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EMPLOYEE CONTACT INFORMATION FORM 
Please complete the following information to ensure we maintain a current record of contact 

information for you and your emergency contacts.  

Job Information 

Title/Position: _________________________________________________________________________ 

Work Phone/Extension: _________________________________________________________________ 

Work Email Address: ____________________________________________________________________ 

Personal Information 

Full Name: ____________________________________________________________________________ 

Address: _____________________________________________________________________________ 

Home Phone: ______________________________ Cell Phone: _________________________________ 

Personal Email Address: _________________________________________________________________ 

Emergency Contact Information 

#1 Contact Name: ______________________________________________________________________ 

Contact’s Address: _____________________________________________________________________ 

Contact Primary Phone: _____________________________ Alternate Phone: _____________________ 

Relationship: __________________________________________________________________________ 

#2 Contact Name: ______________________________________________________________________ 

Contact’s Address: _____________________________________________________________________ 

Contact Primary Phone: _____________________________ Alternate Phone: _____________________ 

Relationship: __________________________________________________________________________ 

Completed By: Date: 



USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  07/17/17  N   Page 1 of 3

►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically, 
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later 
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

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

Date of Birth (mm/dd/yyyy) U.S. Social Security Number

- -

 Employee's E-mail Address Employee's Telephone Number

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):

1. A citizen of the United States

2. A noncitizen national of the United States (See instructions)

3. A lawful permanent resident

4. An alien authorized to work    until 
(See instructions)

(expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):     
      I did not use a preparer or translator.  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 Today's Date (mm/dd/yyyy)

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

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

Employer Completes Next Page
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USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 
of Acceptable Documents.")

Last Name (Family Name) M.I.First Name (Given Name)
Employee Info from Section 1

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

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 (mm/dd/yyyy):  (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative

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

Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial

B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

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 (mm/dd/yyyy) Name of Employer or Authorized Representative

YAKUTAT COMMUNITY HEALTH CENTER

712 Ocean Cape Road/PO Box 112 Yakutat AK 99689



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

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

LIST A

2.   Permanent Resident Card or Alien 
Registration Receipt Card (Form I-551)

1.   U.S. Passport or U.S. Passport Card

3.   Foreign passport that contains a 
temporary I-551 stamp or temporary 
I-551 printed notation on a machine-
readable immigrant visa

4.   Employment Authorization Document 
that contains a photograph (Form 
I-766) 

5.   For a nonimmigrant alien authorized  
to work for a specific employer 
because of his or her status:

Documents that Establish 
Both Identity and 

Employment Authorization

6.   Passport from the Federated States of 
Micronesia (FSM) or the Republic of 
the Marshall Islands (RMI) with Form 
I-94 or Form I-94A indicating 
nonimmigrant admission under the 
Compact of Free Association Between 
the United States and the FSM or RMI

b. Form I-94 or Form I-94A that has  
the following:
(1) The same name as the passport; 

and
(2) An endorsement of the alien's 

nonimmigrant status as long as 
that period of endorsement has 
not yet expired and the 
proposed employment is not in 
conflict with any restrictions or 
limitations identified on the form.

a. Foreign passport; and

For persons under age 18 who are 
unable to present a document 

listed above:   

1.   Driver's license or ID card issued by a 
State or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, eye 
color, and address

9.   Driver's license issued by a Canadian 
government authority

3.   School ID card with a photograph

6.   Military dependent's ID card

7.   U.S. Coast Guard Merchant Mariner 
Card

8.   Native American tribal document

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

2.   ID card issued by federal, state or local 
government agencies or entities, 
provided it contains a photograph or 
information such as name, date of birth, 
gender, height, eye color, and address

4.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

7.   Employment authorization 
document issued by the 
Department of Homeland Security

1.   A Social Security Account Number 
card, unless the card includes one of 
the following restrictions:

2.   Certification of report of birth issued 
by the Department of State (Forms 
DS-1350, FS-545, FS-240) 

 
3.   Original or certified copy of birth   
      certificate issued by a State,  
      county, municipal authority, or  
      territory of the United States  
      bearing an official seal

4.   Native American tribal document

6.   Identification Card for Use of 
Resident Citizen in the United 
States (Form I-179)

Documents that Establish  
Employment Authorization

5.   U.S. Citizen ID Card (Form I-197)

(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION

(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION

(1)  NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  07/17/17  N 

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.











