T outselrong
Your Hospliativy Stasfing ?rﬁfessﬁma

Na_me: d\MUJ H‘t’mmﬁ\{)\f
Taborca ID: L’QSL‘ I
Date olere [D )0] ,3

Date ofRe~Acf " /' /

New employee set up

Hire Right mternat {upioad any list A does)
‘Direct Deposit {Scan to Payrollj and/or

0 0o 0 ©

_I\iet;ce 1o Empfoyee Comp!eted

E-verify
Hire Right EE

Added to Orientation Time Sheet
Attended New Hire Orientation
Background Check (Asurint)
New Hire List (All fialds)

Check Taborca Profile (All flelds)

Global Cash Card - complete the form &
- Upload Resume and Skills Tests (one doc)

have EEsign ..

;0 0 0.0 0O 0 O

Re Act emp[ovee set up {See Re'ﬁct Procass for more detail)

0O 00 0 O

o o qwo:f"b: 0

- File and 19 pulled {new one created/done in Hire Right if. otd ones are gone)
“Re Act onboarding if mmaily hired before 1/1/16
Check W4

Check all demographro mfo and, avaltablhty .
Check for skills tests, app, FHC, and resume (get new app, nevi resume If hired more than 1 year

ago)

:Compiete Notlce o Employee thh updated pay Ef necessary

Verify pay. option and take steps to Re Act any old pay options stili current

Run new BGCHf more than 1'year since last shift worked
T New orlentatlon/place on time sheet if it's been over a year since last shiFt_
New Hire List (all fields)

De!ete emp[oyee from the INA/TER spreadsheet if they areonit

Upload Food Handler'sCard o

T T







l]_ntewﬁew.N@te;Sh@et ,

Name: “T'ud;u[ ﬂ&'\i‘hﬂé/r i - |interviewer: f [ \MA - ' F
Date: 0] )1 | 20(8 ’ L |Rate of pay: |
Position (s) App ied for; . o Réﬁew};e_d by

Cli HCW omws%hs

Sgrgef e YL IR %|Bartender - /30 AR B full-Time
Prep Cook - .. [15 Barista: = - Lo 10 % _

Grill Cook T T ot cashier 1 y Y.

Pl Cook - __/80] %|Cashier | . [10 % patTime |
Dishwasher™ - . _ CJ10) %|Housekeeping - | = Ji6| % -

 Knife Skilts Totalof . inFoodService

Cyisines

2
JE Wdlm’ﬁl"'[ GWW" 5"’5’“5
Stotions:
i

~PM only Weekdays only

long BlackTie

Black Vest’

"~ Black Bistro Tuxedo . 1/2 Tuxedo
Chef Coat  ChefPants  Knives  BlackPants  Non-SlipShoes  BowTie  Other:
Convention Candidate? Other Languages Spolen:

Would you recommend this apphcant for Actobat
Acatdemy? -

T
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Vo Hosgitaliy Statfing Profseiona
- Employment Application
Acrobat Quisourcing is an equal epportunity employer dedicated *éb"non-discﬁminatiqn in all employmeént practices. Acrobat
. Outsourcing selects the best qualified idividual for the Job based on job-related qialifications regardiess of race, age (40+4),

eolor, religion, gender, natlonal origin, ancestry, marital status, sexual orientation, disability or any other status profected by
appiicable faw. : ‘ s o ' ST S

= WAL 5 l“"eN/ Gt’K o Daer /an /g i
Home Telephone (__] ) L{‘O‘b’%"l‘q‘é?)&_@- Other Telephone (109 ) 335- 6632~
Present Address 260 Nan con SN San Jase  (Ca. 94y &7

- Full Name

Permanent Address, If different fr
Email Address

present address: -

Pesition applying for; NE] - S’P‘)ﬁ fs 9 am | ) I Salary desired:
Are you éu;rjébﬂy: registered with any staffing ahd}qu employment éééﬁéié;i?f 50, pleass list '

" Fulldime work? Yes__:No___ Part-fime work? Yes XC_ No___
" Temporary work, e.g., summer or holiday work? Yes___ No___ '

