
Texas Commission on Law Enforcement — Best Practices Authority to Release Information Waiver

(Name of Law Enforcement Agency)

AUTHORITY TO RELEASE INFORMATION

TO WHOM IT MAY CONCERN:

| hereby authorize the and its

authorized representatives bearing this release, or a copy thereof, within one year of its date, to obtain

any information in your files pertaining to my employment, military, credit, education or medical records,

including not limited to academic, achievement, attendance, athletic, personal history, and disciplinary

records, medical records, and credit records.

| hereby direct you to release such information upon request of the bearer. This release is executed with

full knowledge and understanding that the information is for official use. Consent is granted to all parties

to furnish such information, as described above, to third parties in the course of fulfilling its official

responsibilities. | hereby release you, as custodian of such records, and any school, college, university, or

other educations institution, hospital, or other repository of medical records, credit bureau, lending

institution, consumer reporting agency, or retail business establishment including its officers, employees,

or related personnel, both individually and collectively, from any and all liability for damages of whatever

kind, which may at any time result to me, my heirs, family or associates because of compliance with this

authorization and request to release information, or attempt to comply with it.

| am furnishing my Social Security Account Number on a voluntary basis with the understanding such is

not required by any law or regulation. | have been advised that all parties will utilize this number only to

facilitate the location of employment, military, credit, and educational records concerning me in

connection with this application. Should there be any question as to the validity of this release, you may

contact me as indicated below:

Applicant's Printed Full Name:

Address:

Telephone Number:

Applicant's Notarized Signature:

Sworn to and signed before me, on this the day of , ,

in and for county, in the state of

Signature of Notary Public:

NOTARY SEAL

Printed Name of Notary Public:

My Commission Expires:



Personal Health Statement

EMPLOYER,

NAME OF EMPLOYEE and GENDER or GENDER

NAME OF DEPENDENT and GENDER or GENDER

NAME OF DEPENDENT and GENDER or GENDER,

NAME OF DEPENDENT and GENDER or GENDER,

HEALTH INFORMATION APPLICANT MUST ANSWER EVERY QUESTION

EMPLOYEE Date of Birth

Weight

Your Height ft. in.

EMPLOYEE’S Date of Birth

SPOUSE Weight

Your Height ft. in.

(if coverage to include spouse)

CHILDREN Namie:

Name:

Have you or any other person listed on the application in the past ten (10) years had a diagnosis of, advice for, indication of, symptoms related to, treatment for, or

Name: DOB:DOB:

DOB: Name: DOB:

accident or injury related to any of the following systems, diagnoses, disorders, diseases, conditions or symptoms?

Yes No Yes No
A. oO C) Heart or circulatory system, including high H. O C) _ Any type of cancer, tumor, cyst or other growth,

blood pressure, Heart attack, chest pain, heart skin problem, goiter, thyroid, anemia, hemophilia

murmur, irregular heartbeat, varicose veins, or other glands, blood and blood forming organs

phlebitis or poor circulation.

B | (] Lung or respiratory system, including shortness 1 oO (J _ Diabetes, elevated blood sugar; or blood sugar,
of breath, Asthma, hay fever or other allergies, or albumin in the urine

chronic cough, tuberculosis, emphysema or

pneumonia

Cc Qi (1 — Genito-Urinary system, including kidney stones, J C 1 _ Alcohol or drug dependency, overdose reaction,
cystitis, Prostate, bladder infection, breast, abuse, or counseling by Alcoholics Anonymous

uterus, venereal disease, C-section, or similar organization.

complications of pregnancy, abnormal pap

smear, Or menstrual disorder.