   CSSD 04-1050 (Rev 12/31/12) 

Alaska New Hire Reporting Form 
 

Send completed form to: 

MS 13 New Hire Reporting Section 

CHILD SUPPORT SERVICES DIVISION 

550 W 7th AVE STE 310 

ANCHORAGE, AK  99501-6699 

 

 

Or fax to:  (907) 787-3197 

Message Line:    (907) 269-6685 

   Toll free in Alaska: 1 (877) 269-6685 

For information call: (907) 269-6089 

 

Employer Information 
 

Submission Date (Year / Month / Date) Contact Phone Number  Contact Fax Number  Contact Email address  

 
 

 
907-784-3275 

 
907-784-3263 

 
 

 
Employer Federal Identification Number  (FEIN) Employer AK Department of Labor Number   Do you provide Health Insurance to your Employee?     

 
82-1180162 0000596167 Yes  No  

 
Employer Name Employer  -  Doing Business As  / Also Known As  
 
Yakutat Tribal Health Board 

Yakutat Community Health Center 
 

Employer Payroll Mailing Address City State Zip Code 

 
PO Box 112 

 
Yakutat 

 
AK 

 
99689 

 
Employer Physical  Address  “Same” if same as mailing address City State Zip Code 

 
421 E Ocean Cape Rd 

 
Yakutat 

 
AK 

 
99689 

 

Employee Information 

 

 

Employee Social Security Number  * Employee First Name M.I. Employee Last Name 

 
 

   

 
Employee Street Address City State Zip Code 

 
 

   
        

 Year Month Day  Year Month Day 

Employee  

Date of Hire     /   Rehire  

    Employee  

Date of Birth  
   

* You are required to provide the social security numbers of your newly hired or rehired employees pursuant to AS 25.27.075(b).  The Child Support Services 

Division will use the social security numbers only for  the purpose of establishing and enforcing child support. 

 

 

 

Employee Social Security Number  * Employee First Name M.I. Employee Last Name 

 
 

   

 
Employee Street Address City State Zip Code 

 
 

   
        

 Year Month Day  Year Month Day 

Employee  

Date of Hire     /   Rehire  

        Employee  

Date of Birth  
   

 
 

Employee Social Security Number  * Employee First Name M.I. Employee Last Name 

 
 

   

 
Employee Street Address City State Zip Code 

 
 

   
        

 Year Month Day  Year Month Day 

 

Contact Name  Contact Title  
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EMPLOYEE DIRECT DEPOSIT SIGN UP FORM 
 

Please complete form to request direct deposit into your checking or savings account. 

PERSONAL INFORMATION 

First Name:  MI:  Last Name:  

Social Security Number:  

Address:  

  

City:  State:  Zip Code:  

Home Phone Number:  Cell Phone Number:  
 

 

TYPE OF DEPOSIT 

          Payroll                       Retirement/Annuity                       Savings 

          Other:  
 

 

ACCOUNT SELECTION 
(Account to Automatically Deposit Check Into) 

Financial Institution: 
 

Routing Number:  Account Number:  

Account Type:           Checking                       Savings 

Name on the Account: 
 

 

 

I authorize the Yakutat Tlingit Tribe/Yakutat Community Health Center and KeyBank to automatically 
deposit my check into my account listed above.  This authorization will remain in effect until I have a 
new authorization, or until this authorization is revoked by me in writing. 

Employee Signature:  Date:  
    

PLEASE PROVIDE A VOIDED CHECK OR SAVINGS DEPOSIT SLIP 



 

 

 
 

INDIVIDUAL DRIVER QUESTIONNAIRE 
 

Named Insured:  Yakutat Tribal Health Board 
DBA: Yakutat Community Health Center 
Policy No:  CPP 1222262 01 
              

DRIVER IDENTIFICATION 

Name of Driver:  Date of Birth:  

 
(as shown on Driver’s License) 

   

Address     

 Street City State Zip Code 

 
Driver’s License # State Where 

Licensed 
Expiration Date Type of License No. of Years 

Licensed 
No. of Years’ Experience Driving: 

