
K3 Directional Drilling, Inc. 

Employment Application Checklist 

Year 2023 

Name 

Phone Number 

__ A _______ !Drivers Ucense - need copy (Scan copy) 

.,___B _ ___._ ___ _.lSoclal Secur ity Card -need copy 

__ c ______ ... !Passport Or Perm anent Res ident Card 

D lcoL Med ical Card (If Applicable) 

Email Address 

__ E _______ j_sa_fe_ ty __ Pe_n_o _rm_a_ n_ ce_Hl _st_o ___ ry_R _e _co_rd_ s _R _e __ qu_e _st ______ 1,2 

.,__ F  _______ !_W_-4_ F_ o _rm ________________ 3,4 

.,__ G _______ j_1-9_Fo_rm ____ (E_m�p _lo�ym_ e_ n_t _El ___ i g�ib_il _ity_V_e_ ri _fl_ca_ti _ o_n) ______ S,6,7 

.,___H _ ___._ ___ ....,l_o1_re_ ct_ o_e..;.p _os_ lt_f_or _m_("-o _r c _ o.;..py"-o_f_c _he_c....;k);...._ _______ 8 

.,__ __ ___._ ___ _.l_o _r lv_ln...;;g:...P _o_llc y..;._ ______________ 9 

,___J _ ___._ ___ _.I_A_pp_ll_ca_tl_o_n _______________ 10,11 

K lwork & Conduct Rules 12 

.,___L _ ___._ ___ ....,I_Po_li _c y_ Ag_ a _ln _st _H_a _ra_ss _m _e _n _t ___________ 13,14 

.,___ M _ ___._ ___ _.I_Fa_m _ll..;.y _&_ M_e_d _lc _al _ L_ea_ v _e _Po_l _lc y __________ 1S,16 

N I Payroll Polley 17 

.,___o _ ___,_ ___ _.!_Ac_k _no_w_l _ed...;;g:...m _e _nts ______________ 18,19 

L-,._ P_....a., ___ _.I _M _e _dl _ca_l....;Q....;ue_ s _tlo_ n_a _ir _e ____________ 20,21,22,23 

L-,._Q.;.........a. ___ _.!_Em_ p:...l....;oy:...e _e _Re_ s.;..p _on_s _lb _lll _tl _es ___________ 24 

R I Personal Protection Equi pm ent Ust 25 

s I Safety C heck List 26 

'---T--'-___ _.l_s1_ck..;./_La_te_ P_ r _ot_o_co_l,_TI_ m_ e_O_ff_N_ac _a _tio_ n_TI_1m_ e_,_o_r l _vl _ng_ P_o _11 _cy __ 27,28 

L-,._u_....a., ___ _.l_o _rlv_ln�g:...l _nf_ra_ct_lo_n_s _G _re _e _n _Fa_rm_sla_ n _e ________ 29 

V I Cred it Card Holders Agenda, Hotel Receipts 30 

L-,._;.w;__....a. ___ _.l_ec_BS_E_nr _o _llm_ e_ n_t _fo_rm_s ____________ 31A,32A 

X j Drug Testing Form 

..__ _ _  v ___ ,____ __ ...,I MVR 

,.__ AA __ _._ __ ____,IE-Verify 

...___ B _B __ ,____ __ ...,I FL- New Hire form 

__ c_c _______ lAuto Insurance Polic y 

.,___ o_ o  __ ...._ __ ...,lwex System 

,___ E _E _ ____,,____ __ ...,lrnsurance (after 60 days) 

___ F F  _______ IPay Rate Sheet (excel) 

,___ G_ G _ ____, ____ ....,I D river List (excel) 

.,___ H_H ___ ,____ __ ....,IPNC Credit Card (if ap plicable) 

,__ _ _ JJ _______ ....,I Home Depot Credit Card 



SAFETY PERFORMANCE HISTORY RECORDS REQUEST 

PART1: I TO BE COMPLETED BY PROSPECTIVE EMPLOYEE 

I, (Print Name>------------,-:-:-----------,----,----- ----,-,--,-----:,----,-,---:---
First M.I. Last Social Security Number 

Hereby authorize: 
Date of Birth 

Previous Employer. ______________________ Email: ________ _ 

Street Telephone: ________ _ 

City, State, Zip: Fax No.: 

To release and forward the information requested by section 3 of this document concerning my Alcohol and Controlled 
Substances Testing records within the previous 3 years from-----,---------,---:--

(employment application date) 

To: Prospective Employer. _________________________ _ 

Attention: ______________ Telephone: _______ _ 

Street: 

City, State, Zip: 

In compliance with §40.25(9) and 391.23(h), release of this information must be made in a written form that ensures 
confidentiality, such as fax, email, or letter. 

Prospective employer's fax number. _____________ _ 

Prospective employer's email address: _____________ _ 

Applicant's Signature 

This information is being requested in compliance with §40.25(9) and 391.23. 

PART2: I TO BE COMPLETED BY PREVIOUS EMPLOYER 

ACCIDENT HISTORY 

The applicant named above was employed by us. Yes □ No □

Date 

Employed as __________ from (m/y) _________ to (m/y) ________ _ 
1. Did he/she drive motor vehicle for you? Yes □ No □ If yes, what type? Straight Truck □ Tractor-Semitrailer □

Bus □ Cargo Tank □ Doubles/Triples □ Other (Specify) ___________________ _
2. Reason for leaving your employ: Discharged □ Resignation D Lay Off □ Military Duty □

IF there is no safety performance hislory to report, check here □, sign below and return.

ACCIDENTS: Complete the following for any accidents included on your accident register (§390.15(b)) that involved the 
applicant in the 3 years prior to the application date shown above, or check □ here if there is no accident register data for 
this driver. 

Date Location # Injuries # Fatalities HazmatSpill 
1. ------- -------- -------- -------- --------

2. ------- -------- -------- -------- --------

3. ------- -------- -------- ------- --------

Please provide information concerning any other accidents involving the applicant that were reported to government 
agencies or insurers or retained under internal company policies: --�----------------

Any other remarks: 

Signature: ____________________ _ 

Tille: ____________ Date: _______ _ 



PREVIOUS EMPLOYER-COMPLETE PAGE 2 PART 3 

PART3: I TO BE COMPLETED BY PREVIOUS EMPLOYER 
DRUG AND ALCOHOL HISTORY 

If driver was not subject to Department ofTranspcrtat!cn testing requhments whUe empfoyed by this emp!oyer, please 
check here Cl. fill fn the da1eS of employment from _____ to . complete bo11am of Part 3, 
sign, and return. 

Driver was subject to Department afTransportallon testing requirements from _____ to _____ . 

1. Has lhls perscn had an alcchol test with the result of 0.04 or higher alcohol concentsdon?
YESD NOC

2. Has this person tested positive or adulterated or substituted a test spedmen for controlled substanCeS?
VES Cl NO CJ

3. Has this person refused to submit to a post-accident, random, reasonable suspicion, or folfow.up alcohol or
controtled subslance test?

YES CJ NO Cl 
4. Has this person committed other vfcdalfons of SUbpart B of Part 382, or Part 40?

YESD NOD 
6. If this person has vfofated a DOT drug and alcohol regulation, did this person complete a SAP.prescribed

rehablfflatian program rn your empfoy, lnctudtng retum-to-duty and follow-up tests? If yes, please send
documentaticn back wtth this fonn.

YESCI NOC 
6. For a driver who successfully compteted a SAP's rehablRtatfon referral and remained In your emptoy, dfd this

driver subsequently have an alcohol test result of 0.04 or greater, a verified positive drug test. or refuse to be tested?
YESD NOD 

In answering these questions, Include any requfted DOT drug or alcohol testing Information obtained from prior previous 
employers In the previous 3 years prior to the applfcatfon date shown on page 1. 

Name:------------------------------­
Company: -----------------------------­
Street-------------------------------

City.State.Zip: __________________ Telephone: ______ _ 

Part 3 Completed by (Signature): _______________ Date: ______ _ 

PART 4a: I TO BE COMPLETED BY PROSPECTIVE EMPLOYER 
This fonn was (check one) D Faxed to prevlous employer Cl Malled c Emalled EJ Other _____ _ 

By: ______________________ Date: _______ _ 

PART 4b: I TO BE COMPLETED BY PROSPECTIVE EMPLOYER 
Complete bebwwhen fnfonnatlon Is obtained. 

lnformatfonrecelvedfrom: _________________________ _ 
Recorded by: _____________ Method: Cl Fax C MaD Cl EmaD Cl Telephone 

Date:--------------- D Other ____________ _ 

INSTRUCTIONS TO COMPLETE THE SAFETY PERFORMANCE HISTORY RECORDS REQUEST 

PAGE 1 PART 1: Prospective Employee 
• Complete the Information required fn this sectton
• Sign and date
• Submit to the Prospecllve Employer

PAGE 2 PART 4a: Prospective Employer 
• Comp!ete Iha bd'ormatlon
• Send to Pravfous Empfoyer

PAGE 1 PART 2: Previous Employer 
• Ccmpfete the lnfonnation required In this secllon
• Sfgn and date
• Tum form over to complete SIDE 2 SECTION 3

PAGE 2 PART 3: Previous Employer 
• Comprete the Information requfred ln this sectfon
• Sign and date
• Reb.lm to Prospedlve Employer

PAGE 2 PART 4b: Prospective Employer 
• Record recefpt of Che tnfmmatlon
• Retain the form

2 



Form W-4 (1999) 

