Permanent Tax Home Declaration

During your employment with Rx Pro Health, you may be provided an allowance or be reimbursed for certain business
expenses associated with these shifts. The IRS requires that you pay taxes on these allowances and reimbursements
unless you maintain a “permanent tax home”, (as described below) while working away from your home. In order to
ensure that such payments are taxed correctly, we need to know if you are maintaining a permanent tax home. If you do
not complete and return this form, the Company is required to treat these allowances and reimbursements paid to you as
income and taxes will be withheld accordingly.

You are advised to consult your tax advisor regarding tax liability of allowances and reimbursements and
your permanent tax home. Please refer to IRS publication 463 at IRS.gov for more information.

The IRS uses various criteria to substantiate a tax home including the following:

®  Your permanent tax home is a habitable living quarters where you live when not working assignments or
shifts that require you to take temporary lodging elsewhere.

*  You pay to maintain your permanent tax home (i.e. mortgage, rent). Amount of rent payments must be
equivalent to fair market value.

e The following questions should also be considered when determining a tax home: Do I have community
ties to this area? Am I a member of any local social or community organizations? Is this where I am
registered to vote? Is this where my car is registered and my driver’s license was issued? A positive
response is expected if one is maintaining a permanent tax home.

Please be advised that the IRS considers employment away from your residence to be “temporary” if it is
realistically expected to last, and in fact does last, less than one year. Continued employment in the same
location for more than one year is not temporary and housing and travel benefits would be subject to tax
withholding.

Please provide this information requested below. A new form is required when your tax home or status changes.

Complete and sign this form and return to us as soon as possible.

NAME:

SOCIAL SECURITY # (REQUIRED):

Do you have a permanent tax home? (selection required) ] Yes "] No

If “Yes” is selected, please provide the complete address of your Permanent tax home (no P.O. Boxes):

Street Address

City State Zip Code

I have read and understand the information regarding the requirements for a permanent tax home and acknowledge that I
have been advised to consult a tax preparer prior to completing this declaration. I acknowledge by signing this document
that the information provided is true and correct. I understand that if I provide a false statement I may be subject to federal,
state and local taxes, penalties and interest for which I agree to take full responsibility. In the event of an IRS audit, I agree
to cooperate and provide all information requested. I understand that I am responsible for notifying the Company in writing
if my permanent tax home status should change and I become ineligible for the exemption.

Signature Date



Background Check Authorization Form

As part of the employment process, AMNServices, Inc, (“The Company”), will obtain an Investigative Consumer Report. The
Investigative Consumer Report may include information regarding your credit worthiness, credit standing, credit capacity, character,
general reputation, personal characteristics or mode of living. The following Consumer Reporting Agency will prepare the report:

LexisNexis
1000 Alderman Drive
Alpharetta, GA 30005
AUTHORIZATION

During the application process and at any time during the tenure of my employment with The Company, | hereby authorize LexisNexis,
on behalf of The Company to procure an Investigative Consumer Report which | understand may include information regarding my
credit worthiness, credit standing, credit capacity, character, general reputation, personal characteristics, or mode of living. This report
may be compiled with information from credit bureaus, courts record repositories, departments of motor vehicles, past or present
employers and educational institutions, governmental occupational licensing or registration entities, business or personal references,
and any other source required to verify information that | have voluntarily supplied. | understand that | may request a complete and
accurate disclosure of the nature and scope of the background verification; to the extent such investigation includes information bearing
on my character, general reputation, personal characteristics or mode of living.

Have you ever been convicted of a crime, other than a minor traffic violation?

Driving under the influence is not considered a minor traffic violation.

Note: Exceptions due to state employment law: Conviction(s) that have been sealed, expunged, or eradicated and California Health &
Safety Code §§11357 (b) & (c), 11360(c), 11364, 11365, 11550 marijuana-related convictions over 2 years old, should not be revealed.

__No__ Yes

If yes, please explain:

First Name Middle Name (Initial) Last Name Other names under which you have been employed
Social Security Number* Date of Birth* Driver’s License Number DL State
Education/College Name Degree Grad date(mm/yr) City State Country

*NOTE: The above information is required for identification purposes only, and is in no manner used as qualifications for employment. The Company is an Equal
Opportunity Employer, and does not discriminate on the basis of Sex, Race, Religion, Age (40 and over), Handicap or National Origin.