D Oi (1 Digestive system, including ulcer, gallbladder, K. Cl] C1 = Acquired immune deficiency syndrome (AIDS)
gastritis Intestinal problem, colitis, hemorrhoids,

hernia, pancreas, liver Or spleen

E al (1) Muscular or skeletal system, including back, L. | [] Sudden weight loss, night sweats, persistent

joints, bones, muscles, spine, gout, arthritis or fever, Malaise mouth infection or lymph node

rheumatism enlargement

F. im £] The nervous system, including severe headaches, M, O {] Any other abnormality, deformity,
paralysis, seizures, convulsions, epilepsy, developmental defect, abnormality, disease or

nervousness, fainting, dizziness, mental, or disorder

emotional disorders or psychiatric care

G O Ll Eye, ear, throat mouth or teeth NOTE: If you have answered Yes to any questions in this block, please
indicate the question letter(s), Person’s name, doctor’s name and

address, treatment, dates, results, Medications and any other

pertinent information in the space below.

N. Is any individual to be enrolled pregnant? Clyes [No

©. Have you or any individual listed on this application seen a doctor, had surgery, been hospitalized, institutionalized, or had an accident requiring medical

treatment? [|] Yes [INo Ifyes, please explain:

P, Does any individual to be enrolled take prescription drugs? Clyes [INo _Ifyes, list drug(s) below:

ble with, any physical, mental or emotional condition for which such person has not yet
Q. Do you or any person listed on the application have symptoms of, or trou

[INo _Ifyes, please explain:seen a doctor or for which treatment has been recommended? Cl Yes

CONTINUED ON BACK



R. List Doctor(s) name, address and phone number for each individual to be insured:

Individuals To be Covered Docter’s Name Doctor’s Address Doctor’s Phone Number

S. Have you or any person listed ever been rejected for health coverage? C1 Yes []No Ifyes, please give a complete explanation:

T. Have you or any person listed been disabled or are currently disabled? (1) Yes [INo Date of Disability:

U. Have you or any person listed ever been considered as not actively at work? [] Yes [[] No

Thave. (number) children eligible as dependent in the group policy.

[hereby agree that the answer to each of the above questions is complete and true, that such answers have been fully and correctly recorded, and that no material

information conceming the person’s past or present health has been omitted. I agree that such answers will form a part of my application form for healthcare benefits

and that such benefits will not become effective until such application has been approved by TML Intergovernmental Employce Bencfits Pool (TMLIEBP).

MEDICAL INFORMATION

I hereby authorize any licensed physician, medical practitioner, hospital, clinic or other medical facility, health benefit organization, Medicare Part A

and Part B carrier, or other organization, institution or person, that has any records or knowledge of me, my sponse and all dependent children

proposed for coverage, or our health, to give TMLIEBP or its reinsurers any such information. A photostatic copy of this authorization shall be

considered as effective and valid as the original.

Exemptions from Privacy and Confidentiality include research, limited law enforcement activities, clinical and administrative proceedings,

emergency circumstances, identification of a body of deceased person or cause of death, activities related to nation defense and security.

Except as noted below, we will not‘disclose information about you without your authorization. TML IEBP may, without your prior consent and only

as permitted by law to provide information to:

Payment of services, including collections and subrogation

Reinsurance Carrier

TML IEBP’s Business Associates

Eligibility Clearing House

Professional Healthcare Negotiations

Response to valid Summons, Court Orders, Search Warrant, Subpoenas

Prescription Benefit Manager

Any other entity for any other purpose allowed under 45 CFR Part 164F
E
F
E
E
E
E
F

O [understand that any communication among the physician, patient, TML Intergovernmental Employee Benefits Pool and the Medical

Management staff is confidential.

Q I hereby authorize TML Intergovernmental Employee Benefits Pool to review medical records and discuss my medical condition and

treatment with my physician and other health care providers.

@ This consent remains in effect for as long as TML Intergovernmental Employee Benefits Pool requires the information in reviewing

medical services and costs of medical services for this treatment episode, unless revoked in writing by the covered person. A photocopy of

this consent is as valid as the original.