Purpose. Complele Form W-4 so your employer 
can wllhhold lhe correct Federal Income lax 
from your pay. Because your tax siluation may 
change. you may want to refigure your 
wllhholding each year. 
Exemplion from withholding. II you ara 
exempl, complete only lines 1, 2, 3. 4. and 7. 
and sign the form lo validate II. Your exemption 
for 1999 expires February 16. 2000. 
Note: You cannot claim exemption from 
withholding if (1) your Income exceeds S700 and 
includes more th,w S250 or uneamed Income 
(e.g .. Interest and dividends} and (2) another 
person can claim you as a dependenl on their 
tax relum. 
Basic Instructions. If you are not exempt, 
complete the Personal Allowances Worksheet 
The worksheels on page 2 adjusl ycur 
wllhholdlng allowances based on Itemized 

deduclions. adjustments lo Income. or 
�110-earner/two-Job slluallons. Complete all 
worksheets that app�/- They will help you figure 
lhe number of withholding allov,ances you are 
entitled lo claim. However, you may claim 
fewer allowances. 
Child tax and higher education credits. For 
details on adjusting withholding for these and 
other credits. s� Pub. 919, Is My Withholding 
Correct for 1999? 
Head of household. Generally. you may claim 
head or household filing stalus on your lax 
return only II you are unmarried and pay more 
than 50% ol lhe cosls or keeping up a home for 
yourself and your dependent(s) or other 
qualifying Individuals. See line E below. 
Nonwage Income. II you have a large amount 
or nonwage Income, such as Interest or 
dividends. you should consider making 
esllmaled tax paymenls using Form 1040-ES 
Olherwise. you may owe addition.ii tax. 

Personal Allowances Worksheet 

A Enter • 1 • for yourself if no one else can claim you as a dependent . 

Two earners/two jobs. II you have a wor',dng 
spouse or more lhan one job, figure the lolal 
numt:er or allowances you are enlilled to claim 
on all jobs using worksheels from only one 
Form W-4. Your wilhholdlng will usually be most 
accurale when all allowances are claimed on 
the Form W-4 prepared for lhe highest paying 
job and zero allowances are claimed ror lhe 
olhErs. 
Check your withholding. Aner your Form W-4 
takes elfecl. use Pub. 919 to see how the dollar 
amount you are having wllhheld compares to 
your esllmated lotal annual tax. Gel Pub. 919 
especially II you used lhe Two-Earner/Two-Job 
Worksheel and your earnings exceed S150,000 
(Single) or 5200.000 (Married). 
Recent name change? If your name on line 1 
dilfers rrom lhal shown on your social securily 
card, call 1-800-772-1213 for a new social 
securily card. 

A 

( 
• You are single and have only one job: or 

lB Enter ·1 • II: • You are married. have only one job. and your spouse does not work: or 
o Your v,ages From a second job or your spouse's wages (or the total or both) are s 1,000 or less. 

B 

C Enter ·1 • for your spouse. But. you may choose to enter -0- if you are married and ha•,e either a working spouse or 
more than one job. (This may help you avoid having loo little tax wi lhheld.). 

D Enter number or dependents (other than your spouse or yourse!Q 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 S1 ,500 or child or dependent care expenses for which you plan to claim a credit 
G Child Tax Credit: • If your Iota I income will be between 520.000 and SS0.000 (S23.000 and S63,000 Ir married). enter ·1 • ror each 

eligible child. • II your tolal income will be between SS0,000 and sao.ooo (S63.000 and Sl 15,000 ir married). enter ·1 • ii you have 

C 
D 
E 

F 

two eligible children. enler •2· if you have lhree or lour eligible children. or enler •J· ii you have five or more eligible children . G __ _ 
H Add lines A lhrough G and enler tolal here. Nole: This amounl may be dilrereni lrom the numter of exemplions you claim on your re1urn. I>- H __ _ 

{ 

• If you plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions 
For accuracy, and Adjustments Worksheet on page 2. 

complele all O If you are single, have more than one job and your combined earnings from all jobs exceed S32,000, OR ir you 
worksheels are married and have a working spouse or more than one job and the combined earnings rrom all jobs exceed 
!hat apply. S55,000. see the Two-Earner/Two-Job Worksheet on page 2 to avoid having too litlle tax wllhheld. 

• Ir neither or the above situations applies. stop here and enter the number from line H on line 5 or Form W-4 below. 

Cut here and give the certificate to your employer. Keep the top part for your records.

�::,=n'r!!:�re»cr, I 
Employee's Withholding Allowance Certificate 

I 
OM

�
N
@9

15�59·0010 

1r:cma1 Re-,erx• S.MCo ► For Privacy Act and Paperwork Reduction Act Notice. see page 2. LI� 
Type er �rlnl your flrsr name and middle inillal Las1 name I 2 Ycur 

t
ocial 

?
curlry numb�, 

Home address (number and slreet or rural roulcl 

Cily er lown. state, and ZIP code 

3 0 Single O Married O MJrrled, bul wllhhold al higher Single rate 
Nole: If m.zr.ie'J. tur kg:;1/-J sepm/i?!f et s.ccuse is a r.ortel.i!err a!":n, check the s:n,;I� bo,. 

II your last name ditr�rs from Iha! on your soclal securily card, check 
here. You mu�I call 1-800-772-1213 for a new card , ► 0 

5 
6 
7 

Total number of allowances you are claiming (from line H above or from the worksheets on page 2 if they apply) 
Additional amount. if any, you want withheld rrom each paycheck 
I claim exemption from wilhholding for 1999. and I certify that I meet BOTH ol lhe following conditions for exemption: 

Is 

, 

• Last year I had a right 10 a refund of ALL Federal income tax withheld because I had NO tax liability AND 
• This year I expect a refund of ALL Federal Income tax wilhheld because I expecl to have NO t

-;;.
a:.:.x..:;

ll
;::..
ab::.i:.:.11:..,.tY:.:.·----''-------'I 

II you meet both conditions. wrile ·EXEMPT· here . . ► I 7 I 
Under penalties or pe�ury. I certify 111.11 I am enlitie'J 10 lhe number or ,•.1thholdlng allowances claimed on this cerliflcate. er I am cnlilled lo claim exempl srarus 
Employee·s signature 
(Form Is not valid 
unless you sign ill ► 

8 Employen nam� and address (Employer. Complete 8 and 10 only ir sending lo the IRS) 

car. No. 1022cc 

Date► 

1
9 Office code 

(oprionaO 
1 O Employer identification numt;;r 

3 



Ferm W-t (1999) 
Deductions and Adlustments Worksheet 

Note: Use this WCttsheet om:, If you plan to Itemize deduc:tlons ar c/alm adjustments to Income on your 1999 IBK mrum.
1 Enter an estimate cf your 1999 Itemized deductfons. These fndude quallfylng home mortgage Interest, 

chadtabfe ccntrlbUtlons, state and local taxes (but not sates taxes), medlcal mcpenses In excess or 7.5% 
of your tncome, and mlsceDaneous dedUctlans. (For 1999, you may have to reduce your Itemized 
deductlans lf your fnccme Is over S126,600 ($63,300 If mamed fiDng separately). Get Pub. 919 for detans.) 1 ... s ____ _ 

Enl $6,350 If head of household • • • • • • • • • • 2 er: $4,300 If sfngte 
2 ___ s ____ _{ 

$7,200 If married tmng jofntly ar quallfylng wfdow(er) 
} 

$3,600 tf married flttng separately 
$ 3 Subtract One 2rrom line 1. Ef Une 2 Is greater than ffne 1, enter -0· • . . . . . . . . . . 3 �----

4 Enter an es1lmale oryaur 1999 ad)lstments to tncame. fRdudlJlg many. dedud1lte IRA canfrl1Ju1lans. and student roan tnterest . • 4 _$ ____ _ 
& Add Ones 3 and 4 and enter the total • • • • • • • • • • • • • • • . & _$ ____ _ 

� :.:as:t::'::!:rs��!=��
e

n::S
as

u:':'��
r

��� : . . ; _: ____ _ 
a Divide the amount on Une 7 by S3,000 and enter the result here. Drop any ft'acuon • • • . a 
9 Enter the number from Personal Allowances Worksheet, ltne H, on page 1 • • • • • • • • • 9 

10 Add lfnes 8 and 9 and enter the total here. lf you plan to use the Two-Eamer/Two-Job WClksheet, also enter 
U1fs total on Rne 1 below. Otherwise, stop hare and enter this total on Ferm W-4. One 5, on page 1 • • . • 10 

1\vo-Eamer/1\No-Job Worksheet 

Note: Use this watlcsheet � II the Instructions far One Hon page 1 direct you here.
1 Enter the number from One H an page 1 (or rram llna 10 above If you used the Deducttcns and Adjustments WorksheeO 
2 And the nwnbet In Table 1 below that appUes to the LOWEST payfng Job and enter It here • • • • 
3 rr one 1 1s GREATER THAN OR EQUAL TO Une 2, subtract nne 2 rrom une 1. Enter the result here or 

zero, enter -0-) and on Form W-4, llne 6, on page 1. DO NOT use the rest of this worksheet • • . • 
Nate: If line 1 ls LESS THAN line 2, enter-0- on Form W4, Une 5, on page 1. Complete lines 4-9 to calculate

the additional wlthho/dlng amount necessary to avoid a year end tax b/B.