Are you applying for:
From: . To:

(Elaése check fill ir}ipmpér— name of source): _ R
ig ) 5-6 _Nowspaper [ Job Fair [ Agency [7] Gompafy Website [

week to weelk, depending on the a:dmpany needs, Piease list only the times/days you're avaiiable fo worl below. -

Plaase lkeiep '-_"s:a mind fhax‘ séhe&ﬁfé‘;s‘%ﬁd shifts may vé@'dépéﬁﬁﬂhg on position and season. An’diﬁcénéﬁj?, ﬂéé'héms may vary from

SPECIFY HOURS

" SUNBAY

: MbNDAY

WEDNESDAY

=L I UESDAY‘ THURSDAY ERIDAY SATURDAY
LAB R ' ' o ' ' NS
Towr™ | g | K yes | Waegl  wyd oS | gos | yeS
A ¥ ] yes) | gl Tyes ) [ Jhes [TOYE [Yos
SR | Des Yeog | Uyas |Yyes Yos | oz ¥ 0
Do you have any vadgtions.or extend?d leaves planned i §lo next 12 molehs? I so, please(jist dates: / . '

Have you ever applied to or worked for Acrobat Outsourcing before?  Yes_ ~ o}& If yeg, when?

Kfyes, please state name and relaflonship -

[RRNSRER b o S

Da you have fﬁgnds or relafives working for Acrobat Qutsourcing? Yes___ No

N
It hired, would you have & reliable means of transportation to and from work? e No__
If hired, can you present evidence of your lagal right fo live and work in this country? Yos Na__

State age If you are under 18 . . W you are under 18, hire is subjsct o verification thatyﬁﬁre"of'minimum"legal'age'to‘mrk.

Are you able to perform the essential functions of the job for which you are applying?  Yes No__




1 E%I}U?ﬂlﬁg

iy H@csmﬁaﬁty Satfing Frofesslansls

If no, describe the funclions that cannot be performed.. (Note: We comply with the ADA and consider reasenable accommaodafion
measures that may be necessary for eligible app]:cantslemplayees to perform essential funcfions.)

' Pursuant {o the San Franclsco Fair Chance Ordinance, wie wilf cunsﬂeler for ampicyment quainﬂecﬂ apphcants Wsth arres‘i ami

conviction records.

NAWE OR5CHOOL _ " [GAYSSIATE | GRADEORDEGREE | DID YOU GRADUATE?
Mt Tfease _SaN Dase - | COMPLETERY.0. (a3

De you have anj{f_special licenses, grhﬁcates or spemal ;zaml f

20 pleasé fist under “Special’”, ... YES
Aré you computer llterate? If 50, hstsoftware knowleclge under L YES
s “Special iy ; SUNRE CEE e
Are you profmient wrth Pomt of Sales Systems'? lf s0 piease ilst T " YES
| which ones under“Speciai v o e
Do you have any other experience, tralnlng, quahflcatmns or special o . YES

| skilts, wh;ch you feel make you especlally smtec; for work at Acrobat
Outscurcmg? If so, please list under “Specral v

Spac:

manths or more. -
Are you currenﬂy amployed‘? Ves

Name and Address of Employer : E’ﬂ A/ﬂi /r’ ./ / 4

\]‘\ Teiephone:j ( ) ’Wﬁ\ f‘U ‘guP fs)o\)sName

' 'Type of Busmess .
Your Pesition and Duties QPK\/'? foad S@T‘Q &) B‘? L ﬂq)ﬂd?"‘ ‘Pi'\ r["p

-j""_k\[/‘l.._}.

