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PART B: Information About Health Coverage Offered by Your Employer 
This section contains information about any health coverage offered by your employer. If you decide to complete an 

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered 

to correspond to the Marketplace application. 

3. Employer name 4. Employer Identification Number (EIN) 

5. Employer address 6. Employer phone number

7. City 8. State 9. ZIP code 

10. Who can we contact about employee health coverage at this job? 

11. Phone number (if different from above) 12. Email address

Here is some basic information about health coverage offered by this employer: 

As your employer, we offer a health plan to: 

D All employees. 

D Some employees. Eligible employees are: 

• With respect to dependents:

D We do offer coverage. Eligible dependents are: 

D We do not offer coverage. 

0 If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to 

be affordable, based on employee wages. 

Even if your employer intends your coverage to be affordable, you may still be eligible for a premium 

discount through the Marketplace. The Marketplace will use your household income, along with other factors, 

to determine whether you may be eligible for a premium discount. If, for example, your wages vary from 

week to week (perhaps you are an hourly employee or you work on a commission basis), if you are newly 

employed mid-year, or if you have other income losses, you may still qualify for a premium discount. 

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the 

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your 

monthly premiums. 
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AEGIS HOMECARE L.L.C POST HIRING MEDICAL QUESTIONNAIRE 

Name: Height: ____________ Weight: 
This Home Health Agency. is committed to encouraging the employment of physically disabled persons but it also wants to protect its rights to seek reimbursement 

from the Special Disability Trust Fund in the event that an employee·s pre-existing condition contributes to a subsequent injury by that employee in the course of employment. 
"(our answers to this Questionnaire will not be used as the bases for deciding whether to employ you and your response to this questionnaire will be considered 

and treated as a confidential medical record which will not be included in your personnel file. Warning! This Home Health Agency, and its insurance carrier intend to 

rely upon the information provided by you in this Questionnaire. It is you obligation to provide truthful and complete information in response to the questions presented 

below. If it is later determined that you gave an intentional false response, you may be disqualified from receiving workers· compensation benefits. In addition. you 
may be subject to termination of employment in the event that it is later determined that you deliberately falsified your responses to this Questionnaire. 

INSTRUCTIONS: Answer YES or NO to the followina auestions. If vour answer is YES. list the aooroximate date of iniurv or treatment. 

Question Yes/No Date Question Yes/No Date 

1. Have you ever had a back inJury? 26. Do you have or have you ever had hyperinsu linism? 

2. Have you ever had a hematite intervertebral disc in your back? 27. Do you have or have you ever had chronic 

osteom yelitis? 

3. Have you ever had a back surgery for a removal of a disc? 28. Do you have or have you ever had thrombophlebitis? 

4. Have you ever had a neck injury? 29. Do you have or have you ever had a total dizziness? 

5. Have you ever had a hematite disc in you neck? 30. Do you have or have you ever had a magmatic fever? 

6. Have you ever had a neck surgery for removal of a disc? 31. Do you have or have you ever had a varicose veins or 
leg ulcer? 

7. Have you ever had a knee injury? 32. Do you have or have you ever had tuberculosis? 

8. Have you ever had a surgery on either of your knees? 33. Do you have or have you ever had allergies or 

asthma? 

9. Have you ever had a shoulder injury? 34. Do you have or have you ever had skin trouble? 

10. Have you ever had a surgery on either of you shoulders? 35. Do you have or have you ever had reactions to serum 
or drugs? 

11. Have you ever had an elbow injury? 36. Do you have or have you ever had kidney trouble? 

12. Do you have or have you ever had an amputation of your 37. Do you have or have you ever had muscular 

foot, leg, arm or hand? dystrophy? 

13. Do you have or have you ever had epilepsy? 38. Do you have or have you ever had ulcers? 

14. Do you have or have you ver had diabetes? 39. Do you have or have you ever had a head injury? 

15. Do you have or have you ever had cardiac disease (heart 40. Do you have or have you ever had a mental 

trouble)? retardation? 

16. Do you have or have you ever had Marie-Strum pell disease? 41 Do you have or have you ever had cancer? 

17. Do you have or have you ever had total loss of sight of one or 42. Do you have or have you ever had any permanent 

both eyes or a partial loss of corrected vision of more than 75% physical condition which constitutes a 20% impairment of a 

bilaterally? member of the body as a whole? 