4 Enter the number from IIne 2 or thJs worksheet • • 4 
5 Enter the number from l?ne 1 or this worksheet • • . . • • • • • . 5
6 SUbtract lfne 5 from l?ne 4 • • • • • • • • • • • • • • • • • • • • • • 
7 Find the amount In Tabre 2 below that appUes to the HCGHEST paying job and enter It here . • • . 
a MulUply lfne 7 by llne 6 and enter the result here. This Is the addltlonal annual wlthhetdlng amount needed 
9 Divide tfne 8 by the number of pay periods rema!nlng fn 1999. (Fer example, divide by 26 If you are paid 

every other week and you complete this ronn In December 1998.) Enter the result here and on Form W-4, 
Hne 6, page 1. This Is the addltlcnal amount to be withheld from each paycheck • • • • • • • 

Table 1: 1\No-Eamer/lwo-Job Worksheet 
Married Fmnfll JomtlY AU Others 

1 
2 

3 

6 
7 __ s ____ _
a __ s ____ _

9 $ 

lrwzges mm LGWESf Enter an If wa;as fnlm LOWEST Enter en If -.s flam UMEST Enter en If wages l'lmn LOWEST Enter an 
paying Jab are- 11ne 2 above payrng Job are- ana 2 above payrng Jab are- 11ne 2 abOve paytng Job are- URe 2 above 

so. $4,000 
4.«)01 • 7,CIOO 
7,001 • 12.CJOO 

12.001 • 18,DGO 
18,001 • 24,000 
24.001 • 28.DCO 
28.001-35.DOD 35.001 •4o.aoo 

• • 0
• • 1

• 2
• 3. • 4

• • 5
• • 6
• • 7

40.GO'I • 4S.OOO • • • a so • ss.ooo o 
45.00, • 54.000 . • . 9 5,001 • 11.000 1 
54.cxn • 62.000 . 10 11,001 • 16.000 2 
62.001 • 70.000 • 11 16.001 • 21.000 3 
70.00, • es.coo . 12 21.00, • 25,000 • • • 485,001 • 100.GCIO • 13 25.cxn • 40.000 5100.00, • 110.000 • • • 14 40.001 • S0.000 6110.00, and over • • • • 15 so.ocn • 65.000 7

Table 2: Two-Eamer/1\vo-Job Worksheet 
Married Flltng JolntlY AU Others 

65.001 • ao.ooo • • • . a
80.001 • 100.000 • • • • 9100.00, 8ftd ever • • • 10

If wages ('lam HIGHEST Enter on Ir wages rram HlGHEST 
payfftg Jab are- ana 1 at,ow �leb are-

Enleran 
l?ne7abavu 

SO • SS0,000 • • S4GO 
50.001 • 100.000 • • • • 770100.001 • 130,000 • • • • 850130.001 • 240.000 . • .1.000

240.001 and over • • • .1.100

SO • $30,000. . . • $400 
ao.001 • 60.oco . . . . no 
60,001 • 120,0CO. • • BSO

120.001 • 250,0CIO. • • 1.000
250,001 and over • 1.100

PlfacJ-•Papawo,tcRedldan�Nab.�d•lbarnrarmat1anan­
ftrrn rD anyoul Iba kemd Rew:1ut laws dll'le United Slates. 111a fntemal R1M1111t 
Codeleqlllasallsrnfarmattall �sedln34020IIKA) ml 6109 and CJ.rrregufallDns. 
FllnCD prw.daaauapesty�famwl!Jresdlrn,ourbeerlg tmatedasasrnp 
pmscnvmaclafms mwll2ltlafC!g dowances;pnhfdfng traudufmlt lnlmmalbl ma,m 
subjectyau toperdfas.Roulfnauses af Ibis lnfa'mallan rncfadagMng It co ll'le 
Depwnenld Jm1fce torchil und crflmlal llfaalb'I and CO dUos, slates. and tho Dst1t1 rt 
Cdilnbll b' usu� admfllbUsflig am ta1-. 

tacardstelalfngCOal'mnorllsrmallCdansmmlbacataNdalongalbetCGllflrltSlftlJ'I 
11ea11no mm1a11n OatadmfnlstrdGa rlqrnrermt RMSWr.. �. caxrmms 
andfltlm tntGrma1ran ft� a requhd bycacfo sedan 6101 

111e tfme needed to mmp(ale 1111s ram .a-,� on� CRllfflS18llCeS 
1111 es1lmaled ave,ap llme Is: RecordlcaoJl(ng 46 mlll.. Leamfag uout dlo law or t1le 
rcrm 10mm. Preparfftg Illa ram 1 tit .. 1am ir,au 1'18Vacmman1S cancemfna ll'le 
acancy er 111csso crma ..._ ar � ro, � £his ronn srmprer. wewacdd be 
lllppytD !lear tam yau. Yau can Vdo to tho Tax Fams � Western Alea DlslZ1bUUaft Cenlar. Rardlo Cordova. CA 95743-0001. DO NO!' send Ule m rcrm CD this 
eddtess. rlmeacl, pa It to JU' empro,a,. 

You n naa� ro prwdet!Bfntarmallml reqm:sfed ana bm am Is sutrjed CD Ille Paperwn Redudlan ACI Utlfass lhe tam cl1spfays avail CM8 central mitnller. Baab ar 
-
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Employment Eligibility Verification 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USCIS 
Form 1-9 

0MB No. 1615-00-17 
Expin.-s t0/3 v20n 

► START HERE: Read Instructions carefully before completing this fonn. The Instructions must be available, either In paper or electronically, 
during completion or this fonn. Employers are liable for errors in the completion of this fonn. 
ANTt-OISCRIMINATION NOTICE: It is illegal to disaiminale against work-authorized individuals. Employers CANNOT specify which document(s) an 
employee may present lo establish employment authorization and identity. The refusal to hire or continue to employ an individual because the 
documentation presenled has a future expiralion dale may also constitute illegal discrimination. 

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form l-9 no later 
than the first day of employment, but not before accepting a Job offer.) 

Last Name (Family Name) 
I 

First Name (Given Name} 
I 

Middle lnilial I Olher Lasl Names Used (if any} 

Address (Street Number and Name} I Apt. Number 
I 

City or Town IState 
I
ZIP Code 

Date or Birth (mmlddlYY'/Y) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number 

ITD-DJ·I I I I I 
I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents In 
connection with the completion of this form. 

I attest, under penalty of perjury, that I am (check one of the following boxes): 

D 1. A citizen or the Uniled States 

D 2. A noncitizen national or the United States /See instructions) 

D 3. A lawful permanent resident (Alien Regislration Number/USCIS Number): 

D 4. An alien authorized to work until (expiration dale, if applicable. mm/dd/'f'm): 
Some aliens may write "NIA" in the expiration dale field. /See instructions) 

Aliens authorized to wora must provide only one of the following document numbers to complete Form 1-9: 
OR Cc:!o • Sect::n 1 

Oo Net Write In nus S:,;:,;ce 

An Alien Registration Number/USC IS Number OR Form t-94 Admission Number OR Foreign Passport Number. 

1. Alien Registration Number/USCIS Number: 
OR 

2. Form 1-9-l Admission Number: 
OR 

3. Foreign Passport Number. 

Country or Issuance: 

Signature or Employee Today's Date (mmfddlyy'/'/) 

Preparer and/or Translator Certification (check one): 
=1 I did not use a preparer or translator. D A preparer(s) and/or translator{s) assisted the employee in completing Section 1. 
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.) 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator 

I
Toda,'s Date (mmlddlyyyy) 

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

Address (Street Number and Name} 
I City or Town I State 

'
ZIP Code 

Employer Completes Next Page 

Fem, 1-9 10121/2019 
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Employment Eligibility Verification 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USCIS 
Form 1-9 

0MB No. l61S--0047 

Expires l0/31/2022 

List A OR List B AND List C 

Identity and Employment Authorization Identity Employment Authorization 
Document Tille Document Tille Document TiUe 

Issuing Authority Issuing Authority Issuing Authority 

Document Number Document Number Document Number 

Expiration Dale {if any) (mm/dd/yyyy) Expiration Dale (if any) (mm/ddfWw) Expiration Date (if any) (mmldd/y'Jyy) 

Document Title 

QRCoclo•Seclicns2&3 Issuing Authority Additional Information 
Do Nol Wrila In Thi3 Spaco 

Document Number 

Expiralfon Date (if any) (mmldd/yy'/y) 

Document Title 

Issuing Authority 

Document Number 

Expiration Date (if any) (mmldd/y'/y/J 

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.
The employee's first day of employment (mmlddlyyyy): ______ (See Instructions for exemptions)

Signature of Employer or Authorized Representative 

I
Today's Date (mmlddlyyyy) I Title of Employer or Authorized Representative

Last Name or Employer or Authorized Represenlative I First Name of Employer or Authorized Representative
I
Employer's Business or Organization Name 

Employer's Business or Organization Address (Street Number and Name) 

I
City or Town !Stale IZIPCode

! 

S��oo. � •. Rl3��rificat{�:,n and �ehires (To be cornptetet:I arzd �lgned.lJy employer or �uthorged.r.eptJJsentativfJ.) 
A. New Name (if applfcable) B. Dale of Rehire (if applicable) 

Last Name {Famlly Name) 

I
First Name (Given Name) 

I
Middle !nlllal Date (mmlddlyyw}

.. 