*In order for this authorization to be valid, the second page of this form must be completed to

include all addresses the applicant has resided in over the last seven years. In addition, the
bottom of the form must be signed and dated.
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MN & Oklahoma Residents please note: In connection with your application for employment, your credit report may be obtained and
reviewed. Under MN law, you have a right to receive a free copy of your credit report by checking the appropriate box below. Your
credit report will be mailed to you by the credit bureau. Under Oklahoma law, you have the right to receive a free copy of your
consumer report.

__YES, I am a Minnesota resident and would like a free copy of my credit report.
___YES, | am an Oklahoma resident and would like a free copy of my consumer report.

CA Residents please note: In connection with your application for employment, your credit report may be obtained and reviewed.
Under CA law, you have a right to receive a free copy of your credit report by checking the appropriate box below. Your credit report
will be mailed to you by the credit bureau. In the alternative, you may elect to receive the entire Investigative Consumer Report, which
will include your credit report if one was ordered.

___YES, I am a California resident and would like a free copy of my credit report; or
___YES, | am a California resident and would like a free copy of my Investigative Consumer report.

California Notice:
You have the right under Section 1786.22 of the California Civil Code to contact LexisNexis during normal business hours to obtain
your file for your review. You may obtain such information as follows:

1. Inperson at LexisNexis’ office at the address listed above. You will need to furnish proper identification prior to receiving your
file. You may have someone accompany you and should inform such person that they will also have to present reasonable
identification. If you want LexisNexis to disclose to or discuss your information with this third party, you may be required to
provide a written statement granting LexisNexis permission to do so.

2. By certified mail, if you make a written request (and provide proper identification) to have your file sent to a specified
addressee.

3. By telephone, if you have previously made a written request and provided proper identification.

LexisNexis has trained personnel to explain any information that is furnished to you and to explain any information that is coded.

List all former addresses of residence within the past 7 years, beginning with the most recent and working back: (if
additional space is needed, please continue on the back of this form).

Number & Street Address City State Dates of Residence
Number & Street Address City State Dates of Residence
Number & Street Address City State Dates of Residence
Number & Street Address City State Dates of Residence
Number & Street Address City State Dates of Residence
Number & Street Address City State Dates of Residence
Number & Street Address City State Dates of Residence
Number & Street Address City State Dates of Residence
Number & Street Address City State Dates of Residence
Print Applicant/Employee Name Signature Date
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RX PRO HEALTH AA
N

an AMN Healthcare company

Letter Regarding Professional Liability Coverage

Dear Healthcare Professional:

While on assignment, professional liability coverage is an important component of your comprehensive
benefits p ackage. Prof essional | iability cov erage is a re quirement to travel, and we offer cov erage
available with limits up to $2 million to o ur Healthcare Professionals while on assignment with us. To
activate this coverage, complete the enclosed application and return it to us i n the enclosed envelope
as soon as possible so as not to delay the start of your assignment.

Rx Pro Health is aware of how important professional liability is to both you and our facility clients. The
insurance policy we provide is through Lexington Insurance, an AIG Company which is A+ rated, and
includes G ood S amaritan Act cov erage and pays the cost for | icensing a uthority i nvestigators. If a
patient i njures you, this policy also helps cover your medical ex penses. We are proud to offer t his
excellent coverage.

Please complete and return the enclosed application to receive this valuable benefit. We work
directly with the insurer to process your application and activate your policy.

If you have any questions concerning this insurance program, please contact our Quality
Services Team at 866-960-5336. Prepare yourself for an exciting and rewarding assignment!

Sincerely,

Kim Windsor, RN DHA
Vice President, Clinical Services
AMN Healthcare, Inc.

N\ ®
A AM N Fax: (800) 236-5633

V Healthcare www.amnhealthcare.com
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RX PRO HEALTH AA

an AMN Healthcare company

IMPORTANT INFORMATION
ABOUT YOUR PROFESSIONAL
LIABILITY PROTECTION

Rx Pro Health, an AMN Healthcare Company, is pleased to provide you with professional liability
insurance coverage as part of your benefits package. It is important that you comply with the following
to maximize your protection under this policy.