18. Do you have or have you ever had a cerebral disability from 43. Are you new or have you ever been obese (30% over 

poliomyelitis? normal body weight)? 

19. Do you have or have you ever had a cerebral palsy? 44. Do you have or have you ever had arthritis or 

rheumatism? 

20. Do you have or have you ever had multiple sclerosis? 45. Have you ever been treated/advised to seek treatment 

for alcoholism? 

21 Do you have or have you ever had Parkinson·s disease? 46 Have you ever had a hernia? If the answer is yes. 

where 1s the location of the body? 

22. Do you have or have you ever had vascular disorder? 47. Have you ever been treated for substance abuse or 

addiction? 

23. Have you ever had psychoneurotic disability following 48 Have you ever had any injury. surgery. or d 1s ab i I ity 

treatment in a recognized Medical or mental inst1tut1on in which has not been described in the questions above? (If 

excess of 6 months? so. state in detail the nature of the injury. surgery or 

disability).: 
24. Do you have or have you ever had hemophilia? 

25. Do you have or have you ever had ankylosis of a ma Jar 49. Do you have or have you ever had a high blood 

weight-bearing joint? pressure? 

All statements and information given in this application are true, to the best of my knowledge and belief. 



AEGIS HOMECARE L.L.C 

HEPATITIS B DECLARATION FORM 

Hepatitis B is a major infectious occupational health hazard in the Health-Care industry. The 
critical risk for health personnel is contact with blood and other body fluids. Persons previously 
infected with hepatitis B virus are immune to the disease, for persons who have not had the 
disease, Hepatitis B it vaccine will provide immunity. The vaccine is given in three separate 
doses and failure to receive all doses may cause the vaccine to be ineffective and not result in 
immunity. Clinical studies have shown that 85 to 96 percent of those vaccinate evidence 
immunity. Periodic testing of vaccinated persons for antibody to Hepatitis B will confirm immune 
status. 

I understand that due to my risk or occupational exposure to blood or other potentially 
infectious material I may be at risk of acquiring Hepatitis B virus (HBV) infections, I have been 
given the opportunity to be vaccinated with Hepatitis B vaccine, at no charge to my self. 

I have read the above information and have received verbal and written instructions 
regarding the efficacy, risk and complications of receiving the vaccine. Any questions I had have 
been answered. I acknowledge that I am aware of the availability of the Hepatitis B vaccine and 
the benefit that such vaccination provides in the prevention of infection with Hepatitis B virus. 

□ I decline Hepatitis B vaccination at this time because I have been previously immunized with 
a complete series (three injections) of the Hepatitis B vaccine or I have been diagnosed as 
having tine Hepatitis B virus disease and I am immune. 

□ I decline Hepatitis B vaccination at this time. I understand that by declining this vaccine, I 
continue to be at risk or acquiring Hepatitis B. If in the future I continue to have occupational 
exposure to blood or other potentially infectious material and I want to be Vaccinated with 
Hepatitis B vaccine, I may receive the vaccination series at no charge to me (DOH may have a list 
of free vaccination places) 

□ I accept vaccination with the hepatitis B vaccine. 

1st injection: ____ _ 

Employee Signature Date 



/ 
AEGIS HOMECARE L.L.C 

Name (Print): 

A TTAClL\H~NT A 
BIOMEDICAL WASTE 

Training Program 

Orientation Date _____ Annual Date~·---·- Ongoing Date ____ _ 

It is the policy of the Agency that all employees attend an orientation, annual and ongoing educational 
program that includes the following clements: 

l. Definitions 

2. Segregation 

3. Labeling: 

A. Bags 

B. Sharps Containers 

4. On-Site Storage 

5. On-Site Transport 

6. Blood Spills 

7. Question and Answer Section 

8. Florida Administrative Code 64[-16 

I have attended the Biomedical Waste Training Program and have had the opportunity to ask 
questions. 

Signature 

Date 



AEGIS HOMECARE L.L.C 

ATTACHMENT B 
BIOMEDICAL WASTE MANAGEMENT PLAN 

CERTIFICATION 

I, __________________ certify that I have reviewed and understand the 
Agency Biomedical Waste Management Plan developed in accordance with the Florida Rule 64E-l 6. 

Employee Signntme 

Date 
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