C. lf the employee's previous grant of employment authorlzallon has expired, provide the lnformaUon for the document or receipt lhal estabDshes 
cantinufng employment authorization in the space provided below. 
Document TiUe 

I
Document Number 

I
Expiralicn Date (d any) (m,nldd1o/w} 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document{s), the document(s) I have examined appear to be genuine and to relate to the Individual. 
Signature of Employer or Authorized Representative Today's Date (mmldd,yyyy) Name of Employer or Authorized Representative 

Form l-9 10/21/2019 
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LISTS OF ACCEPTABLE DOCUMENTS 
All documents must be UNEXPIRED 

Employees may present one selectlon from List A 
or a combination of one selection from Ust B and one selection from List C. 

LISTA USTB 
Documents that Establish 

Identity 

LISTC 
Documents that EstabHsh 
Employment Authorization 

Documents that Establish 
Both Identity and 

Employment Authorization AND 

1. U.S. Passport or U.S. Passport card �� 1. Driver's lfcense or ID card Issued by a
2. Permanent Resident Cmd or Allen ;�l-: 

State or outlylng possession of the •· United Slates provided It contains aRegistration Receipt C&rd (Fenn l-551> ,I� photograph or Information such as 
!f;. name, date of birth, gender, height, eye 3. Foreign passport that contains a 'ff color, and address temporary 1-551 stamp or temporary ·{J:11--------------1 

1-551 printed notation on a machine- ��; 2. ID cant Issued by federal, state or tocal 
readable hnmfgrant visa .;t,; govemment agendes or entftfes, 

1. A Social Security Account Number 
card. unless the card Includes one of
llte foltowfng restrfctions: 
(1) NOT VALID FOR EMPLOYMENT
(2) VALID FOR WORK ONLY WITH

INS AUTHORIZATION 
(3) VALID FOR WORK ONLY WITH

OHS AUTHORIZATION a---------------1:U, provided ft contafns a photograph or 4. Employment Authorfzatfon Document f lnformatfon such as name, date of birth, 2. Certlffcalfon of report of birth Issuedthat contains 8 photograph (Form 
�.� gender, hefght, eye color, and address by the Department of Slate (Forms 

1-768) 11----------------1 DS-1350, Fs-545, FS.240) a---------------1,i) 3. School ID cardwlth a photograph .,__ __________ _,.. 
S. Fora nonlmmfgrant aUen authorized t�!:::!·t ------------1 3. 0rfgtnal orcertffied copy of bbth 

to work for a specfflc employer i�-! 4. Voter's registration card cerUficate Issued by a State, 
because of his or her status: • .,. ccLIJ1t, munlcrpal authority or ;f s. U.S. MfDtary card or draft record tenttory' of the United sta� a. Foreign passport; and 

Ff &. Mllltmy dependent's ID card bearing an offlcfaJ seal b. Form 1-94 or Form MMA that has �m- .:.,_,;.;,::::::,.::::.:.:.:.:::.:.::��=----t--:--::--:--:--::-�:-:--:-:----�:-i the foUnwlng: fi 7. U.S. Coast Guard Merchant Mariner 4. Native American bibal document 
I '),l (1) The same name as the passport; •:;� Card 

s. u.s. CttJzen ID Card (Form 1-197) and ,�, 8 Native American tribal document (2) An endorsement of the alfen's �u--·------------i e. ldentlffcatfon card for Use of
nonlmmtgrant status as rong as '.�!f 9. Driver's ftcense Issued by a Canadian Resfdent Citizen rn the Unfted 
that period of endorsement has ,:·; government authority states (Form 1-179) 
notyetexplred and the ·-jit------------i-------------1
proposed employment Is not In �:!� For persons under age 18 who are 7. Employment authorlzatfon 
ccnfllctwlth any restlfctfans or : 1� unable to present 8 document document Issued by the 
ffmffatlons Identified on the form. ; '.:�i listed above: Department of Homeland Security 

8. Passport from the Federated States •tst--------------1
of Micronesia (FSM) or the RepubBc ;;_: iO. School record or report card 
of the MmahaD Islands (RMI) with ill 11. Cllntc. doctor, or hospftal record Form MM or Fann 1-94A Indicating 1;�:11---------------1 
nontmmfgrant admission under the ,��J 12. Day-care or nursery school record 
CcmpactofFreeAssocfation Between -�1 
the United States and the FSM or RMI 1-:.:�:' �� 

Examples of many of these documents appear In the Handbook for Employers (M-274). 

Refer to the Instructions for more Information about acceptable receipts. 

FOIDl 1-9 10/21/2019 
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Direct Deposit Authorization Form 
Please print and complete ALL the information below. 

Name: 

Address: 

City, State, Zip: 

Name of Banlc 

Account#: 

Job\ Jc::,es •. 
J.24!dai11Slmel 
An_ywbem, MA02345 

• ,  
. 

. 

9-Digit Routing#:

Amount: 0$ ___ _

Type of Account: Checking Savings 

0a1a ___ _ 

Check 
Number 

(do not Include) 

D _____ % or D Entire Paycheck 

(Circle One) 

Please attach a voided check for each bank account to which funds should be deposited 

K3 Directional Drilling, Inc. is hereby authorized to directly deposit my pay to the account listed 
above. 1bis authorization will remain in effect until I modify or cancel it in writing. 

Employee Signature: ________________________ _ 

Date: 
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Driving Policy for K3 Directional Drilling Inc. 

Objectives of the policy 

• To ensure that staff who drive vehicles in the course of their work demonstrate safe, efficient driving skllls and other good road safety habits at

all times.

• To maintain all company vehicles In a safe, clean and roadworthy condition to ensure the maximum safety of the drivers, occupants and other

road users.

Code of conduct 

The code of conduct for K3 Directional Drilling states that: -While driving company vehicles, staff must comply with traffic legislation, be conscious 
of road safety and demonstrate safe driving and other good road safety habits�. 

The following actions In company vehicles will be viewed as serious breaches of conduct and dismissal may be a consequence: 

• drinking or being under the Influence of drugs while driving

• driving while disqualified or not correctly licensed

• reckless or dangerous driving causing death or injury

• failing to stop after a crash

• any actions that warrant the suspension of a licence.

Responsibilities as an employee 

Every driver of a company vehicle will: 

• no use of company vehicles for any personal reason unless written approval by management (lewis Krantz)

• ensure they hold a current driver licence for the class of vehicle they are driving and this licence Is carried when driving a company vehicle

• Immediately notify their supervisor or manager if their driver licence has been suspended or cancelled, or has had limitations placed upon it

• display the highest level of professional conduct when driving a company vehicle

• Regularly check the oil, tire pressures, radiator and battery levels of company vehicles

• comply with traffic legislation when driving

• Drive within the legal speed limits, including driving to the conditions

• wear a safety belt at all times

• Never drive under the Influence of alcohol or drugs, including prescription and over the counter medication If they cause drowsiness -to do so
will merit disciplinary measures

• avoid distraction when driving-the driver wlll adjust car stereos/mirrors etc before setting off, or pull over safely In order to do so

• report any near-hits, crashes and scrapes to their manager, Including those that do not result in injury, and follow the crash procedures outlined
in this policy

• report vehicle defects to a manager immediately

• forbidding the use of mobile phones In vehicles while driving, Including ear buds

What employees are to do if there is a crash in a company vehicle 

Immediately stop your vehicle at the scene or as close to it as possible, making sure you are not obstructing traffic. Ensure your own safety first. 
Help any injured people and call for assistance If needed. 

Try to get the following Information: 

• contact your Immediate supervisor (T J. Mills and/or Lewis Krantz)

Give the following information:

• Your name and address and company details.

Employee Signature. _ _,,;, ____________ Date ___ _

Samp!e template for businesses to develop a safe dmir.g poricy 
ACC5634 
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Application For Employment 
We Are An Equal Opportunity Employer 

Ploaso Print 
Last Name First Name Middle Initial Social Security Number 

Address City Zip Code Phone Number 

WORK EXPERIENCE - LIST MOST RECENT JOB FIRST 

From Employer's Name/Address/felephone Start Pay Joblitfe 

To Last Pay Reason for Leaving 

Describe the Work You Did 

From Employer's Name/Address/Telephone Start Pay Joblitfe 

To last Pay Reason for Leaving 

Describe the Work You Did 

From Employer's Name/Address/Telephone Start Pay JobliUe 

To Last Pay Reason for leaving 

Descnbe the Work You Did 

GENERAL INFORMATION 

What position are you applying for? Full lime? [ ] Part lime? I ]

When are you available to start wcrlc? 
Are you at least 18 years old? Yes ( ] No [ l
If no� can you provide a valid Work Perm!� high school diploma, or equivalent? Yes [ ] No [ J 
What languages do you speak, read, or write lluenUy? 
lfhlred, can you verify that you have the legal right to work In the United States? Yes [ J No [ I 
Do you have any special skills, training, or experience which may help you qualify for this job? Yes[ l 

If so, please explaln 
Do you have a refrable means of transportation to get to work? Yes [ ] No[ J 
Are there any times during the week that you are not available to work? Yes [ J No( J 

If so, p!ease explain 
Do any of your relatives work for this company? Yes( l No( ) lf so, who? 
Have you ever worked for this company before? Yes[ ] No[ ) If so, when? 

Are you willing to work overtime? 

No I l

Yes( ] No[ l

Have you ever been convicted of a crime, excluding misdemeanors and summary offenses? Yes [ l No [ ] (NOTE:Convk:Uon ¥oil! not necessarily c:Jsqua!lry opplic:lnt) 
If so, please explain 

How did you find out about this job? 