Dated/of Empluyment From IOI% To |quq Weekly Pay: ¥Sta ﬂ\/rthg&l Q Endm&g D 03 ’ﬁ/p@

Reason for Leavmg SQ c} jﬂ)b‘ QQ h @45 \ :

| \{\U:é % 0’13 %‘7 7ar€[-sjsName | y
Yaur Eosatlon andDutles__ . [/\) a r‘*rz S < . ¢ h 6 Uu*(ﬂf
' ﬂ /JE(I h/ ‘C(J/

Dates of Emp!oyment: From %Ta lq ]( ) Weekly Pay: Starting Ending____
Reason for Leaving: ___ 30/ (Q \J"‘}’- “}'D "Hﬂ ¢ CT’( l’\ﬁ@ YN mg s

Name and Address of Employar

b' S\/S/\/"LS [’C!‘!Lf’;%r/;vq. GJGA) SQR&/ﬁL [?crrdpf\/cﬁé’f( Pﬁ@ﬁ CQD

[ LA L |




outsoure ﬂ
‘?’ﬁﬁ;r H@sgaimﬁity E&aﬁ%ﬁg @?ﬁ%ﬁm& 5
Telephone No. ( ),

Type of Business
Your Position and Duties

Supervisor'sName .

Dates of Employment: From To

Reason for Leavmg

Ending

WeeKly Pay: Starting

Mame amﬂ Address uf Empaoyen- '

' T_el'ebh'one No.

Supervisor's Name

()

Type of Bu_siness
Your Position and Duties___
Dates df_E_mploymé_ht:'_Frqrﬁ_‘ '_ . Fo . Weskiy Pay: _'Sté&ing . ' _'Eﬁdinﬁ

Reason for Leaving:

 Have you ever heen

 firad from any previcus place of employment? If so, pleass axplaln: _

Have you. obtalned
lf $6; descr[be s

Saa/ fme (o 3

Occupation A / W& (7 S Re!attor'@'

y’
AL

ReHet

. Name;

Number of Years Acquamted

Télebhdri.e No. ( / GR)

"7 Hj]

s L /“ anl_wey

- Address

sw r\%sc 95/93

Occupaﬂon = / ¥ -1LR[ 5 Relat;
Name: (Tw,amm ﬂdaS (.U*Jﬂ/%

Number of Years Acquainted:

“Telephons No (. égo 7 O K}( 3 §§

Address 510@5 maon, ‘!‘ffﬂ-\

<S®V\) Sest G~ 12—

Occupation: (ff/m /v 76‘2“

Relationship: mﬁ’)\) a

Number of Years Acquainied: J 2.

s




DltEaLry ?.'i
Vor H@ﬁg&t&tr&y ﬁ%ﬁﬁﬁg Eﬂrﬂfasﬁﬂn

Please Read Carefully, Inftial Each Paragraph and Sign Below

{ 2)/% I hereby certify that ! have not knowingly wrthheld any mformatron that might adversely affect my chances for -
employment and that the answers given by me are frue and correct to the best of my knowledge [ further certrfy
that 1, the undersigned applicant, have personally completed this application. | understand that any omission or
misstatement of material facts on this application or on any document used to secure employment shall be grounds
for rejection of this app[rcatron or for rmmedrate dlscharge if 1 am employed, regardless of the fime eiapsed before. |

discovery, _
)/ i 2 I hereby authorrze Acrobat Qutsourcing to thoroughty invastigate my references, work record educaﬂon and other
matters related fo my sultability for employment and, further, authorize the refersnces | have fisted to disclose to the -

- company any and all letfers, reports and other information related to my work records, without giving me prior notrce B _
of such -disclosure, in addifion, | hereby release the compary, my former smployers ‘and all ‘other persons _
corporations, partnershlps and associations from any and. all claims, demands or liabilifies arrsmg ou’r of or in any

way related to such mvestrgatron or drsclosure S R .

[ hereby authorize Acrobat’ C)utsourcrng and its au’rhorrzed representatr\res to solicit mformat[orr regardmg my

R background whrch may. inc[ude but not be: Iimrted to, :nformatron about my employment‘educatlon and/or crrmms:jr Do
' i ency an -

O understand that if selected for hire, It will be necessary for meto provide: satlsfactory evrdence of my :dent[ty and "
. legal authority to work in the Umted States, and thaf federal |mmrgrat|on Iaws requrre me to comp!ete an j-0 form | m_
thrs regard within three days of my hire date T _ e o -

i nothmg contar': f :
yment, if htred Is mtended to_create an employmen% __

is for-no definite or deferminable peried and may be terminated af any fime, with- or without- pri
without cause, at the option of sither myself or the company,. and that np prommises or representa’nons contrary to :
. the foregoing. are blndmg on the company unless made in writing and signed by me and the companys designated ;

representatwe

I hereby acknowledge that | have read and understand the above statements.

