
Application Package

Applicant’s Name: ____________________________________________________

License #: _____________     Application date: _____________

Address: ___________________________________________

     ___________________________________________

     ___________________________________________

Phone: _____________ Cel: ____________ Bp:____________

Specialty (if any): ______________________________________________________

SS #: __________________________   Driver Lic. #: _________________________

Employee Signature: ___________________________________________________

Date: ____________________________
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EMPLOYEE’S  LOG

Employee’s Name:_______________________________________
Street Address:__________________________________________
City/State/Zip Code:____________________________________
Job Title:________________________________________________

Bp: _________________________
Cell: ________________________
Soc. No:_____________________
Telephone:__________________
Date of Hire:________________

DESCRIPTION YES DESCRIPTION YES

IRS from W-4 or W-9 SIGNED EMPLOYMENT APPLICATION

INS Form I-9 SIGNED JOB DESCRIPTION

HIPAA/Confidential Form PROBATIONARY PERIOD 

COPY OF CHECK EMPLOYMENT REFERENCES

REVIEW-PERSONNEL POLICY [signed] COMPLETED ORIENTATION [date]

TRANSPORTATION RESPONSIBILITY PROFESSIONAL LIABILITY SHEET

TAX EXEMPT FORM CONFIDENTIALITY STATEMENT [sig.]

INDEPENDENT or CONTRACT AGREEMENT HIV - AIDS Certificate [Mandatory]

AFFIDAVIT OF GOOD MORAL CHARACTER C.P.R. CARD [Mandatory]

STATEMENT OF COMMITMENT INFECTION CONTROL [Signed]

DESCRIPTION NUMBER EXP. DATE EXP. DATE EXP. DATE EXP. DATE EXP. DATE

Professional
License

Certificate [CNA]

Driver’s License 

Prof. Liability Insurance [1 and 3
millions]

Physical Exam, Free of Com.
Disease, PPD/Mantoux test or X-
Ray

Automobile Liability Insurance [PIP
and PD]

H.H.A., 40 hours / C.N.A. 20 hrs. 

Form  of Verification: RN/LPN/PT

O.S.H.A.     (Mandatory)                                                                 YES   (      )               NO   (      ) 

Comments:

D
ad

e-
K

en
da

ll 
H

om
e 

H
ea

lth
ca

re
 S

er
vi

ce
s,

 In
c.



APPLICATION FOR EMPLOYMENT
PRINT CLEARLY AND LEGIBLY

SECTION I - Name/Address
MI:First:Last:

Address:
Telephone:Zip:City: State:

Social Security #- DOB:

SECTION 2- Desired Employment
Date you can start:Position:

no If employed, may we inquire of your current employer?: yesyesAre you currently employed?: no
no If so, when:Have you applied to this agency before?: yes

SECTION 3 - Education
Name & Location of School:HIGH SCHOOL

UNIVERSITY/
COLLEGE
UNDERGRADUATE
UNIVERSITY/
COLLEGE
GRADUATE

Years Attended: Date Graduated: Degree:
Name & Location of School:

Years Attended: Date Graduated: Degree:
Name & Location of School:

Years Attended: Date Graduated: Degree:
Name & Location of School:TRADE, BUSINESS

O R
CORRESPONDENCE
SCHOOL

Years Attended: Date Graduated: Course study:

SECTION 4- Employment History
Employer: Job Title:

Duties:Address:

Phone: Salary:
Date From: Date To: Reason for Leaving:

Employer: Job Title:
Address: Duties:

Phone: Salary:
Date From: Date To: Reason for Leaving:

Employer: Job Title:
Duties:Address:

Phone: Salary:
Reason for Leaving:Date From: Date To:
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SECTION 5- Personal References
Occupation:Name:

Relationship:Address:
Years Known:Phone:

Occupation:Name:
Relationship:Address:

Years Known:Phone:

Occupation:Name:
Relationship:Address:

Years Known:Phone:

SECTION 6- Physical Record
Do you have any physical disabilities that would prevent you from performing the work for which you are

If so, please describe:noyesapplying?:

no Provide Details:yesHave you ever been injured?

