HEALTHCARE

TRANSPORT LLC

Please email application to Hct.memphis@gmail.com

Please complete thefollowing:

Complete Physical Form

Complete Drug Screen

Medical Testing Resources
4322 American Way
Memphis, TN 38118

901-795-5905
M - F '8am - 8pm
No appointment needed

Copies of:

Drivers License
SS Card
EMT / Paramedic License
CPR Card



Healthcare Transport, LLC
3002 Old Austin Peay

Memphis, TN 38128

Office: 901-877-8088/Fax: 901-334-1895

Employment Application

FullName: Date:
Last First M.t.
Address:
Street Address Apartment/Unit #
City State ZIP Code
Phone: Email_
Date Available: Social Security No.: Desired Salarys

Position Applied for:

EMT/ Paramedic license number:

CPR Expiration Date:

YES
Are you a citizen of the United States? O

YES
Have you ever worked for this company? m

YES

Have you ever been convicted of a felony? D

If yes, explain:

Expiration Date:

YES

O If no, are you authorized to work in the U.S.? [l

?
n If yes, when

High School: Address:

YES NO
From: To: Did you graduate?  [] [] Diploma::
College: Address:

YES NoO
From: To: Did you graduate? [ ] Degree:
Other: Address:

YES NO
From: To: Didyougraduate? [] O Degree:




References

Please list three professional references.

Full Name: Relationship:.
Company: Phone:.
Address:
Full Name: Relationship:.
Company: Phone:.
Address:
Full Name: Relationship:
Company: Phone:
Address:

PreviousjEmployment

Company: Phone:

Address: Supervisor:

Job Title: Starting Salary: $

Ending Salary:$

rResponsibilites: — — — — — — — — — — — — — — — — — - — — — —

From: To: _  ReasonforLeaving:.
YES NO
May we contact your previous supervisor for a reference? n O
Company: Phone:
Address: Supervisor:
Job Title: Starting Salary: $ Ending Salary: $

Responsibilities:

From: To: _ Reason for Leaving:
YES NO
May wecontact your previous supervisor for a reference? O N
Company: Phone:
Address: Supervisor:.
Job Title: Starting Salary: $ Ending Salary: $




Responsililities:

From: To__ = Reason for Leaving:
YES NO
May we contact your previous supervisor for a reference? ] O
To:
Branch: From:
Rank at discharge: Type of Discharge:

If other than honorable, explain:

Disclaimer

By signing this application, | certify: That this application is complete and accurate to the best of my knowledge
and that | have not made any attempt to conceal information and that false statements or omissions made on this
application, during interviews, or on my resume, may be cause for dismissal. Further, Healthcare Transport, LLC
or its agents may request employment information from my previous employers and persons or corporations who
provide information related to my previous employment and will be released from any liability or damage. Also, |
agree if required to undergo a medical examination by a company designated physician and understand that
medical approval must be obtained before employment can be effected. | have noted that Healthcare Transport,
LLC is an Equal Opportunity Employer and all applicants receive lawful consideration for employment without
regard to Race, Religion, Color, Sex, Age, National origin, Disability, or Veteran Status. | realize that if | am hired,
Healthcare Transport, LLC reserves the right to terminate my employment whenever the need arises.

Signature of Applicant Date

When submitting the completed application, please bring the following:

e Diriver's License

e SS Card
e EMT / Paramedic License
« CPR Card

* Physical (If you have had a physical within the last 3 months, you may usethat)
* Email address
* Direct Deposit Information (Bank Name, Bank Account number, Routing Number)

The Civil Rights Act of 1964 prohibits discrimination in employment because of race, color, gender, 19/igion, or national origin. The Age
Discrimination Act of 1967 prohibits discrimination on the basis of age with respect to individuals who are at least 40 years of age but less than
70 years of age. Title | employment provisions of The American with Disabilities Act of 1990 prohibits discrimination against qualified
individuals with disabilities in job application procedures.