CERTIFICATION AND ACKNOWLEDGMENT 
I certify that the information provided herein is true and correct to the best of my knowledge. I understand that, If employed, 

falsified statements on this Application for Employment form will be considered grounds for termination. 
I authorize the company to thoroughly investigate my work experience and any other matters related to my suitability for 

employment. I further authorize my former employers to disclose to the company any and all information they may have concerning 
my previous employment. in addition, I hereby release the company, my former employers, and all other persons from any and all 
daims, demands, or liabilities arising out of, or in any way related to, such disclosure. 

I acknowledge that, if employed, both the company and I have the right to terminate the employment relationship at any time, 
with or without cause or advance notice. This employment at will relationship will remain in effect throughout my employment with
the company and may not be modified by any oral or implied agreement. 
Applicanrs Signature 

I Date 
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IC3 DIRECRONAL DRILLING INC. 

EmploymentAppUcatfon Part 2 

Namr. _______________ _ 

Em111ency Contacls 

I. Namer _____________ _
Pbananumlser: __________ _ 

� Nam,...._ _____________ _ 

Phanenumlser. __________ _ 

Dateofllrth:�-�'----'----

Rela1lonsldp: ______ _ 

Relatfonthfp:. ____ _ 

Optfonal: 0anpfe1fan oflllfomll11Zn lserowllst,fcdrvcfuntary. DDnclfclalllDllrlngtnc.llanequaloppmt&mftJernpfover.ltlsD mrectraml 
DrlltfSlalnc.poltynattDdlsafmfnateaaatnstmr,em,kveeorappffcantllecauseof=-.caror,raUaron,•analfamll�dllablly.cran,othet 
leaa!IJprctectedsta1111.lnuneffmt1Dea•wfthrecprtrememsresanln3pvernmentrecmdl:aepfn&rea=tfnlandatherraplcddfaalfanswNdl 
ma,apptr, welnvlterlvau to CIDfflllletetfllsappllcantdala sunie,befaw. Pnmdfn8 Ibis lnfannatron rssrmcnvVCWNrARY.RdlmaCDpnwlcfoltwlll nat 
sut,Jectyautoanyadweau pmsamielaafon. Pfeasa lseaHsadlhatthtssu,wylsnatpattafourNrfna dedsfan. 1hltlnfcmdan lllreptc:onffdenllal 
wlthaDappnafelawsandreplatrom. 

Referral Source: (drcle one) 

Walk-In CUrrent Employee, name: _______ _ 

Please check one of the fotfowlna Equal Opportunity ldentfflcation Groups: 

____ caucasfan-Whlte 

____ Hispanic or Latino 

____ BlackorAfrlcanAmerfcan 

____ Padftc Islander 

____ Other 

Are you dlsaltled? Yes Na 

Veteran of the U.S. MDltmy? Yes No 

USA Other 

Other:.,___ __ 

11 



K3 DIRECTIONAL DRILLING INC. 

Work & Conduct Rules 

• Theft of company property or personal property could result in termination.
• Providing misleading information to obtain employment could result in your termination.
• Employees must contact supervisor immediately, if unable to report to work. If supervisor is

unavailable, please contact the main office. Un-excused absenteeism is subject to termination.

• Our drug-free workplace policy states: K3 Directional Drilling Inc. prohibits the use, sale,

distribution, manufacture or possession of alcohol, drugs or related paraphernalia or being under

the influence of alcohol/drugs to the extent of impairment, while on company premises or worksites

whether resulting from usage on or off job, unless prescribed by a licensed physician.

• Please note, if medicine prescribed from your licensed physician causes drowsiness, you are not

allowed to operate vehicles or equipment.

• Unauthorized use of company vehicles, equipment or material is prohibited.
• Employees are required to report immediately any injury or accident involving

themselves/employees/vehicles/equipment to the job supervisor; if unavailable, call the main

office at 772-263-3002.

• Employees are required to wear appropriate clothing-Shirts (no tank tops), long pants (no

shorts), and hard sole shoes (no sandals.)

• Firearms are not permitted in any company vehicles or on company grounds at any time.
• • Disorderly conduct and/or horseplay on company premises will be subjected to disciplinary

action.
• Employees are required to wear safety vests and hard hats at all times.
• Safety glasses are required when chipping, grinding, operating equipment or whenever an eye

injury hazard exists.Safety glasses are available.

• Hearing protection should be worn when working around loud equipment. Earplugs are

available.
• The following items of safety equipment are available: Safety vests, hard hats, ear plugs, safety

glasses, rain gear and gloves.

0 Each employee is responsible for protecting themselves against harmful UV rays. 

Infraction of any of the above could result in disciplinary action and/or termination from the company. 

I certify that I have read and understand the above rules. 

Employee Signature Date 
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IC3 DIRECl10NAL DRILLING INC. 

Poller aplnstharmrnent 

General poltcy: 
a Dlrecllonal Dt11Uns Inc. (the aeompany') lsffrmly committed to a worlcenvlronment free from all forms of 

harassment based upon the protected status of any employee or applicant for employment by anyone, 
rndudlng management. supervisors, co-wmkers, clfents or visitors. Such harassmentvfolates both the 
Company Polley and state and federal dlscrfmfnatfan laws. It Is neither permitted nor candoned. 
This policy prohibits any verbal, phystcal or Visual conduct that belltdes or demeans an lndlvldual on the 
basis of race, color, relfglon, sex, natlonal orfaln, age or dlsabUity. 

Sexual harassment: 
This polky speclftcaUy prahlblts sexual harassment (fndudlng same sex harassment) as well as otherforms of 
harassment.Sexual harassment Includes any unwelcome sexual advances, requestsfar sexual faVors, or 
other verbaf/physlcal conduct of a sexual nature when: 
The conduct lnterferes with an lndlvldual's work performance or creates an fntlmldatlna, hostile or offensive 
worldns environment. 
Submission to such conduct Is made either expllcttlyor lmpffcftly as a term or condition of an lndlvldual's 
employment. 
The lndlvtduars submission (or refusal) to such conduct Is used or might be used as a basis for employment 
decisions (for example, promotion, transfer, salary recommendation or termfnatfon) affecting the 
fndlvfdua1. 

Cmnplalnt Procedure: 
Notlftcatlon of Superiors 

Any employee or appUcant for employment who feels he or she has been harassed sexually or otherwise, 
or who knows of or suspects the occurrence of harassment, Is stronsly urpd and encouraged to contact 
either his or her Immediate supervisor, assistant superfntendant, superfntendant or project manqer of the 
specfflc Incident. If an employee feels uncomfortable approaching any of the above llsted lndlvldualsthe 
employee should contact any higher-level manager or officer of the company, lndudfnsthe President. 

lnvestfptinathe lnddent 

All complalnts wlll be handled In a timely and confidential manner. At no time wllllnformatlon concerntna a 
complaint be released to third parties or to anyone fn the Company who Is not Involved with the 
lnvestfptlon, and no one Involved In the fnvestfptfon wfU be permitted to discuss the subJed outside the 
lnvestf&ation. 

Dlscfpllnary Action 

If the Investigation reveals that the complalnt Is valid, prompt attention and dJsclp!lna,y action designed to 
stop the harassment lmmedlately and to prevent a reoccurrence wlD be taken. 

Records of lnvestfptlon 

All Investigations and complalnts wRI be campletely documented and wtU note the cletatls of each 
lnvestfptlon and the nature of any corrective action taken, or the lade of action with an explanatfan. Records 

13 



K3 DIRECTIONAL DRILLING INC. 

Policy against harassment 

will be kept confidential. 

Non Retaliation 

There will be no adverse action or discrimination taken against any individual filing a charge, testifying, 

assisting, or participating in any manner of investigation, proceeding or hearing under this policy. 

Sexual harassment does not refer to behavior or occasional compliments of a socially acceptable nature. It 
refers to unwelcome behavior, which is personally offensive, that fails to respect the rights of others and, 

therefore, with work effectiveness. Sexual harassment may take different forms such as a demand for sexual 
favors, but there are other forms of harassment which include: 

1. Verbal sexual innuendoes, suggestive comments, sexual proposition or jokes of a sexual nature.

2. Non-verbal sexually suggestive objects or pictures or obscene gestures.

3. Unwanted physical conduct of any kind.

The company recognizes that the question of whether or not a particular incident is of a purely personal, 

social nature, without a discriminatory employment effect, requires a factual determination of all evidence 

related to the matter. Given the nature of this type of discrimination, the Company recognizes that false 
accusations of sexual harassment, as well as other types of harassment, can have serious effects on innocent 

individuals. We trust that all personnel will continue to act responsibly to establish and maintain a working 
environment free of discrimination of any kind. 

Acknowledgement of receipt of policy against sexual harassment 

I HAVE RECEIVED A COPY OF K3 DIRECTIONAL DRILLING INC. POLICY AGAINST HARRASSMENT. I UNDERSTAND 

IT IS MY RESPONSIBILITY TO CAREFULLY READ IT AND BECOME FAMILIAR WITH ITS CONTENTS. 

IF I HAVE ANY QUESTIONS OR CONCERNS RELATING TO THIS POLICY, I WILL BRING THEM TO THE 

ATTENTION OF MY IMMEDIATE SUPERVISOR OR OTHER HIGHER LEVEL SUPERVISOR OF THE COMPANY. 