~

R

Date AN "alC}—' /%/

Ar@'rér@ainr’é'Sﬁrgmarwé éﬁu/ﬂ} 9 H‘




N@THCE T@ E_M PLOYEE
Labor Code section 2810.5

Employee Name: UMC l/l Hen WLV)‘&V‘
Start Date: __|0] 201 | 20I%

Legal Name of Hfrmg Employer: S E Scher

Is ‘hiring employer a staffing agency/busmese (e g., Temporary Services Agency, Employee Leasmg
Company, or Professional Employer Organlzatlon [PEO])? uYes o No

Other Names Hiring Employer is "domg buelnees as" (if eppllcable)
Acrobat Outeourcmg - . |

Phy31cal Addrees of Hiring Employer’ s Main Ofﬁce
665 'l’hlrd St. Suite 415, San Fl'enc:leco GA 94107

H:rmg Employer s Nlaﬂmg Address (lf dlfferent ihan above)

Hiring Employer's Telephone Numberﬁ 41 5_'-"'4‘3;5"8.826 '

If the hiring employer is a staffing agency/busmess (above box checked "Yes"), the followmg is the other entlty
for whom this employee will perform work:

: 'Name F*CYD ‘%ﬁ MT@U\AV&M SN (10‘3\6

.Phys:cal Address of l\l‘lam Oﬁlce 'ggg Tt PﬁlClW\l:o ay &Gm 6050 CP{ Oll;])i{z

W

o _lVlamng Address

Rate(s) of Pey' $ 1. GD- o ,A Overtime Rate(s) of Pay: &525—" _SD
Rate by (check box): “ﬁ\Hour o':éhlft oDay nWeek o Salary o Pisce rale o Commission
o Other (provide epeorflce) CUDDW o / Lmﬂ“‘f%—mé @ Vi s )

Does a written agreement ex;et provndmg the rate(s) of pay? (checkbox) “JBYes o No
Iif yes, are all rate(s) of pay and bases thereof contained in that written agreement? ﬁYes o No
A!lowances lf any, clalmed as part of mmimum wage (mcludlng meal or lodglng allowances): |

N/A

(if the empioyee has mgned the acknowledgment of receipt below, it does not constitute a “voluntary written
agreement™as required under the law between the employer and employee in order to eredit any meals or lodging
egame’f the minimum wage. Any such voluntary written agreement mustbe evidenced by a separate document.)

Regular Peyday; FRIDAY

DLSE-NTE (rov 9/2014)

LI AN P e |




Insurance Carrier’s Name: Integro USA Inc. dba Integro Insurance Brokers

Address: 1 State Street Plaza, 9% floor, New York, NY. 10004

Telephone Number: 212-295-5440
Pohcy No.: LDC4042609 AOS

0 Self-Insured (Labor Code 3700) and Certificate Number for Consent to Self-Insure: |

Unless exempt, the employee identified on this notice is entltled to minimum requirements for paid sick leave under state
law which provides that an employee: '
a. May accrue paid sick leave and may request and use- up to 3 days or 24 hours of accrued paid sick leave per
year; ;
b. May not be terminated or retaliated agalnst for using or requestmg the use of accrued paid sick leave; and
¢. Has the right to file a complaint against an employer who retaltates or discriminates against an employee for
1. requesting or using accrued sick days;
2. attempting to exercise the right to use accrued paid sick days, _
3. filing a complaint or alleging a violation of Article 1.5 section 245 et seq. of the California Labor Code;
4. cooperating in an investigation or prosecution of an alleged violation of this Article or opposing any policy
or practice or act that is prohibited by Article 1.5 sectlon 245 et seq. of the California Labor Code.
The foilowmg applies to the employee identified on this notice: (Check one bax) :
ol Accrues paid sick leave only pursuant to the minimum reqmrements stated in Labor Code §245 et seq. with-no
other employer policy providing additional or different terms for accrual and use of paid sick leave.
ey 2. Accrues paid sick leave pursuant to the employer's pohcy which satisfiés or exceeds the accrual, carryover, and use
requirements of Labor Code §246. _
u 3. Employer provides no less than 24 hours (or 3 days} of paid sick leave at the beginning of each 12-month period.
o 4. The employee is exempt from paid sick leave protectlon by Labor Code §245.5. (State exemption and specific
subsection for exemption);