Date:Signature of Employee or Covered Individual



APPLICANT’S CERTIFICATION AND AGREEMENT

| hereby certify that the facts set forth in the above employment application are true and complete to

the best of my knowledge and authorize [City of Encinal] to verify their accuracy and to obtain reference

information on my work performance. | hereby release [City of Encinal] from any/all liability of

whatever kind and nature which, at any time, could result from obtaining and having an employment

decision based on such information.

| understand that, if employed, falsified statements of any kind or omissions of facts called for on this

application shall be considered sufficient basis for dismissal.

| understand that should an employment offer be extended to me and accepted that | will fully adhere

to the policies, rules and regulations of employment of the Employer. However, | further understand

that neither the policies, rules, regulations of employment or anything said during the interview process

shall be deemed to constitute the terms of an implied employment contract. | understand that any

employment offered is for an indefinite duration and at will and that either | or the Employer may

terminate my employment at any time with or without notice or cause.

Signature of Applicant: Date:



Employee Acknowledgement Form

Instructions:

1. Please carefully read all the statements below.

2. Please sign and date this Acknowledgement Fort.

3. Please send one signed copy to the Human Resources Department of City of Encinal and retain one

copy for your own personal records.

| ACKNOWLEDGE THAT THIS HANDBOOK, NOT WITHSTANDING ANY OTHER STATEMENT, EITHER IN THIS

HANDBOOK OR ELSEWHERE, WHETHER ORAL OR WRITTEN, IS NOF A CONTRACT OF EMPLOYMENT, AND

IS NOT INTENDED TO CREATE CONTRACTUAL OBLIGATIONS OF ANY KIND. t FURTHER UNDERSFAND

THAT EMPLOYMENT WILL BE ON AN “AT WILL” BASIS UNLESS THERE IS A SPECIFIC WRITTEN

EMPLOYMENT CONTRACT THAT PROVIDES OTHERWISE AND EITHER THE CITY OF ENCINAL OR THE

EMPLOYEE MAY TERMINATE EMPLOYMENT AT ANY TIME, WITH OR WITHOUT NOTICE OR CAUSE, AND

FOR ANY OR NO REASON.

IN THE HIGHLY UNLIKELY EVENT THAT THE CITY OF ENCINAL AND | ARE UNABLE TO PRIVATELY RESOLVE

A DISPUTE BETWEEN US RELATING TO ANY ASPECT OF MY EMPLOYMENT; OR TERMINATION THEREOF,

OR ANY PROVISION IN-THIS HANDBOOK, | AGREE THAT | WILL'NOT RESORT TO CIVIL LITIGATION. |

UNDERSTAND THAT IT IS MY RESPONSIBILITY TO READ AND COMPLY WHTH FHE POLICIES CONTAINED IN

THIS HANDBOOK AND ANY REVISIONS MADE TO IT.

{ AM ALSO AWARE THAT THE CITY OF ENCINAL WILL PERIODICALLY POST NEW POLICIES, REVISIONS,

AND UPDATES TO THIS HANDBOOK. .

I HAVE READ AND UNDERSTAND ALL POLICIES AN

PROCEDURES. [ UNDERSTAND THAT 1 AM REPRESENTING THE CITY AND CHOOSE TO FOLLOW THE

POLICIES AND PROCEDURES LISTED. | ALSO UNDERSTAND THAT IF | DO NOT FOLLOW THEM, | CAN AND

WILL BE REPRIMANDED ACOORDINGLY; THE CITY HAS THE AUTHORITY TO MAKE ANY ADJUSTMENTS ,

NECESSARY TO THE POLICIES AND PRODUCERS. IF! HAVE COMMENTS OR COMPLAINTS REGARDING

THESE POLICIES | MANY USE THE SPACE BELOW TO MAKE THEM.

DateEmployee Signature _

Print Name

EMPLOYEE COMMENTS:



+-

Acknowledgement of Receipt of Employee Handbook -

The employee handbook contains information about The City of Encinal, and I

understand that I should consult the City Manager/Mayor regarding any questions not

answeted in the handbook. I have entered into my employment relationship with The

City of Encinal voluntarily, and understand that there is no specific length of

employment. According, either The City of Encinal or I can terminate the relationship at

will (under State of Texas law), at any time, with or without cause, and with or without

advance notice.