SECTION 7- Licenses/Certification
TYPE LICENSE / CERT. # EXPIRATION DATE STATE ISSUED

SECTION 8- Additional Areas of Expertise
Areas of specialized study, research or additional experience:

List the foreign languages you speak fluently: Read: Write:

U.S. Military Service: Separation Rank:

[ ] YESPresent Membership in National Guard or Reserves: [ ] NO

SECTION 9- Emergency Contact Information
Name: Relation:

Address: Telephone:

I voluntarily give to the Agency the right to make a thorough investigation of my
past employment. I agree to cooperate in such an investigation. I understand that my employment will be
based in part on the accuracy of the information provided on this application.

Signature: Date:

AGENCY AUTHORIZED REPRESENTATIVE INTERVIEWER
SIGNATURE:HIRED? YES [] NO [] DATE:

Name: Relation:

Address: Telephone:
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Employee Name: ____________________________________________ Position:____________________

ITEM DESCRIPTION INITIALS

EMPLOYEE
ACKNOWLEDGMENT
OF PROBATION

I UNDERSTAND THAT I AM ON PROBATION AS AN EMPLOYEE FOR THE FIRST
NINETY DAYS OF MY EMPLOYMENT WHICH STARTED ON _________________ FOR
THE PURPOSE OF THE FLORIDA “UNEMPLOYMENT COMPENSATION LAW”. I
UNDERSTAND IF MY EMPLOYER DISCHARGES ME FOR UNSATISFACTORY WORK
PERFORMANCE UNDER THE FLORIDA “UNEMPLOYMENT COMPENSATION LAW” HE
WILL NOT HAVE HIS ACCOUNT CHARGED FOR ANY UNEMPLOYMENT BENEFITS I
MIGHT BE DETERMINED FOR IN THE FUTURE.
I ACKNOWLEDGE THAT I SIGNED THIS FORM WITHIN SEVEN (7) DAYS OF MY
EMPLOYMENT.

NOTICE TO
APPLICANTS

We comply with the Americans with Disabilities Act of 1990. During the interview process, you
may be asked questions concerning your ability, to perform job-related functions. If you are given
a conditional offer of employment, you may be required to complete a post-job offer medical
history questionnaire and/or undergo a medical examination. If required, all entering employees in
the same job category will be subjected to the same medical questionnaire and/or examination
and all information will be kept confidential and in separate files.
We are an equal employment opportunity employer. We adhere to a policy of making
employment decisions without regard to race, color, sex, religion, national origin, handicap, or
martial status. We assure you that your opportunity for employment with us depends solely upon
your qualifications.
PLEASE READ AND SIGN STATEMENTS BELOW
I understand that in accordance with Florida Statute 443.131 (3) (a) (2), if hired, I will be placed
on a 90 day probationary period. I further understand that if I am terminated for unsatisfactory
work performance within the 90 day probationary period, my employer may seek to contest any
unemployment benefit I might attempt to obtain as a result of my termination.
I understand and agree that all policies, procedures, and the Employee Handbook may be
modified, amerced, or deleted by my employer with or without notice to me of such amendment,
modification or deletion; that the policies and procedures are not intended to be a contract of
employment nor do they give me a right of continued employment, and that my employment may
be terminated at my option or that the option of my employer with agreements, or understandings
regarding the terms of employment. There may be no amendments or exceptions to this
statement unless they are in writing and signed by the president.
I understand that I may be required to undergo blood and/or urinalysis screening for drug or
alcohol use as part of the pre-employment process. In addition, all employees are subject to blood
and/or urinalysis screening for drug or alcohol use.
I certify that all information given on this employment application, any resume that I submit to
the company, and any related papers and answers given during oral interviews are true and
correct. I understand that my employer will make  a thorough investigation of my work and
personal history. I authorize the giving and receiving of any such information requested by my
employer during the course of such investigation. I understand that falsification of any
information given by others during the course of this investigation of any derogatory information
discovered as a result of this investigation may-subject-me-to-immediate-dismissal. I hereby
release from liability all persons who provide information to my employer during the course of
any such investigation.

CONSENT FORM TO
RELEASE
PHYSICAL-
MEDICAL
EXAMINATION
CRIMINAL
BACKGROUND
SCREENING DATA
FORM

I  have been formally instructed that any medical and/or Criminal Background screening data is
maintaining confidentially and understand that the medical information regarding my health
status may not be discussed with anyone, either inside or outside the agency  (except an
needed to conduct the business of the day).  
I understand that no medical/criminal data are to be removed from the home health agency
unless a "Release of Information"  form has been completed and signed for me.  It is my
understanding that such Release of Information (THIS FORM), authorize the Agency to release
my Physical/Background Information data to State/Federal surveyors at their request if needed
for conduct the annual survey or any necessary investigation.
I have been formally instructed in the Personnel Policies and Regulations, and I have read and
signed a job description for my specific classification.

