’s License Number: State:



ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3712.
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Hepatitis B Declination Form
It is the policy of All American Healthcare Services Inc., that any employee that has
direct contact with patients be provided with the opportunity to have a Hepatitis B
vaccination series. This will be done at no cost to the employee. |
have read the polices and procedures and am no
declining the Hepatitis B vaccination series. | will not hold All American Healthcare
Services Inc., liable for any future expenses or liabilities should I contract Hepatitis B.

This original document will be kept within my personal file.

Employee Signature:

Date:

Print Name:

Supervisor Print Name:
Supervisor Signature:
Date:




ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3701
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Change of Name/Address Form

Instructions:
You may change your address by completing this form. Please send it to the above
address for processing. The Social Security Administration requires that we verify a
name change by asking for a copy of your new Social Security card. If you are requesting
a name change, please attach a copy of your new Social Security card to this form and
send it to the above address. We cannot change your name until we receive a copy of
your new Social Security Card.

New Name: Social Security Number:
Last First Middle/Maiden

Former Name: Effective Date of Change:
Last First Middle/Maiden Month  Day Year

New Address:

Number and Street City State Zip Telephone

A change of address MAY change your local tax withholding jurisdiction and you MAY need to complete a new W4 Card.

Former Address:
Number and Street City State Zip Telephone

Signature: Date:
Print Your Name: Social Security Number:




ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3701
tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Overtime Approval Form

Name:

Position;

Facility Work:

Date Worked:

Time In;

Time Out:;

Authorized AAHCS Signature:

Date / /

Authorized Facility Signature:

Date / /

All Time Sheets must be signed by the Supervisor. Unsigned Time Sheets will not be
processed by the Payroll Department. All Time Sheets must be faxed to the office latest
Monday morning at 11:00am.




ALL AMERICAN
HEALTHCARE SERVICES., INC.

Yorkshire Professional Building, Suite 301
1374 White Horse Hamilton Square Rd
Hamilton NJ 08690-3701 tel. 609-581-6622 fax. 609-585-9885
web: www.aahcs.org email: corporate@aahcs.org

Authorization for Direct Deposits-Employee Form

This authorizes All American Healthcare Services, Inc. (the “Company”) to send credit
entries (and appropriate debit and adjustment entities), electronically or by any other
commercially accepted method, to my (our) accounts(s) indicated below and to other
accounts | (we) identify in the future (the “Account”). This authorizes the financial
institution holding the Account to post all such entries.

Note: Enter the company name in the blank space above.
Account #1

Account Type (e.g. Checking or Savings)
Employee Bank Name

Account Number
Bank Routing Number (ABA#)

Account #2

Account Type (e.g. Checking or Savings)
Employee Bank Name

Account Number
Bank Routing Number (ABA#)

Email Address:

This authorization will be in effect until the Company receives a written termination
notice from myself and has a reasonable opportunity to act on it.

Signature
Printed Name

Employee ID # Date

Important: Enter the employee’s bank account and routing numbers into QuickBooks. To do this,
click the Direct Deposit button on the Payroll and Compensation info tab for each employee. This
document must be signed by employees requesting automatic deposit of paychecks, and retained on
file by the employer. Do not send this form to QuickBooks Direct Deposit.



Yorkshire Professional Building - 1374 White Horse Hamilton Sqg. Rd.
Suite 301, Hamilton NJ 08690-3701 - tel. 609-581-6622, fax. 609-585-9885
www.aahcs.org - corporte@aahcs.org

VETS FORM

Please take a minute to tell us about your service record.

Are you a veteran? Yes No

If yes please select one of the following:

Special Disabled Veteran

Vietnam Era Veteran

Other

The above information, to the best of my knowledge, is accurate.

Signature:

Name: Date:
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