Employee Signature Date 
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1C3 DIRECTIONAL DRTI I ING INC. 
Family. Medtca1 Leave PIiiey 

The lave Polley-You are eftslble to take up to 12 weeks of unpaid famlly/medfcal leave within any 12-month
period and be restored to the same orequlvalent position upon your retum provided YoU: 
1. Have wolfced for IC3 orrecttonal DrtDlna Inc. for at least 12 months and at least 1250 hours rn the last 12

months.
2. Are employed at a worlcslte that has so or more employees within a 75-mlle radius.

Reasons for Leave-You maytalce famBy/medfcal leave for any of the followlna reasons: 
L Birth of a son or daqhtar and to provide care far such. 
2. Placement of a son or dauahter with you by adoptfon or foster care and to provide care for such.
3. care of a spouse, son, daupter or parent reoverec1 relatlona) with a serious health condition.
4. Serious personal health condition, which renders you unable to perform an essential functron of your
position.

If leave rs due to reason a1a or aza, or to care far a parent with a serious health condltfon, you may only take a 
combined total of 12 weeks during any 12-month period. 

Notice of Leave-If your need for famlly/mecllcal leave Is foreseeable, you must &Ive the Company at least30 
days written notice. If that Is not possible, you must give notice as soon as practicable (within 1 to2 business 
clays of leamtns of your need for leave). FaUure to provide such notice may be srounds for delay. AddltlonaUy, 
If you are plannrns medfcal treatment, you must first consult with the Company regarding the dates of such 
treatment. When the need for leave Is not foreseeable, you are expected to notify the Company within 
1to 2 business days of leamtns of your need for leave, except In extraordtna,y circumstances. The Company 
has Request for Famtly/Medlcal leave farms available In the main office. 

Medical Certification -If you are requesting leave because of your own or a covered relation's serious health 
conditlon, you and the relevant health care provider must supplv appraprlate medical certlflcatfon. Ycu may 
obtain medical certfflcatfon forms from the main office. When you request leave, the Company will notlty you 
of the requirement for medlcal certfflcatlon and when lt Is due (at least 15 days after your request reave). If 
you provide at least 30 days notice of medfcal leave, you should also provide the medlcal certfflcatlon before 
leave besfns. Fallure to provide requested meclfcal certification, In a tfmely manner, mfaht result In dental of 
leave until provided. 

Reporting whUe on leave- If you take leave because of your own serious health condition or tD care for a 
covered relatfon, you must contact the main office, on the first and third Tuesday of each month, rqardlna 
the status of the condition and your Intention to retum to work. In addition, you must Bfve notice as soon as It 
Is practical (within two business days) If the date of the leave are chansed, extended, or were Initially 
unfcnown. 

Leave Is Unpaid- Family medfcal leave Is unpaid, though you may be effslble for short or longterm dlsabllfty 
and/or compensation benefits under Insurance plans. If you request leave because of birth, adoption or foster 
care placement of a chlld, any paid vacation accumulated wlll be substituted for unpaid famUV/medfcal leave. 
If you request leave because of your own serious health condition or to care for a covered relatlon with a 
serious health condltfon, any paid vacation accumulated wDI be substituted for unpafd famUy/medlcal !eave. 
The substitution of paid leave far unpaid leave wrtl not extend beyond the U-week period. In addltfon, In no 
case can the substitution of pafd leave for unpaid leave result rn receipt of more than 100 percent of your 

15 



K3 DIRECTIONAL DRILLING INC. 
Family & Medical Leave Policy 

salary. Your family/medical leave runs concurrently with other types of leave, i.e. paid vacation 

Medical and other Benefits-During an approved family/medical leave, the Company will maintain your 

health benefits, as if you continue to be actively employed. If paid leave is substituted for unpaid leave, the 
Company will deduct your portion of the health plan premium as a regular payroll deduction. Health care 

coverage will terminate if your premium is more than 30 days late. If payment is more than 15 days late, 
you will receive a letter to this effect. If you elect not to return to work for at least 30 calendar days, at 

the end of the leave period, you will be required to reimburse the Company the cost of premiums paid 

during your unpaid leave, unless you cannot return to work because of a serious health condition or other 
circumstances beyond your control. 

Exemption for Highly compensated Employees-Highly compensated employees (i.e. highest paid 10 percent 

of employees at a worksite or within a 75-mile radius of that worksite) may not be returned to their former 

or equivalent position following a leave if restoration of employment will cause substantial economic injury 
to the Company. The Company, on a case-by-case basis, will make this fact specific determination. The 

Company will notify you if you qualify as a "highly compensated" employee, if the Company intends to deny 

reinstatement, and of your rights in such instances. 

Intermittent and Reduced Schedule Leave-Leave because of a serious health condition may be taken 

intermittently (in separate blocks of time due to a single health condition) or on a reduced I e a v e  schedule 

(reducing the usual number of hours you work per week, workweek or workday) if medically necessary. If 
leave is unpaid, the company will reduce your salary based on the amount of time actually worked. In 

addition, while you are on an intermittent or reduced schedule leave, the Company may temporarily 

transfer you to an available alternative position that better accommodates your recurring leave and which 
has equivalent pay and benefits. 

Employee Signature Date 
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K3 DIRECTIONAL DRILLING INC. 

Payroll Policy 

Payroll checks are given out on Friday of each week. Please note that there is a one week waiting period. If, for 
any reason, your employment terminates, your payroll check will be processed in the normal manner. 

Your final paycheck will be held at the main office, unless otherwise directed. 

If you would like your paycheck mailed or would like to have another individual pick up your check, you must 

write a letter with your signature giving K3 Directional Drilling Inc. permission to release your check. 

If, for any reason, we need to place a stop payment on your paycheck and issue a new one, the stop payment 
fee of $20.00 will be deducted from your next paycheck. 

Please sign below that you have read this information and understand the content. 

Employee Signature Date 
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K3 DIRECTIONAL DRILLING INC. 

Acknowledgement 

We consider applicants for all positions without regard to race, religion, gender, national origin, age, disability 

or any other legally protected status. 

I understand that K3 Directional Drilling Inc., as part of the insurance process, will obtain consumer reports 

{e.g. driving records), containing certain information about me. By signing this application, I authorize the 

aforementioned parties to obtain such information. 

I certify that I have read and understood all of this application and that the answers given herein are truce 

and complete to the best of my knowledge. I also certify that I understand all employees of K3 Directional 

Drilling Inc. are "ATWILL" which means that an employee may resign at any time and that K3 Directional 

Drilling Inc. may terminate an employee at any time, for any reason, except as otherwise prohibited by law. 

I hereby authorize investigation of all statements contained in this application and hereby release all former 

employers as a result of any statements they make concerning my employment with them. I understand that 

any misrepresentation or omission of facts called for in this application, in any attached supplement to the 

application, in any conditional offer questionnaire, or in any interview with K3 Directional Drilling Inc., Inc. are 

grounds for dismissal at any time, regardless of when the misrepresentation or omission is discovered. 

I understand and agree that I may be requested by K3 Directional Drilling Inc. to take a drug and/or 

alcohol test in connection v,ith my application for employment. I further understand that my failure or 

refusal to take such a test will result in the denial of my application for employment. 

Employee Signature Date 
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K3 DIRECTIONAL DRILLING INC. 
Acknowledgement of Conditional Offer Terms 

The Primary purpose of this questionnaire is to assist the company in determining whether, and to what 

extent a reasonable accommodation is required for a conditional job offered, to perform the essential 

functions of the job safely and effectively. 

The conditional offeree is not an employee unless and until the conditional offer of employment is confirmed. 

The company may withdraw the conditional offer of employment at any time, for any reason, except as 

otherwise prohibited by law. This conditional offer and this questionnaire do not afford any express or implied 

contractual rights. 

Failure to complete this questionnaire will result in the withdrawal of the conditional offer of employment. 

I certify I have read and understand the job description and have been informed of the functions of the job 

for which I have applied. I certify that the statements are complete, accurate, end true to the best of my 

knowledge, and I understand that a falsified fact may be cause for withdraw or termination. 

Employee Signature Date 
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IC3 DIRECTIONAL DRILLJNG INC. 
Mecllcal Questionnaire 

This medlcal questionnaire should be completed only after an offer of employment has been made. 
Please note that this questionnaire Is kept separately fn the personnel department. 

Name: ________________ _ 

1. Have ,OUflflllt/lled o Wo,,_,s Ola,penlllllon dtllm othlld a, ,,,.,o/ln}lltyon lhe]ob1

'·�--

No. __ _ 

If Yes, Date of clatm•._ ____ _ 

NameofEmployer:i-____________ _ 

Explafn lnJury and length of lime out of work: 

2. Pleasecompletel/,ouhave had mote dum one Wol'ket"sCompenratlon dmasoron-fhe.Jo&ln]ur,:

Date of dafm:,.__ ___ _ 

Nameoflmpl�-------------

Explaln lnJwy and leqlh oftlme eat of work: 

a. Oo ,OU ntlWuse lle,aldtuporconttolled subsmllces?