If you are involved in an incident in which there may be an allegation of negligence, an allegation of
abuse or harassment, or a violation of rules or procedures, or if you are requested to give a statement,
interview or deposition relating to an incident or lawsuit, it is essential that you notify your recruiter and
pharmacy supervisor immediately. Your recruiter will put you in contact with a clinical liaison from
AMNServices who will assist you in reporting the incident to your insurance company if applicable. A
delay in reporting the matter could result in the insurance company’s rejection of any claim that may
result.

Reporting any involvement in a potential professional liability situation necessitates the collection of
information. Before you report the incident, answer as many of the following questions as possible:

* What was the date and time of the incident or dispensing error?

* Who was the patient(s) involved?

» How did the incident occur? Please provide a description of the incident.

» Who was working with you at the time of the incident? (pharmacists, technicians, etc.)

* Did the incident result in injury?

» Have there been any threats of legal action? If so, by whom?
It is important to refrain from discussing the incident with anyone other than a representative of Rx Pro
Health, AMN Healthcare, your insurance company, or Facility management unless specifically directed
to do so by a Clinical Liaison or risk management representative at Rx Pro Health, AMN Healthcare or
manager from the Facility.
As further protection, you may want to take advantage of some of the courses offered by rxschool.com
regarding risk management and prevention of medication errors. You may take advantage of this or

other course offerings by calling rxschool.com at 888-682-4415 or viewing the course catalog online at
www.rxschool.com.

N\ ®
A AM N Fax: (800) 236-5633
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Workplace Safety and Patient Care Standards

As part of your application process with Rx Pro Health, you will need to complete a course on
Workplace Safety and Patient Care Standards. In partnership with RxSchool.com we are able to offer
this convenient online course free of charge. You will 2 ACPE credits for completing this course.

To take this quiz and fulfill this requirement, please go to www.rxschool.com. You will need to register
for a FREE account and complete the Workplace Safety and Patient Care Standards course.

Use the coupon code fundamental2011 during check out which will allow you to take this quiz for free.

When you have completed the quiz, please send an e-mail to Rebecca.sergi@amnservices.com and your

results will be uploaded directly from the RxSchool website.


emilyg
RxPH


Adult/Child Abuse and Domestic Violence Reporting Requirements

California Penal Code sections 11160-11174 and Welfare & Institutions Code sections 15630-15632
establish mandated reporter requirements for healthcare professionals. In compliance with the law,
AMNServices requires that specified healthcare workers read and acknowledge these obligations,
and sign and return this form prior to beginning any California assignment.

The Welfare and Institutions Code provides as follows:

For Child Abuse or Neglect

Any employee who has knowledge of or observes a child in his/her professional capacity or within
the scope of his/her employment who he/she knows or reasonably suspects has been the victim of
child abuse or neglect shall report the known or suspected instance of child abuse or neglect to a
child protective agency immediately or as soon as practically possible by telephone and prepare
and send a written report thereof within 36 hours of receiving the information concerning the
incident.

For Dependent Adult Abuse

Any employee who in his/her capacity or within the scope of his/lher employment, either has
observed an incident that reasonably appears to be physical abuse, has observed a physical injury
where the nature of the injury, the location on the body or the repetition of the injury, clearly
indicates that physical abuse has occurred, or is told by an elder or dependent adult that he/she has
experienced behavior constituting physical abuse, shall report the known or suspected instance of
physical abuse either to the long-term care ombudsman coordinator or to the local law enforcement
agency when the physical abuse is alleged to have occurred in a long-term care facility or to either
the County Adult Protective Services Agency or to a local law enforcement agency when the
physical abuse is alleged to have occurred anywhere else, immediately or as soon as possible by
telephone and shall prepare and send a written report thereof within 36 hours.

For Domestic Violence

Any employee who in his/her professional capacity or within the scope of his/her employment, who
has knowledge of or has observed domestic violence or injuries caused by a deadly weapon, or
whom he/she knows or reasonably suspects has been the victim of domestic violence, shall report
the known or suspected instance of domestic violence to the appropriate police/sheriff department
and to Adult Protective Services immediately or as soon as practically possible by telephone and to
prepare and send a written report thereof within 36 hours of receiving the information concerning
the incident.