PO A (noMdnd

(PRINT NAME-of ployerﬁepresentative) | | | “M/NT }?ME of Emp% )
g
SIG\\I//J\TUF{E\*mc }Emﬁloyer Representatlve) - / ()X@NA & RE of E#by;%
204§

Y
{Date) - 2% (Date)

‘The employee’s signature on this notice merely constitutes acknowledgement of recelpt.

Labor Code section 2810.5(b) requires that the employer notify you in writing of any changes to the information
set forth in this Notice within seven calendar days after the time of the changes, unless one of the following
‘applies:. (a) All changes are reflected on a timely wage statement furnished in accordance with Labor Code
section 226; (b) Notice of all changes is provided in another writing requlred by law within seven days of the
-changes

DLSE-NTE (rev 9/2014)




M. REZA ROHANI, M.D., F.A.C.S., INC.

2505 SAMARITAN DR.
SAN JOSE CA 95124
408-358-3111

2/5/2020

RE: Judy Heninger

To whom it may concern,

The patient’s absence is physician advised due to illness or injury. This certifies that she
has been under our care for this problem,
Please excuse Judy from work for the following dates:

January 23, 2020 to February 09, 2020.
Patient is to return to work full duty on February 10, 2020.

Sincerely,

Doctor: M. Reza Rohani, M.D.

Mohammadreza Rohaningjad MD
2505 Samaritan Dr. Ste. 504
San Jose CA, 95124
Tel: 408-358-3111
Fax; 408-358-3114

T T 1 s

[T 3% 0
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Sun Life Absence Management Services
Provided by FMLASource®

Facsimile Cover Page

Sun Life Absence Management Services
455 North Cityfront Plaza Drive
Chicago, IL 60611-5322
T: 877.786.3652 F: 877.302.0217/0218

www.sunlife-ams.com

175

Date: February 03, 2020

To:  Dr. Rohani
Fe 1 (408) 358-3114

Number of pages including cover sheet: 5

From: Sun Life Absence Management Se

The above named employee has requested leave under the FMLA.
Please review and complete the attached documents.

Completed medical certification forms should be retumed to
Sun Life Absence Management Services via confidential fax at 877.309.0217/0218.

If you have any questions or concerns you may contact us at 877.786.3652

Employee : Judy Heninger
Employee's Date of Birth : 06/03/1955
l.eave Request Number : 2863622

This message is intended only for the use of the party addressed and may cootain confidential information. Ifyou are not the intended recipient, or
the employee or agent responsible for delivering the message to the intencded recipient, you are hereby notified that any dissemination, distribution
or copying of this communication is strictly prohibited. If you have received this communication in @rror, please notify us immediately by telephone.

T A
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- ADA Page 1
MEDICAL INQUIRY FORM RELATED
TO AN ACCOMMODATION REQUEST

Company Name: The Service Companies, Inc

ADA Laave Request Number: 2863622

Name: Judy Heninget

Your patient has requested time away from work that may qualify under the Americans with Disabilities Act (ADA} as a
reasonable accommodation. Please complete this form and send to the fax number on the fast page. Please avoid
using abbreviations when completing this form.

IQuestions to help determine whether an employee has a disability.

Under the ADA, an employee has a disability if he or she has a physical or mental impatrment that substantially imits
one or more major life activities or has a record of such impairment. The following questions may help determineg
whether your patient has a disahility.