Yes�--

No ___ _ 
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IC3 DIREcrlONAL DRILLING INC. 
Medlcal Questionnaire 

1ryesa please gplatn: 

4. Do JOU weatfllmesorcontactleasesP

Yes _____ _ 
No .... __ _

Please checlc one that applles: 

Occaslonalt, __ _ All the time __ _ 

s. Hne ,ou ewr lnJured,ou,badtornet:k1

Yes __ _ 

No __ _ 

If ayesa plege gplaln: 

ReacUngOnly __ _ 

I. Do ,au llove o dlsoblllty, Illness, condition, ortllan'1 P/eo,e ,ee tle/lnltlon of dlsabll-,.:

Dlsabmty Includes a physlcal a, mental rmparrment that substantially ffmlts one or more maJor l1fe activities. 
Major llfe activities Include such thlfllS as carlns for oneself. perfonnrna manual tasks, walldn& slttln& standfn& 
llftlna, reachlns, seefnB, hearln& breathfns, teaming and worldns, 

Yes __ _ 

No ___ _ 

If ayes .. please pp1a1n; 
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IC3 DIRECTIONAL DRILLING INC. 
Medlcal Questionnaire 

If yauanswered aNo0 to question &.do not answer question 7. 

7.Are ,ouoble to pet/onn ,our }obdutles "wlflloat" the need o/ ReclS'Offdle Accommodatron bp t6e
CotnptmvPNearesee ,leJlnlllon of"Reaonable Accommodatlon"•
Reasonable Accommodation Includes an, modlffcatlonto theJoborwark environment to enable a condltfonal Offer to
perform the essential functions of the job In question.

,. _____ _ 
No,_ __ _ 

If aNo" please expla1n the functions of the Job that you are unable ID perform without Reasonable 
Armmmoclatfon llythe Company 

If aNo" please explatn the Accommodations needed to perform the function of the Job ___ _ 

List all treatlns phystclans authorized to release medlcal records to confirm lhe functlonal Umltatlons. 

Name: 
Address

-
:
---------------

Name: ______________ _ 
Address: ______________ _ 

• 111acfdnlfaftsaraprovrded ant, as a pd& tar cws+Mbl811111 fmm. Wig In Ilda questfannafre rs fntll!ftded ta abrllle fesal deffnlransotlheseterms ar tmpose � • 111a aimpany that me net re;ufled 1ay raw.
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K3 DIRECl'IONAL DRILLING INC. 

& ""'1e JOU ever had onyoflltefollowlllg medlcol cm.dltlons1 

Medfcal Condition Yes 

Epilepsy 

Oldetes 
to,dlacDlleo,e 

Pollo 
Qnlnl,-, 

--·--SdetDII,_ 

l'luldnson'• Dlsellle 
Musa,lot- -

Adbmo 
Totllorl'oltlllOeQ(ness 
SJHll!1tll Needs 
lllah Blood Ptmrlle 
Vcrdcose Veins otlea U1ca, 
ChestPoln 
Tullenulosls 

No Medfcal condition 

Ulce,s 

lledlltl-, 

cao,,, 
Dla1aess orFolntlllg 
Ardlrltls 

lfneelll]alp 

Hem1o 
AIDS 

HIVl'ollllve 

lle,atlfls 
Ader 

llemonho1tls 

BodJPtlln 

,.,,.,.,tearment

Yes No 

If any medial condltlonsare checked ftt/es' pleasepe us a date and explaln below: 

Date: __ _ 

1xp1ana11an: 

Date: __ _ 
Explanatl

an;
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1C3 DIRECTIONAL DRILLING INC. 
Emp,yeeRespoflSHlllltl 

• Obey an safety rures, sawmment regu!at!ons. s1gns, markings and lnstNCtlons. Be
particularly famlllar wtth rules and regulations that apply di redly to you In the area In whkh
you 'Mlric. If ycu don't know, a5Sc your foreman.

• Report any ccndltfcn or prac:tlce you think might cause lnjwy and/or damage to equipment
Immediately to your stJperwor.

• Atw.r,p usa the rfBht tools and equipment for the Job. Use them safeJv and ontywhen
authorized. tfyou are not famltlarWfth the safe way to use apartfc:ulartool or piece of
equipment. ask your supervisor. When using your own tz:)Ols on the Job, make sure all guards, 
ground pins, etc. are In place.

• All prescribed safety e«;Ulpment and personal pn,tect!ve equipment must be used when
required and must be maintained rn 6ood wortfng cxmditfon. It ls your personal res�nslbfllty
to use such equipment. 'The use of required personal protective equ!pment ts a non­
negotiable Item.

• Whenever you are Involved ln an acddent that re51.llts In personal Injury or prcperty ctamage,
no matter how sfiuht, the acddent must be reported to your �erviseror other mana�nt
personneJ prior to the end of the work shift. Get fim afd pn,.mpt!y.

• Do not operate arrv equipment that, ln your oplnlon� Is not In a safe condition. Report
Immediately the condlt!on that you betleve Is unsafe to your foreman.

• When llftin& use the appropriate flfttedm!qllt! C,e., bend your knees, grasp load finn!y, keep
load dose to you, then raise the load keeplnlJ your batk as straight as possible. Always @?t
help with heavy or awkward !cads.

• Obey an rules and regulations In protecting the pubfic.
• Do note� In horseplay; 11VCJld distracting others, be courteous to fellow wortcers.
• Good hous�lng must always be practiced. Return all tools, equipment,, materials, etc. to

their props plaa!S when you are flnlshed with them- Keep floors dean and passageways
dear. Poor hcuselceeplna wastes time, eneJEY and materlal end often result$ fn Injury.

• The use of drugs and/or Intoxicating beverages on the Jobslte ts fcrbfdden. Beln3 under the
fnfluence of alcohol or drugs when on the Jobslte ls Inexcusable. Immediate dlscharge for
betng under the Influence and/« usfns drugs or alcohol may be instltuted.

• Belng under the Influence of alcohol or dn,gs when on the jobsite ls Inexcusable. lmmedfate
discharge fcrbelna under the lnfluenca and/or U$lng dntgs « ale.oho! may be fnstftuted.

• Appropriate dtsdpUnary actlon will be taken for the following offenses:
• Rghtlng
• tnsu!x>rdinate conduct or refusal to fellow d?rectlon
• FaJse statement, such as Injury dalm
• Other Inappropriate behavior lndudlng, but not limited to, failure to oboy safety�
• Loose dothtns cir jew8lty cannot be wcm when operatlna machfJlilry end equipment.
• Properwaric shoes shall be wom et all Jobslt:es. Open toed stloes and sneakErs are not

permitted to be warn at any Jobslte. If ycu are observed wearing open mes shoes er
sneakers, you wUI not be Fermltted to wcrk until ycu rotum with proper footwear.

• Do not-handle chemkals unless yau have been tra� rn safe handling procedures.
• Hard hats and� protection shaU be wcm at all times.
• Read, understand. and !ol!ow the guf dellnes set fcrttl ln the milterlal safety data sheets
• ( MSDS) perialnJns to ycur woric.
• CQmpllance with safety and hewth rules and regulations Is a condltfon of employment.

K3 DIRECTIONAL DRILLING INC. 
Employee Responslbllltles 

Employee Signature Date 

24 



K3 DIRECTIONAL DRILLING INC. 
Personal Protection Equipment List 

The following items of personal safety equipment have been issued to me by K3 Directional Drilling Inc. I 
understand that this safety equipment is for my own personal use to be worn while on the job site and that I 
am responsible for keeping the equipment in good condition. I further understand that this safety equ!pment 
remains the property of K3 Directional Drilling Inc. and is to be returned to the company at the end of my 
employment: 

• Safety Vests
• Hard Hat
• Safety Glasses
• Hearing Protection
• Gloves

I have read and understand the above. 

Employee Signature Date 
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K3 DIRECTIONAL 
- DRILLING IMC. -

1. Employee received Company Safety Program Information

2. Review:

Safety and Health Policy

Employee General Safety and Health Rules

Disciplinary Policy and Procedure

3. Instruct:

How to report unsafe conditions

What to do in the event of an injury on the job, and state when and where safety toolbox meetings

occur

Hard hats, work boots, safety goggles are mandatory (Personal protective equipment is non­

negotiable)

Fire Evacuation/Emergency Plan

Proper lifting techniques and importance of back fitness

OSHA Hazard Communication Policy and provide training

4. Other (please list)

I acknowledge that the information on the above subjects was furnished to me during my 

orientation and that I understand this information. 

Employee Signature Date 
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. K3 DIRECTIONAL 
- ORlltlNG 1NC. -

8526 SW Kansas Ave, Stuart, FL 34997 

Meeting Agenda 

All Employee Meeting Agenda 

Sick/Late Protocol 

o If you are sick and have to mlss work, YOU.MUST communicate with your Direct

Foreman, manager and Lewis before start of work time via phone call AND text.

o If you are late whether one minute or 30 minutes, YOU MUST ALSO communicate with

your Direct Foreman, manager and Lewis immediately before start of work time via

phone call AND text.

Time OFF/Vacation Time 

o One full week of paid vacation after one full year of employment at owner's discretion.

o Vacation time cannot be rolled over or combined.

o Any vacation days left unused will be discounted.

a. Vacation days MUST BE DISCUSSED AHEAD OF TIME allowing for adequate

preparations. All vacation requests will be directed to Rick Amato in the office via email

(rick@k3directionaldrilling.com)

Driving Policy 

Responsibilities as an employee 

Every driver of a company vehicle will comply with the following: 

• no use of company vehicles for any personal reason unless written/ verbal approval by Lewis

Krantz

• no drinking or being under the influence of drugs while driving

27 



• no driving while disqualified or not correctly licensed

• no reckless or dangerous driving causing death or injury

• display the highest level of professional conduct when driving a company vehicle

• comply with traffic legislation when driving

• Drive within the legal speed limits, NO SPEEDING

• wear a safety belt at all times

• avoid distraction when driving - the driver will adjust car stereos/mirrors etc before setting

off, or pull over safely in order to do so

• ABSOLUTELY NO SMOKING

• the use of mobile phones in vehicles while driving, including ear buds is FORBIDDEN

• No non-employee riders in company vehicles

Print Name 

Employee Signature ________ Date ___ _ 
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K3 DIRECTIONAL 
- DRILLING INC. -

8526 SW Kansas Ave, Stuart, Florida 34997 

Driving Infractions on Green Farms Lane 

K3 Team, 

It has been brought to the attention of ownership that the authorities have been 

notified on multiple occasions specifically for K3 employee. There has been blatant disregard 

for speed limits, stop signs and general traffic laws when driving out by the yard on Green 

Farms Lane. 