Your supervisor and facility administration should be notified whenever you believe that you may be
required to report child or dependent adult abuse or domestic violence.

If you have any questions regarding this material or your reporting obligations, ask your supervisor.

| certify that | have read and understand this statement and will comply with my obligations under the
Child and Dependent Adult Abuse and Domestic Violence Reporting Laws.

Print Name

Signature Date

Fx: (800) 236-5633 Ph: (866) 960-5336
www.amnhealthcare.com
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Dear Healthcare Professional:

Since you have accepted atravel assignment in California, you are required to complete the
attached M eal Period for California Healthcare Employees Form.

In accordance with Californialaw, any employee who works a shift exceeding 10 hours (i.e., 12
hours) is required to take two 30-minute meal periods. However, there is an exception for
healthcare employees who wish to waive their second meal period. Therefore, the following
options are available to you when working a shift exceeding 10 hours:

Option 1. Take two 30-minute meal periods
Option 2: Take one 30-minute meal period and waive the second meal period.

If you choose Option 1 (“ Decling”), Please sign the top portion of the attached Form: “ Decline
to Waive.” when working 12 hour shifts (on which afacility will generally schedule you for 12
% hours), you will be paid for 11.5 hours since you are taking two 30-minute meal breaks.
Please sign the top portion of the attached Form: “ Decline to Waive.” (If you elect this Option 1
on the Form, you must take the second meal period every time you work more than 10 hours. As
thisis Californialaw, failure to comply may result in disciplinary action.)

If you choose Option 2 (“Waiver”), Please sign the bottom portion of the attached Form:
“Waiver of Meal Period.” when working 12 hour shifts, you will be paid for 12 hours and you
will be required to take one 30-minute meal break. Please sign the bottom portion of the
attached Form: “ Waiver of Meal Period.” (If you elect this Option 2, but occasionally want to
take a second meal break, that’s fine; simply record both breaks on your timecard. Y ou are not
required to file a new Form unless you wish to make this a permanent change.)

Please return the attached Meal Period Form for Califor nia Employees by fax to your
Quality Management Specialist as soon as possible.

Y ou may submit anew Form at any time if you wish to change the option you have chosen. For
guestions, please call Customer Service at 877-777-8086.

\)\ AMN® Fx: (800) 236-5633 Ph: (866) 960-5336
www.amnhealthcare.com
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Meal Period Form for California Healthcare Employees

Please sign one of the following options and fax to your Quality Management Specialist.

Option 1: Decline To Waive Meal Period

| understand that by signing below, | will be required to take all meal periodsto which | am
entitled when working shifts in excess of 10 hours. Taking the second meal period will result in
my working and being paid for 11.5 hoursin a standard 12.5-hour shift. At thistime, | choose
not to exercise my right to waive one meal period. | will ensurethat all meal periods are taken
and documented accordingly on my timesheet.

| acknowledge that | have read this document, understand it and agreeto its
provisions (including that | will be paid 11.5 hourswhen working a 12.5 hour shift).

XXX-XX-__
Healthcare Professiona Signature Last 4 digits of our Social Security Number
Print or Type Name of Healthcare Professional Date

Option 2: Waiver of Meal Period

| understand that by signing below, | will be required to take only one meal period when
working shiftsin excess of 10 hours. Taking only one meal period will result in my working and
being paid for 12 hours in a standard 12.5-hour shift. | understand that under Californialaw |
have this right to waive one of the two meal periods. | aso understand that I, or the Company,
may revoke this“Waiver of Meal Period” at any time by providing at |east one day’ s advance
notice in writing. Thiswaiver will remain in effect until it isrevoked. | will ensure that all meal
periods are taken and documented accordingly on my timesheet.

| acknowledge that | have read this document, understand it and agreeto its
provisions, including that | will be paid 12 hourswhen working a 12.5 hour shift.

XXX-XX-__
Healthcare Professional Signature Last 4 digits of our Social Security Number

Print or Type Name of Healthcare Professional Date

Fx: (800) 236-5633 Ph: (866) 960-5336
www.amnhealthcare.com
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