T understand and agree that no person other than the City Manager/Mayor may

enter into an employment agreement for any specific period of time, or make any

agreement contrary to The City of Encinal stated employment-at-willpolicy.

Since the information, policies, and benefits described herein are subject to

change at any time, I acknowledge that revisions to the handbook may occur, except to

The City of Encinal policy of employment-at-will. All such changes will generally be

communicated through official notices, and I understand that revised information may

supersede, modify, or eliminate existing policies. Only the City Manager/Mayor has the

ability to adopt any revisions to the policies in the handbook.

Furthermore, I understand that this handbook is neither a contract! of employment
' nor a legally-binding agreement. I have had an opportunity to read the handbook, and I

understand that I may ask my supervisor or any employee of the Human Resources

Department any questions ] might have conceming the handbook. I accept the terms of

the handbook. I also understand that it is my responsibility to comply with the policies

contained in this handbook, and any revisions made to it. I further agree that remain

with The City. of Encinal following any modifications to the handbook; I thereby accept

and agree to such changes.

I have received a copy of The City of Encinal Employee Handbook on the date

listed below.- [ uriderstand that I am excepting to read the entire handbook. Additionally,

I will sign the two copies of this Acknowledgmentof The City of Encinal representative

listed below on the date specific. I understand that this form will be retained in my

personal file.

Signature of Employee Date

Employee’s Name — Printed

Company Representative Date

7 | CIT YOEBNCINALPOLICY/ATTENDANCE072012



Dress Code and Cell Phone Policy

Cell Phones:

City of Encinal Staff may not bring their cell phones into the City Hall during working hours unless they

are being used for approved City business either by the City Manager, Mayor or Office Manager.

_ To All City of Encinal Employees:

No Social Media during working hours unless authorized by your immediate Supervisor!

Dress Code:

Dress Code please remember:

Allowed:

City Staff:

City Logo Shirt

Khaki or Black pants

Jeans are allowed only on Thursdays unless otherwise approved

_ Police Dept.:

Uniforms authorized by Police Chief

Uniforms must be cleaned and maintained, and the individual must be well groomed

Not Allowed:

© No spaghetti straps, tank tops, halter tops, and no see thru tops.

2 No pajama bottoms as pants

© Nohats, caps, bandannas, do-rags, etc.

o No shirts with lewd, offensive, vulgar, or obscene words or pictures; cannot advertise or depict

tobacco products, political positions, alcoholic beverages, drugs, or any other substance

prohibited under FNCF (Legal)

Approved: September 26, 2017



“ Employment Eligibility Verif ‘tion USCIS
; Form J-9

Department of Homeland Security OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 03/31/2016

ee
e

>START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

documeni(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future

expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form J-9 no later

than the first day of employment, but not before accepting a job offer.) _

Last Name (Family Name) First Name (Given Name) Middle Initial |]Other Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town State Zip Code

Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address Telephone Number

COLLET ie |

1am aware that federal law provides for imprisonment andior fines for false statements or use of false documents in

connection with the completion of this form.

| attest, under penalty of perjury, that |! am (check one of the following):

CJ A citizen of the United States

[_] Anoncitizen national of the United States (See instructions)

CJ A lawful permanent resident (Alien Registration Number/USCIS Number):

[_] An alien authorized to work until (expiration date, if applicable, mmiddiyyyy) . Some aliens may write "N/A" in this field.

(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form I-94 Admission Number:

4. Alien Registration Number/USCIS Number:
OR 3-D Barcode

Do Not Write in This Space

2. Form 1-94 Admission Number:

if you obtained your admission number from CBP in connection with your arrival in the United

States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: Date (mm/dd/yyyy):

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 I have assisted in the completion of this form and that to the best of my knowledge the

information is true and correct.

Signature of Preparer or Translator: Date (mmidd/yyyy):

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State Zip Code

¢ P - Employer Completes Next Page 7 st0F)

Form I-9 03/08/13 N 
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