HEALTHCARE TRANSPORT, LLC IS AN EQUAL OPPORTUNITY EMPLOYER. IT IS OUR POLICY THAT ALL APPLICANTS BE
CONSIDERED SOLELY ON THE BASIS OF QUALIFICATIONS AND ABILITY. WITHOUT REGARD TO RACE, RELIGION, COLOR, SEX,
AGE, NATIONAL ORIGIN, DISABILITY OR VETERAN STATUS



Authorization for Release of Information

To: Any Registrar, Dean, Principal or other authorized person at a school

Any Past or Present Employer, Any Law Enforcement agency or and Department or Agency of
a City, County, State or Federal Government or any person having knowledge of my conduct
or activities.

l, herby authorize Healthcare Transport, LLC or
authorized representative bearing this release or copy thereof, within twelve months of its date,
to conduct an appropriate check including but not limited to records, checks and personal
interviews, for determination of my eligibility for employment.

| authorize all persons who may have information relevant to this check to disclose to
Healthcare Transport, LLC or its agent, and | herby release all persons from liability on account
of true and accurate disclosure. | herby further authorize that a photocopy of this authorization
be considered as valid as an original.

The information obtained in the check if for the official use of Healthcare Transport, LLC, and
or its clients and will not be released to other parties. Should there be any question as to the
validity of authorization you may contact me as indicated below.

Signature Date

Read each statement carefully and affirm that you understand and consent to them by
signing at the bottom of the page.

Employment is "at will". Employment at Healthcare Transport, LLC is for an indefinite and
unspecified duration. If you are hired, you may leave employment at will, and the Company
may discharge you, any, or all other employees at any time, without notice, and for any reason
not prohibited by law.

Signhature Date



CONSENT TO RELEASE MOTOR VEHICLE REPORT

NAME:

ADDRESS:

DRIVER'S LICENSE NUMBER:

STATE ISSUED:

DATE OF BIRTH:

SSNUMBER:

THE FAIR CREDIT REPORTS ACT REQUIRES YOUR CONSENT PRIOR TO RELEASING YOUR MOTOR VEHICLE
RECORDS TO YOUR EMPLOYER AND/OR REPRESENTATIVE AGENCY.

BY SIGNING BELOW,IGIVEMY CONSENT TOPROVIDECOPIESOFMYMVRTOMY EMPLOYER,
HEALTHCARE TRANSPORT, LLC AND TO OUT INSURANCE AGENCY, PETERSON INSURANCE SERVICES.

SIGNATURE: DATE.




‘TENNESSEE DEPARTMENT OF HEALTH
DIVISION OF HEALTH LICENSURE AND REGULATION
OFFICE OF EMERGENCY MEDICAL SERVICES
65 MADNSTREAM DRIVE

MEDICAL STATEMENT
For Emergemcy Medieal Services Profissions] License

mmmww&ﬁmmmﬁumdmem

inconpetent medical care in the pro-bospin avirment. When itsting s lcenae, it is Sersinnd fhat the individal can meet the
memmwummmmmmmmma
pyxizian assistant-

GENERAL BUTY
mmwmhmmm“mmmm.wamum
temperstires axd; ut timey; they way be exposed to herardous fomes. They may be required to walk, climh, crawi, hend, pull, push, or
ft and tabmee over lcys than ideal tamain. They canaiso-beexpmed to 2 variaty of noiss levels, which can be quite high, particnlarly
when sirens sre sounding. The individual must be shis to fimction effectively in wxxrolkd envitmments with high levels of
ambient noise.  Aptitudes required for work of firis pxture are good physical stemina, exhurance, and body condition which would not
‘be-advamly sffsstod-by-beving-thre to-Hf, move, carry end tujes white mwivig & cicom of TZ5 ponds (25U pounds 2 parem
liff). Motor Coondination is dexmity to bandugs, splint and move pmtiants, inchuling properly spplying invaxive-siresys end
edministering injectons—

mm-mn.mmmmmmuumnmmmm«
bosiness locations are assential taskx. Use of the telephone or mdio for tranmnitting and responding to plysician's advice is also

ossyotinl—The-ability-to-conaisely-and acanately desccihe axally to.bealth pefumionals the patient’s conditioy is writical.  Theprovide’
must also be sbie to accurstely stunmarize all dsta fn the foom of 8 written report.

TYPE / PRINT AFPLICANTE NAME

i
FUNCTIONS IN THE PRE-HOSPITALENVIRONMENT AS DESCHRIRED IN THE GENERAL DUTY
REQUIREMENTS ABOVE INCLUDING VISUAL ACUITY, SPEECH, HEARING, AND THE USE OF
EXTREMITIES

~ PHINT PROVIDER NAME PROVIDER'S LICENSE NUMBEER BIATE
e PROVIDER'S SEGNATURE DATE
OF INFORMATION:

I AUTHORIZE THE REIEASE OF ANY MEDICAL INFORMATION BY THE EXAMINFR NRCESSARY FOR
QUALIFICATION TO MY EMPLOYER FOR DETERNMINATION OF MY ELIGIBR FTY BY THE DIVISION OF
MEDICAL SERVICES.