From this point forward, any speeding, reckless driving, or running through stop signs, 

whether in your personal or in a K3 vehicle will lead to IMMEDIATE TERMINATION.

SIGNATURE X: 
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. K3 DIRECTIONAL 
�iii_:;:-,,, -- ORILllNG 1NC. -

8526 SW Kansas Ave, Stuart, FL 34997

Credit Card Holders Agenda 

o All credit card receipts MUST be turned in at week's end
o Any unaccounted fore receipts will be subject to payroll deductions
o All credit card purchases for equipment or truck repairs must have PO prior to

purchasing
0 All purchases must have either a PO number, or job name AND number. Call Adam in

the office if uncertain and you need a PO number or Job number supplied.
0 All Home Depot purchases MUST use Lewis's email address for email receipts

(lewis@k3directionaldrilling.com)

Hotel Receipts 

0 All hotel receipts MUST be collected upon checking out 
0 Each room receipt MUST have job name and number as well as the names of the 

employees who stayed in the room 
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truli +.W 
fof'heolth ................ 

Section A:. Current Information 
Group Name: Group#: 
K3 DIRECTIONAL DRILLING, INC. 

Employee Enrollment Application 
Please type or write clearly In black or blue ink. 

S7496 
• JobTltle:

Dlvlsfon #: i Package #t. 
! 

Effective Date of Coverage: 
I 
Date cf Hr&: ; Location#: 

I 
Empk>yee #:

Work Status: � Actively at Work Id) Cobra Id) Retired� Relfrement Date: I Paid:l!I Hourly lldJ Sal� D Open Enrollment 
Section B: Employee Information 

M.I.: Birth Date: Sex: Social Sea.aHy #: Last Name: Rrst Name: 
Udl M� F 

Street Address: 
.

County: 
St Lucie 

Apt#: City: I State: Zip: 

I Prone· i Marital Status: L�ally 
I 

• 
IC SirlJle rEI Married !YI Diwroed 11:1 Wkfowed (g) Separated 

Physician Name/ ID# HMO only. Existing Patient• Language of Preference: optional• for data collection purposes only 
[j] Yes � No'. � English IQ) Spanish � Ofher (61 Prefer not to answer 

���pft�P:bp/y: □ Asian/Pacific Islander □ Black/African American □ Cancbean Islander D Hispanlc □ Native American IX! Whlte 
Section C: Health Coverage Level and Plan lnformatlon 
Employee Health Coverage: IC] Employee [u] *Employee & Spouse rcI *Employee & One Dependent lg) *Employee & ChHd(ren) [g Family
* When available 
□ BlueOptions Plan# I □ BlueCholce (PPO) Plan# □ BlueCare (HMO) Plan#
□ BlueSelect Plan# I □ Trufi For Health (HMO) Plan# i □ Other Plan# 
□ I am Refusing all Health Coverage at this time. I understand that if I decide to apply later coverage may not be avallabfe until the

next open or special enrollment period. Sfgnature: Date: 
Section D: Vision Coverage Level and Plan Information 
Employee Vision Coverage: IQI Empfoyee (QI *Emp!oyee & Spouse (g *Employee & One Dependent � *Empfoyee & Child(ren) [OJ Family 
Visfon Plan Choice: Not Available

□ I am Refusing all Vision Coverage at this time. I understand that if I decide to apply later coverage may not be available until the
next open or special enroHment period. Signature: Date: 

Section E: Dependent Information Attach separate sheet, If additional space is needed, with dependent infonnaUon, sign & date. 
Relation to You 

• 0:- �I9.,
e. � Last Name: Social I ;;; ts{if different than employee) Security Birth Date: 
I 'C First Name. M.I. Number: 

e 
� ,_

0� c., 0 

� ii - en 

8. ;g � 8= 
68 co 

I ; 
I ; 

Plan 
Type I----

I
i 

1i :a 
G:' JI 
Is C 

:t:: 
a r:: e 

J I -a i :c > 

□ □ □
□ □ □ 
□ □ □
□ □ □ 

Physician
Name/ID 
HMO only 

1
oependent 
! ; 

t= ' 
lf s 
ii.�li

0. �,:;, �::, .a 
ii

"' 
m

"'

al� :3;_; 
□ □!□ 
□ □ □ 
□ □ □ 
□ □ □ 

Ust the name of each dependent listed above that is married or has dependent chHd(ren) or lives outside of Florida. 

* ff you indicated •oD fn •Relation to You• above for any dependents, please explain here: 

22095-0919 

Ethnicity optional 
Circle all that apply. 
A) Aslan/Pacfflc Islander
B) Black/African American

C) Csribbean Islander
H)Hfspanlc
N) Native American
W)Whtte 

A B C H N w

A B C H N w

A B C H N w

A B C H N w
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Section F: Other Health Insurance Information This section must be completed for claims processing and Prior Coverage Information 
In addition to this policy, do you or your dependents have any other insurance coverage (including Florida Blue and/or Truli for Health) that will be in 
effect after this coverage begins? [j Yes � No 
Florida Blue and/or Truli for Health Contract# Medicare# Pharmacy /Medicare D # 

Complete the following only if this is the first time you or your dependents: (1) are enrolling for health insurance with this employer; (2) currently have health
coverage; and/or (3) have any health coverage in the past 12 months that this coverage replaces OR you can attach a Certificate of Creditable Coverage. 
Prior Health Carrier Name: j Contract#: I Effective Date:

Prior Employee Hire Date: I Cancel Date: I List names of all family members that were covered, including yourself:

Signature: I Date: 

Section G: Acceptance of Coverage 
Plan Coverage Terms 

I hereby apply for the coverage/membership that is selected on this form. My employer has selected health and/or vision coverage through Florida 
Blue and/or HMO coverage through Florida Blue HMO and/or Truli for Health. 
I authorize my employer to deduct from my earnings my premium contribution, if any. I understand all of the following: 
1. If my coverage/membership is to be issued and continued, I must meet all the group contract's requirements;
2. If my dependents' coverage/membership, if any, is to be issued and continued, my dependents must meet all the group contract's requirements;
3. If I must pay part or all of the premium, coverage/membership shall not become effective until Florida Blue, Florida Blue
HMO and/or Truli for Health accepts this application and assigns an effective date. 
I understand that membership granted to persons herein shall be subject to all provisions and limitations of the group contract. 
I am aware that a change in coverage of dependents may affect the amount deducted from any wages (if any) for coverage/ 
membership, and I hereby authorize such a change. 
If I am enrolling in a high-deductible health plan designated for use with a Health Savings Account (HSA) under Internal Revenue Service Code 
section 223, I recognize and authorize Florida Blue and/orTruli for Health to exchange certain limited information obtained from this application with its 
preferred financial partner(s) for the purposes of initial enrollment in, and administration of, HSAs. 
I understand that if I am enrolling in an HSA qualified High Deductible Health Plan and I elect to receive Prior Carrier Credit under Florida law, my 
plan may no longer qualify as an HSA compatible plan. 

General Terms 
I AGREE that in the event of any controversy or dispute between Florida Blue, Florida Blue HMO and/or Truli for Health, I and my dependents must 
exhaust the appeal and/or grievance processes in the benefit/member handbook issued to me. 
I understand that my employer is not an agent of Florida Blue, Florida Blue HMO and/or Truli for Health. I also understand that my employer is 
responsible for notifying all employees of: 1. Effective dates; 2. All termination dates; 3. Any conversion, COBRA or ERISA rights or responsibilities; 
and 4. All other matters pertaining to coverage/membership under the group contract. 
When an overpayment is made, I authorize Florida Blue and/or Florida Blue HMO and/or Truli for Heallh to recover the excess from any person or 
entity that received it. 
I acknowledge that Florida Blue, Florida Blue HMO and/or Truli for Health coverage/membership is contingent upon the complete, accurate 
disclosure of the information requested on this form. 
I acknowledge that, if I apply for Florida Blue, Florida Blue HMO and/or Truli for Health coverage/membership later, coverage/membership may not 
be available until the next annual open enrollment or special enrollment period. 
I represent that the statements on this application are true and complete to the best of my knowledge and belief. 
1 understand and agree that misrepresentations, omissions, concealment of facts, or incorrect statements may result in denial of benefits and/or 
termination of coverage/membership. I agree to be bound by the group contract's terms and conditions. 

I understand that any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of 
claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree. 
Signature: IDate: 

Health and vision insurance is offered by Blue Cross and Blue Shield of Florida, Inc., OBA Florida Blue. HMO coverage is offered by Health 
Options, Inc., OBA Florida Blue HMO and/or BeHealthy Florida, Inc., OBA Truli for Health. These companies are Independent Licensees of 
the Blue Cross and Blue Shield Association. 

22095-0919 
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