Employee/Contractor Signature: ________________________________________    Date:____________
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Employee Name: ____________________________________________ Position:____________________

ITEM DESCRIPTION INITIALS

EMPLOYEE 
STATEMENT
OF
COMMITMENT

  I have read and understand This Home Health Agency, Personnel Policy
Manual. In  compliance with those policies I agree to conform to the following:
                 -I have read and understand the This Home Health Agency,  job

description appropriate to my level of performance.  I will not accept
assignments beyond my designated performance level as determined by
This Home Health Agency

                 -I will abide with the This Home Health Agency Standard Code of Dress as
described in the Personnel Policy Manual.

                 -I will arrive in time for the assignments I have accepted.  In the event of an
emergency which may cause me to be late, I will notify the This Home
Health Agency, office of the situation and expected arrival time.

                 -I will not accept any money or gifts from This Home Health Agency’s
Clients.  I will  receive payment for services rendered directly from This
Home Health Agency

VOLUNTARY
SUBSTANCE
TESTING

In order to protect myself and my employer, I ___________________________
 ________________________________ voluntarily authorize blood and urine
testing for alcohol and/or drug use. I agree to allow such samples and testing to
be completed at a time and place to be chosen by my employer. I understand
should such samples and testing be requested it is either due to the company’s
Drug Free Workplace Program, suspicion that I am under the influence of
alcohol/drugs which could result in an on-the-job injury, or may affect the quality
of my work. I further authorize the results of samples/testing to be released to
my employer.

POLICY AND
PROCEDURE
STATEMENT
OF
ORIENTATION
COMPLETION

(Non-Nursing Staff Personnel)

This is to testify that                                                         (employee name) has
successfully completed the 8-hour required orientation and is now qualified to
proceed with his/her routine job functions.

The orientation was conducted on the          day of                     ,          .

Signed:                                                       _____________________________
            Administrator or DON                  Employee
I HAVE READ AND UNDERSTAND THE POLICIES AND PROCEDURES OF
THE AGENCY AND HAVE HAD THE OPPORTUNITY TO HAVE ALL OF MY
QUESTIONS/CONCERNS ADDRESSED TO MY COMPLETE SATISFACTION.
I AGREE TO ABIDE AND UPHOLD ALL POLICIES AND PROCEDURE, AND
HAVE BEEN ADVISE THAT FAILURE TO DO SO MAY RESULT IN
TERMINATION OF EMPLOYMENT.
I ALSO AGREE THAT AS A CONDITION OF EMPLOYMENT THAT I WILL
PROVIDE THE AGENCY WITH A FOURTEEN (14) DAY WRITTEN NOTICE
OFINTENT TO TERMINATE EMPLOYMENT.

Employee/Contractor Signature: ________________________________________    Date:____________
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DATE: ______________________________

   TO: __________________________________
         __________________________________
         __________________________________

Dear Sir or Madam,
         
_______________________________  SS#:________________________ is applying to our office
as  ______________________________. Until we have thoroughly checked her/his references and
tested her/his ability we cannot permit her/him to work. Please lend us your cooperation in
completing the information requested.
         I authorize This Home Health Agency, to gather any information concerning my qualification
and past performances. Please reply to their questions. I hereby release you from any and all liability
         
                                                      ___________________________________________
                                                       APPLICANT SIGNATURE
         To be completed by Previous Employer:
Position _________________________   Date from_____________ to _______________
Reason for leaving: _________________________________________________________
_____________________________________________________________________________
Would  you  rehire?  Yes____  No ____   If  no please  advise  why: ____________
_____________________________________________________________________________

PLEASE ADVISE IF: ABOVE AVERAGE, SATISFACTORY. BELOW AVERAGE, OR COMMENTS.
       Punctuality & Attendance _____________________________________________
       Appearance (Grooming) _______________________________________________
       Judgement ___________________________________________________________
       Performance __________________________________________________________
       Ability to Perform _____________________________________________________         
Organization of Time __________________________________________________
       Compatibility _________________________________________________________
       Accepts Direction _____________________________________________________ 