Does your patient have a physical or mental impairment?
O Yes, permanent impairment(s) g\"es, temporary impairment(s) I No

If yes, what is the Impairment?

Celomt Su vathl Qun \}23 ','LDZb

Answer the following question based on the limitations the patient has when his or her condition is in an
active state and what limitations the patient would have if no mitigating or alleviating measures were used.
Mitigating or alleviating measures:

Include regimens of medication, use of medical supplies, equipment, hearing aids, mobility devices, the use of
assistive technology, reasonable accommodations or auxiliary aids or services, prosthetics, learned behavioral or
adaptive neuroiogical modifications, psychotherapy, behavioral therapy, and physical therapy.

Do nat include ordinary eyeglasses or contact lenses.

Substantial limitations. Does the impairment substantially limit a major life activity? l;ﬂ] Yes B No
{A major life activity is substantially limited when compared to most people in the general
population and/ar when it is permanant or long-term.)

If yes, what major life activity({ies) (includes major badily functions) isfare affected?

8 Bending O Hearing O Reaching £ Speaking A Assistance with
O Breathing [  Interacting With Others 0 Reading [ Standing g:gigt?gns
B Caring ForSelf 0O Learning O Seeing 0 Thinking O Other: (describe)
B Concentrating O Lifting O Sitting O Walking
B Eating O Performing Manual Tasks O Sieeping  §{ Working

Major bodily functions:
01 Bladder O Digestive O Lymphatic O Reproductive
O Bowel O Endocrine O Musculoskeletal O Respiratory
O Brain [0 Genitourinary O Neurological 0 Special Sense Organs & Skin
1  Cardiovascular O Hemic O Normal Cell Growth O Other: {describe)
O Circulatory O Immune O Operation of an Organ

Will the impairment, including any residual effects, last for several months? O Yes ﬁﬂ No

If the impairment will not several months, please describe the severlly of the impairment:

Is there reason to believe that the patient’s condition will improve significantly over time, @ Yes £ No
allowing the patient to return to work?

L L R |
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ADA _Page 2

Part A. Questions to help determine whether an accommodation is needed.

An employee is entitled to an ADA accemmodation only when the accommodation is needed because of the disability.
The following questions may help determine whether the requested (or a different) accommodation (including those that
may mitigate the requested absence} is needed because of the disability. Talk with your patient about the job
functions typically performed to answer the following questions:

Are job functions impeded? Do the limitations o major life activities indicated above )El Yes 0 No
impede or prevent your patient from performing his/her fob functions?

if yes, which job functions are impeded by the limitation? Which job functions is the patient unable fo perform, or
which benefits of employment are inaccessible without accommodation?

W\&b\;& '}'t‘) \)._)DY\-’—' OL?Q’ W/ .

If yes, how are job functions impeded by the limitation? /n what way(s) do the pafient's limitation(s) impede his/her
ability fo perform fypical fob function(s} or access benefits of employment?

Recond Swreery Hoough TR

Part B, Questions to help determine effective accommadation options.

The following questions may help determine effective accommodations:

Da you have any suggestions, other than time away from work, regarding possible accommodations to enable
performance of job functions? 1 Yes ﬂ No

if "yes", what are they?

If the patient's employer wera able to accommodate the above restriction(s) or provide an accommaodation to the
patient's current role, would the patient be able to return to work? O Yes Kl No

If s0, please list the date your patient could return fo work: (mmiddiyyyy)

How would your suggestions improve the patlent's ability to perform job functions?

Will your patient have work restrictions upon returning to work? 3 Yes )@ No
if s0, please describe the restrictions and indicate how long each restriction will continue;

Continued on next page ADA Leave Reports: 2863622

(T

LU T e |
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ADA Page 3

IPart C. Provide Dates and Frequency for the leave request.

Frequency of Absence:
Will the absences be taken in an uninterrupted block of fime OR in occasional absences?

Uninterrupted black of time (l.e., continuous) 0 Occasional absences (i.e., intermittent or reduced
schedule)

For uninterrupted leave, please complete part C1. For occasional leave, please complete part C2.