REIERGRENCY

SIGNATURR OF APPLICANT SOCIAL GACRITY NUMEIR DATE

“Under HIPPA, the haafih Information yau furrésh an this dnsnest Is protected ffom pubic inpection, shasnt a adipesa or for Rapaes of health
oversight activities. "

PE-0130 (Rev 1 V2013) RDA-10140



HCT new company policy effective Immediately. May 14,2018

Due to some recent incidents in our patient care techniques HCT is adopting new patient transfer
techniques to reduce our liability risk in this situation. It is now company policy that your patient is
transferred to and from the stretcher by one of the following techniques.

Draw sheet

Extremity lift
Full body lift
two man lift

Hoyer lift.

By printing and signing your name below you are acknowledging you have read and completely
understand the new policy stated above

Print name

Sign name Date

Thanks

John Sykes

901.569.2273



Form W-4 (2016)

Purpose. Complete Fonn W-4 sothat your employer

can withhold the correct federalincome tax from your
pay. Consider completing anew FonnW-4 each year
andwhen your personal orfinancial situation changes.

Exemption from withholding. IfJou are exempt,
complete only lines 1, 2, 3, 4, an 7 and sign the form
to validate it. Your exemption for 2016 expires
February 15, 2017. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: Hanother person can claim you as adependent
on his or her tax return, you cannot claim exemption
from withholding if yourincome exceeds $1,050 and
includes more than $350 of unearned income (for
exemple, interest and dividends).

Exceptions. An employee may be able to claim
exemption from withholding eveniftheemployeeisa
dependent, if theemployee:

* Isage 65 or older,
« Is blind, or

+ Willclaim adjustments toincome; tax credits; or
itemized deductions, on his or her tax return.

The exceptions do not apply to supplemental wages
greater than $1,000,000.

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.

Completeallworl<sheetsthatapply. 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 ofhousehold. Generally, youcanclaimhead
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, forinformation.

Tax credits. You cantake projected tax creditsinto account
infiguringyourallowable numberofwithholdingallowances.
Credits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding allowances.

Nonwage income. If you have a large amoll"lt of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Fonn
1040-ES, Estimated Tax for Individuals. Othefwise, you
may owe additional tax. If youhave pension or annuity
income, see Pub. 505 to find out if you should adjust
your withholdingon Form W-4 or W-4P.

Two earners or multiple jobs. If you have a

working spouse or mora than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Fonm
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Fonm W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

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

Checkyourwithholding. Afteryour FormW-4takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2016. See Pub. 505, especially if your earnings
exceed $130,000(Single) or $180,000 (Married).
Future developments. Inlormation about any Mure
developments affecting Form W-4 (such as legislation
enacted after we release it) wiH be posted at www.irs.gov/w4.

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

A

« 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-" if youaremarried andhave either a working spouse or more
than one job. (Entering "-0-" may help you avoid having too little tax withheld.)

T mOo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return .
Enter "1" if you will file as head of household on your tax return (see conditions under Head of household above)
Enter "1" if you have at least $2,000 of child or dependent care expenses for which you plan to claima credit

mmo O

(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.
- If your total income will be less than $70,000 ($100,000 if married), enter "2" for each eligible child; then less ""1" if you

have two to four eligible children or less "2" if you have five or more eligible children.
« If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 ifmarried), enter "'1" for each eligible child . G

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

lfyou plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,

and Adjustments Worksheet on page 2.

complete all « §f you are single and have more than one job or are married and you and your spouse both work and the combined

worksheets
that apply.

earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

el il il S SRR~ 17O line H on line 5 of Form W-4 below.

--- Separate here and give Form W-4to your employer. Keep thetop partforyourrecords.

Employee's Withholding Allowance Certificate

} Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subjecttoreview bythelRS. Your employer may be requiredto sendacopy of thisformtothe IRS.

o VN 04

Department of the Treasury
Internal Revenue Service

OMB No. 1545-0074

©16

1 Your first name and middle initial

I Last name

12 Your social security number

Home address (number and street or rural route)

30 Single 0 Married O Married, but withhold at higher Single rate.
Note: If married, butlegally separated, or spouse is anonresident alien, ctieci< the "Shge" box.