 Signed________________________Title_______________________ Ph________________

Print Name: ____________________________________ Thank you for your courtesy
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DATE: ______________________________

   TO: __________________________________
         __________________________________
         __________________________________

Dear Sir or Madam,
         
_______________________________  SS#:________________________ is applying to our office
as  ______________________________. Until we have thoroughly checked her/his references and
tested her/his ability we cannot permit her/him to work. Please lend us your cooperation in
completing the information requested.
         I authorize This Home Health Agency, to gather any information concerning my qualification
and past performances. Please reply to their questions. I hereby release you from any and all liability
         
                                                      ___________________________________________
                                                       APPLICANT SIGNATURE
         To be completed by Previous Employer:
Position _________________________   Date from_____________ to _______________
Reason for leaving: _________________________________________________________
_____________________________________________________________________________
Would  you  rehire?  Yes____  No ____   If  no please  advise  why: ____________
_____________________________________________________________________________

PLEASE ADVISE IF: ABOVE AVERAGE, SATISFACTORY. BELOW AVERAGE, OR COMMENTS.
       Punctuality & Attendance _____________________________________________
       Appearance (Grooming) _______________________________________________
       Judgement ___________________________________________________________
       Performance __________________________________________________________
       Ability to Perform _____________________________________________________         
Organization of Time __________________________________________________
       Compatibility _________________________________________________________
       Accepts Direction _____________________________________________________ 

 Signed________________________Title_______________________ Ph________________

Print Name: ____________________________________ Thank you for your courtesy
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OFFICE CLERK
JOB DESCRIPTION

POSITION SCOPE:
To ensure effective Office Filling/Secretarial needs for the services working with the company’s
personnel, and through liaison with other organizations and individuals also providing care to
the patient/client 

POSITION QUALIFICATIONS:
Graduate of high school with a high school diploma or equivalent.
Evidence of knowledge of home care environment; Ability to work under stress, and to take
rapid actions.
Verbal and written communication ski11s
Good organizational skills.
Computer skills/typing/filling.

PHYSICAL REQUIREMENTS:
No physical requirement
Ability to deal effectively with stress and a great work load at times

PERFORMANCE, ABILITIES AND STANDARDS:
Medical Records filling.
Basic Computer Data Entry/typing.
Institutes a set of check points to make sure that the services were provided/Customer
Satisfaction Surveys.
Participates in facility activities directed to implementation of safety management program,
security plan, utility plan, emergency preparedness plan, etc.
Is responsible for confidentiality issues. Ensure HIPAA guidelines and procedures are
maintained.
Understands the nature and type of the patient/client population serviced,
The Office clerk will be aware of the responsibilities of all organizations and individuals involved
in patient’s/client’s care/service including the coverage For the services rendered.
The Office clerk will participate in education conferences, meetings, in-services and training for
policy and procedures modifications, emergency response and preparedness plan, organization
planning, quality assurance and company activities improvement, etc.
The Office clerk gives accurate information to clients, clients’ families, and other professionals
involved in patient’s care/service,
Complies with all applicable Policies and Procedures, Federal and State rules, regulations, and
laws in effect.
Participates in personal growth and development.
Documents all communications in the Communication Notes from the patient’s charts.

__________________________________ _________________
Employee Date
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STAFF CODE OF CONDUCT/ETHIC 

 
To outline a standard of conduct for all employees, contractors and members of the Board of Directors. To establish 
and retain the highest possible level of public confidence. 
 