Part CA1, If this leave is continuous:
A) Start Date: Please indicate start date of continuous leave: ) l 2.5 lézZD {mm/ddiyyyy)
End date: On what date do you expact the patient to return to work? { (mm/ddiyyyy)
How confident are yous that the patient wili retusn to work on that date?
Definitely will return on the date above
Very likely will return on the date above
O Possibly will return on the date above
OR
1 {cannct provide an estimate on when my patient will return to work. If so, please explain:

B) The date of next scheduled appointment is: U'Lg Q(;l 2220 (mmiddfyyyy)

Part C2. If this leave is occasional:

O Intermittent Leave: 1 Reduced Schedule Leave:
Is the pafient able to work buf needs accasional ime off as Is the patient ahle fo work bul nesds a FIXED
an accommodation? pari-time scheduls or laking predictable regularly
scheduled absences as an accornmodation?
Start date for leave or Initial appointment date Start date of Leave;
! ! (mmidd/yyyy) / ! {mmiddfyyyy)
Probable end date for leave Probable End Date of Leave:
! ! (mmiddlyyyy) or / / {mm/ddlyyyy)
B Condition s Hfelong (check if applicable)
i. Appointmentsitreatments - Will the patient nesd to Please indicate the amount of hours the patient will
miss work for appointments or treatments? need to miss sach day. Enter "0" for any days that
0O No your patient does work but will not need a reduced
O Yes - Estimate treatment scheduls: schedule.
Frequency: Up to times per: T3 week 0 month Cl year Su hours off | [1 Not scheduled to work
Duration for each: Up to 0 hours OO days M | ... hoursoff | £ Notscheduled to work
Pleage include the dategs of anyfschedu]ed Tu hours off | [1 Not scheduled to work
appc)fnlments and the time required for each W trours off | O Not scheduled to work
appointment: —_—
Th hours off | £ Not scheduled to work
ii. Flare-ups/Episodes - Wil the patient's condition F e houm off | O Not scheduled to work
prasent in recurring flare-ups ar episodes? How often Sa hours off | O Not scheduled to work
and for how long?
O No
[0 Yes - Provide estimates:
Frequency: Up to times per: O week O month O year
Duration for each: Up to O hours [ days
Continued on naxt page ADA Leave Reports: 28636822

TR
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ADA Page 4

Part D. Other questions or comments.

£ _

i AR 1 -
Part E. Healtl/ Caré Provider's [hformation.

/
Signature: { Vk/ \ %redentials: R/\@ Date:M}j&QQ
Name: - hamd '.?’\_5' Practice: Gevrora Suvar o

Address: /X Savpgu YT Dy HBE 8] ST O Oi&“i 24{- J

Phone number: _4 0% 35 ~21{ \ Fax number: Sy - 20R -3

Confidential fax: 877-309-0218

For purposes of California: The California Genetic Information Nondiscrimination Act of 2011 (CalGINA) prohibits
employers and other covered entities from requesting, or requiring, genetic information of an individual or family
member of the individual except as specifically allowed by law. To comply with tha Act, we are asking that you not
provide any genetic information when responding to this request for medical information. "Genetic Information,” as
defined by CalGINA, includes information about the individual's or the individual's family member's genetic tests,
information regarding the manifestation of a disease or disorder in a family member of the individual, and includes
information from genstic services or participation in clinical research that includes genetic services by an individual or
any family member of the individual, "Genetic Information” does not include information about an individual's sex ot
age.

The Genetic information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA
Title Il from requesting or requiring genetic information of an individual or family member of the individual, except as
apecifically allowed by this law. To comply with this law, we are asking that you not provide any genetic information
when responding to this request for medical information. "Genetic Information,” as defined by GINA, includes an
individual's family medical history, the results of an individual's or family member's genetic tests, the fact that an
individual or an Individual's family member sought or received genetic services, and genetic information of a fetus
carried by an individual or an individual's family member or an embryo lawfully held by an individual or family member

raceiving assistive raproductiva services.

ADA Leave Reports: 2863622
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