City or town, state, and ZIP code

4 Ifyourlastnamediffers from that5hown on your social security card,
check here. You must call 1-800-n2-1213 for areplacement 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 2016, and | certify that | meet both of the following conditions for exemption.

« Last year | had aright to a refund of all federal income tax withheld because | had no tax liability, and
« This year | expect arefund of all federal income tax withheld because | expect to have no tax liabilitv.

If you meet both conditions, write "Exempt" here .

p 111

Under penalties of perJury, | declare that | have examined this certlficate and, to the best of my knowledge and belief, 1t 1strue, correct, and complete

Employee's signature
(This form Is not valid unless you sign it.) }

Datd

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

9 Officecode (optional) 10 Employeridentification number (EIN)

For Privacy Actand Paperwork Reduction Act Notice, seepage 2.

Cat. No. 102200

Fonm W-4 (2016)


http://www.irs.gov/w4

	DMSION OFHBAL'IB UCJ!NSUIB AND Jtl!OOLA1ION
	llTllDllTIIS.
	DMSION OFHBAL'IB UCJ!NSUIB AND Jtl!OOLA1ION

	llTllDllTIIS.
	Previous Employment
	Military Service
	Disclaimer  and Si nature

	DDDDDDDDDDDDDD DDDDDDDDD D
	DDD-DDD-DDDD
	DDDDDDDDDDDDDDDDDDDDDDDDDD
	To: Any Registrar, Dean, Principal or other authorized person at a school
	Employment is "at will''. Employment at Healthcare Transport, LLC is for an indefinite and unspecified duration. If you are hired, you may leave employment at will, and the Company may discharge you, any, or all other employees at any time, without no...
	ADDRESS:
	HCT new company policy effective Immediately. May 14,2018
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	llTllDllTIIS.
	Visit us at Humana.com
	m New business enrollment m Open Enrollment event m Dependent birth or adoption m Loss of coverage

	Coverage Options
	Do you elect the Health Savings Account?
	Beneficiary for this account will be the employee / individual’s estate. You may change beneficiary

	Plan name:
	Voluntary employee / individual life coverage m N m Y
	Amount (min $15,000)

	Plan name:
	m Accident m N m Y Benefit Level: m 1 m 2 m 3 m 4
	m Optional Hospital Intensive Care Unit Benefits Rider
	m Accident m N m Y Benefit Level: m 1 m 2 m 3 m 4
	m Disability Income Covering Accident and Sickness m N m Y
	m 90/90 m 180/180 m 365/365
	Monthly Benefit
	m Disability Income Advantage m N m Y
	m 90/90 m 180/180   m 365/365
	Monthly Benefit
	m $1 / Week
	m Whole Life Child(ren) / AD&D m N m Y

	If your employer or group has elected the critical illness rider, have you or any dependent had a parent, brother, or sister with a history of heart attack, heart disease, stroke, or cancer diagnosis prior to age 60 ? m N m Y
	If yes, please indicate whether this applies to you (Employee / Individual), your spouse or a dependent.
	m Critical Illness m N m Y
	m Employee / Individual and child(ren) m Family
	m Employee / Individual and child(ren) m Family
	m You (Employee / Individual) m Spouse m Dependent Name
	m Cancer Expense m N m Y Coverage type: m Employee / Individual only m Employee / Individual and spouse
	m Supplemental Health m N m Y Coverage type: m Employee / Individual only m Employee / Individual and spouse

	Beneficiary Information for Life, Disability and Workplace Voluntary Benefits
	Primary beneficiary name (Last, First MI) Relationship to Employee / Individual

	Complete this section if you are selecting workplace voluntary (excludes Accident), disability, and/or life, benefits.
	If you answered “yes” to any of the questions above, please provide details below and specify the question number. Attach additional signed and dated sheets (reorder TN-51340-MH), if necessary.
	I acknowledge that I have been given the opportunity to apply for group coverage available to me and my dependents through my employer / group. I proclaim that I was not pressured or forced by my employer / group, the writing agent, or Humana into wai...

	My dependents and I understand and agree:
	• The information obtained by use of this authorization may be used by Humana to make claims determinations, determine eligibility for coverage, eligibility for benefits under an existing policy and plan administration.
	Date:
	As the Writing Agent / Producer, I acknowledge that I am responsible to meet with the primary applicant submitting the Group Employee and

	Humana group rates for HEALTHCARE TRANSPORT LLC
	Rate Effective Date: January 1, 2016

	Total For All Products 5,659.45
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