CODE OF ETHICS: 
• The Code of Ethics contains standards of ethical behavior and practices that impact all dealings with colleagues, 
patients, the community and society as a whole. 
• The Code of Ethics also incorporates standards governing personal behavior particularly when that conduct directly 
relates to the role and identity of the organization. 
• The Code of Ethics outlines principles focused on maintaining and enhancing excellence within OUR AGENCY 
• The Code of Ethics serves as notice to government officials that OUR AGENCY expects its personnel to abide by all 
applicable laws and regulations. 
• OUR AGENCY has an ethical responsibility to the patients and the community it serves, and fulfills this responsibility 
through ethical care, treatment, services and business practices.  
• Whenever possible, patients/families/legal guardians are included in decisions about the patients’ care, treatment and 
services, including ethical issues. 
• Should the patient require or request care, treatment or services not available or inconsistent with the organization’s 
mission, an offer to refer/transfer the patient to an organization that can fulfill this need will be made and if in agreement, the 
patient will be referred/transferred appropriately. 
• The patient/family will be notified of any financial benefit, if any, to OUR AGENCY as a result of the referral/transfer 
process. 
• Contracted providers/staff of healthcare services must meet and adhere to the quality and ethical standards of this 
organization. 
• Billing practices of OUR AGENCY shall adhere to and be compliant with usual and acceptable standard ethical and 
legal business billing practices. 
• The effectiveness and safety of care, treatment and services provided by OUR AGENCY is consistent for all patients 
and is not dependent on the patient’s ability to pay. 
 
STAFF MEMBERS’ AND BOARD OF DIRECTORS’ RESPONSIBILITY TO THE ORGANIZATION: 
• Uphold the values, ethics and mission of the organization. 
• Conduct all personal and professional activities with honesty, integrity, respect, fairness and good faith in a manner 
that will reflect positively upon the organization and in the best interest of the patient population and community served. 
• Comply with all applicable local, state and federal laws and regulations in the conduct of organizational or personal 
activities. 
• Respect confidences including confidential business information. 
• Assure that no conflict of interest exists in any dealings involving the organization. 
• Provide healthcare services consistent with available resources and assure the existence of a resource allocation 
process that considers ethical ramifications. 
• Respect of the customs and practices of those served, consistent with the organization’s philosophy. 
• Be truthful in all forms of communication, including receivables and avoid information that would create unreasonable 
expectations. 
• Assure the existence of a process to evaluate the quality of care or services rendered. 
• Avoid practicing or facilitating discrimination and institute safeguards to prevent discriminatory organizational practices. 
• Advise patient of rights, responsibilities and risks regarding care and services provided. 
 
VIOLATIONS: Employees, Administrators and volunteers who violate this code shall be subject to disciplinary action, up to 
and including termination of employment. 
 
Employee/Contractor Signature: ____________________________________        Date: ____________________ 
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STAFF CONFLICT OF INTEREST

PURPOSE:
To ensure employees avoid any personal interest that may conflict with the interests of the
agency.

POLICY:
The Agency expects all of its employees to understand and be aware of potential situations
where their personal interests may conflict with the business interests of the Agency.

PROCEDURE:
1. All employees will report to their immediate supervisor any interests in or employment

with an entity that interacts with the Agency including, but not limited to:
A. employee participation in any business transactions where there might

appear to be a conflict between the employee's personal interest and that
of the Agency.

B. employee participation in any entity which buys services from or
provides services/products to the Agency.

C. outside employment that interferes with satisfactory performance of an
employees duties and responsibilities for the Agency.

D. any outside relationship, financial interest, or participation in a
business transaction which might appear to influence the performance of
an employee's duties and responsibilities for the Agency.

E. acceptance/giving of gifts, including cash payments, fees, services,
discounts, valuables, privileges or other favors which would or might
appear to improperly influence an employee in the performance of the
employee's duties and responsibilities for the Agency.

2. If a conflict of interest is discovered or suspected the supervisor/manager and employee
will discuss its impact with the Administrator.

3. After the above discussion, a recommendation may be made for the employee to end
his/her association with the entity or the Agency within a specified period of time.

4. The failure of an employee to cease activity that management determines to be a conflict
interest will subject the employee to disciplinary action up to and including termination.

5. Upon hire, agency staff will sign a Conflict of Interest Statement.

_________________________________________ ______________________
Staff Signature Date
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EMPLOYEE CONTRACT
Please select:       9 Direct Employee      9 Independent Contractor

This contract is made this ______________day of                       , _____ between our Home Health
Agency ______________________________________________ herein named the "Agency" and
_________________________________________ herein  named the "Employee/Contractor".

TERMS
By this contract, both the Agency and the Employee/Contractor agree to the following terms:
(I) The Agency is the Employer and ____________________________ is the Employee/Contractor.

(II) The Employee/Contractor is a contract employee (9 Direct Employee     9 Independent Contractor).

(III) The Employee/Contractor shall perform all such duties/services as are assigned to him/her by
the Agency: ______________________________________________________________________
                (See Job Description attached), following the Agency’s Policy & Procedures.

(IV) The Agency   9 shall  9 shall not  deduct all taxes from the Employee/Contractor's salary.

(V) The Employee/Contractor shall maintain a proper liability insurance and make copy available to
Our Agency, if applicable.   9 Required    9 Not Required

(VI)The Agency shall evaluate the Employee/Contractor performance at the end of the 90 days
probation period, and yearly thereafter, following all Agency and Personnel Policy and Procedures.

(VII) Whenever applicable, the Employee/Contractor shall be required to submit progress and clinical
notes to the Agency's Administrator or Director of Nursing, within 1 week of service rendered, no
later that the following Tuesday during regular business hours, that notes must verify provision of
services/procedures and visit completion (must include the weekly time-sheet signed by the patient
or patient representative if applicable). The bill-sheet or related information for reimbursement for
care and service provided must be received in our office within 1 week (not later that the following
Tuesday before 5:00 pm)

(VIII)Jobs to be performed by the Employee/Contractor shall be assigned by the Agency only, the
contracted staff (Direct or Independent), or the contingency staff (under emergency/shortage staff)
will be in placement within 1 business day (24 hours) after referral order is received.

(IX) Both parties to this contract understand and agree that patients are accepted for care only by
this Agency.

(X)Both parties agree that the Employee/Contractor shall participate in developing of the Plan of
Care, conform to all applicable Agency policies, including personnel qualifications. All Patient’s
health information must maintained as CONFIDENTIAL as HIPAA requirements.

(XI)Both parties agree that this Agency shall coordinate all job-related activities of the
Employee/Contractor, control all job-related activities of the Employee/Contractor, and shall evaluate
the Employee/Contractor's job performance just as we do that of other Employee/Contractors.

(XII)Both parties agree that the Employee/Contractor shall be paid an hourly rate of $ _________ or
per visit rate of $ ___________, during regular pay period of:  9 weekly  9 biweekly 9 monthly

(XIII)The duration of this contract is one year commencing from the date both parties sign this
contract.  Upon termination or disciplinary action, this contract is canceled, and a new contract must
be reinstated.
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(XIV)This contract is subject to automatic annual renewal, if not canceled for any party.

(XV)Our Agency has full responsibility over all contracted services.

(XVI) Our Agency has full responsibility to retain and maintain all clinical records of patients served
by this Contract.

(XVII)The second party must submit evidence of liability and insurance, evidence of current
licensure, education or certification, if applicable.

PROFESSIONAL RESPONSIBILITY
Nothing in this Agreement shall construed to interfere with or otherwise affect the rendering of
services by the Employee/Contractor in accordance with his independent and professional judgment.
This Agreement shall be subject to our Policies and Procedures, the rules and regulations of any
and all professional organizations or associations to which Employee/Contractor may from time to
time belong and the laws and regulations governing said practice in this State.
Our Agency has full responsibility to retain and maintain all clinical records of patients served by this
Contract.
Both parties agree that the Employee/Contractor shall submit clinical notes and progress reports to
the Director of Nursing once every one week or more often if requested, and shall conform with
prescribed scheduling of visits and, periodic patient evaluation. Both parties agree that this Agency
shall coordinate all job-related activities of the Employee/Contractor, and control all job-related
activities of the Employee/Contractor.
Both parties agree that the Employee/Contractor participate in our Performance Improvement
Program, by suggest according they daily practices, ways to improve our services, treatment,
relationship with patients/family/physicians, report needs and expectations of patients and families.

Both parties agree that patients are accepted for care, the service will be controlled, coordinated,
and evaluated, only by our Agency, the Employee/Contractor must comply with all scheduling of
visits according Physician order and initial admission assessment, and report any need of schedule
change to the Agency immediately identified the need. Participate in periodic patient evaluation to
improve our services and the goals of the Patient Plan of Care compliance, including but no limited
to Participate in Case Conference, create progress/deterioration reports, periodic communication
with the Agency’s Supervisor and Care Managers. Participate in the Developing of the Plan of Care,
suggest any change needed to achieve the treatment goals, make suggestion for improving services
and patient care and safety.

SIGNATURES
Our Agency. (Employer):                            Employee/Contractor:                                                     
Administrator or Director of Nursing                                      Title:                                                     

______________________________________                    Date: ___________________

Date: ___________________
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