Trucks              Buses 
Length of Present 

Employment 

        

 
NUMBER OF ACCIDENTS AND MOVING TRAFFIC VIOLATIONS IN PAST 3 YEARS 

No. of Accidents No. of Violations Date of Accident or Violation EXPLAIN 

    

    

    

    

 
M-804g (12/87) 
 
 

I, the applicant named above, do hereby authorize the Dept. of Public Safety, Division of Financial 

Responsibility, and Motor Vehicle Records to furnish my driving record to  Umialik Insurance Company, 

Umialik Insurance Company and/or Shattuck & Grummett Insurance, 9110 Mendenhall Mall Rd., #3 / 301 

Seward Street, Juneau, Alaska, 99801. 

 

Signature of Driver:  Date:  
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AUTH0RIZATION TO RELEASE RECORDS AND INFORMATION 

 
By applying for appointment as an Employee at Yakutat Community Health Center, I _________________ 
hereby authorize Yakutat Community Health Center, its representatives, employees, agents and 
members to consult with prior associates and others who may have Information bearing on my 
professional competence, character, health status, ethical qualifications, and ability to work 
cooperatively with others. 
 
I hereby release from liability all representatives, employees, agents and Medical Staff members of 
Yakutat Community Health Center, for their acts performed and statements made in connection with 
evaluating my credentials and qualifications. 
 
I hereby release from liability any and all Individuals and organizations who provide Information to 
Yakutat Community Health Center, its representatives, employees, agents and members concerning my 
professional competence, ethics, character, and other qualifications for employment consideration. 
 
I agree to Indemnify Yakutat Community Health Center, its representatives, employees, agents and 
Medical Staff members in the event that any false or misleading information or failure to provide 
complete data later exposes the Health Center to professional liability. 
 
I authorize Yakutat Community Health Center and its employees and agents to allow Accrediting Bodies 
access to my credentialling file as requested and to permit Accrediting Bodies to review said file. 
 
I declare under penalty of law, that all statements, answers, and information contained in this application 
are true, correct and complete to the best of my knowledge. I understand that falsification, 
misrepresentation or omission of any fact(s) will be sufficient cause for denial of this application and/or 
subsequent termination of any participating privileges granted upon the basis of this application. I agree 
to inform Yakutat Community Health Center in writing within fifteen (15) days, of any changes in the 
information provided and the answers to questions on the application as a result of new information or 
developments subsequent to my signing of the application. 
 
I agree that photocopies of this document will be as binding as the original and attest to the fact that the signature 
below Is my own. 

Employee Signature:  Date:  
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CONFIDENTIALITY STATEMENT 
 

 

An employee may not; unless he/she receives specific permission from his/her immediate 

supervisor, disclose privileged information about personnel actions, personnel records, property 

acquisitions, the Yakutat Community Health Center’s financial transactions, or policy actions in 

the formative stage.  The Yakutat Community Health Center’s financial programs that perform 

certain helping or treatment services to clients; as specified in the State and Federal Privacy Act, 

may not disclose confidential client information specified by that legislation.   

 

I understand and agree that in the performance of my duties as an employee of the YAKUTAT 

COMMUNITY HEATLH CENTER, I must hold all information in confidence.  I understand that any 

violation of this confidentiality statement may result in punitive action and/or dismissal from my 

job. 

 

 

     

Employee Name (Print)  Employee Signature  Date 
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HEALTH INFORMATION PORTABILITY AND ACCOUNTABILTY ACT (HIPAA)  
CONFIDENTIALITY AGREEMENT 

 
I understand that the Yakutat Community Health Center (YCHC) and their clients have a legal responsibility to protect patient privacy. 
To do that, it must keep patient information confidential and safeguard the privacy and security of patient information. In addition, I 
understand that during the course of my employment, my accessing the site, or other work with YCHC, I may see, hear, or even touch 
confidential information including Protected Health Information (PHI) about the YCHC, any PHI I am privy to or pertaining to the 
practice that YCHC must be maintained as confidential. 
 
Regardless of the capacity in which I work, whether I am employee, cleaning service, sales representative, building maintenance, or 
general work, I understand that I must sign and comply with this agreement in order to be allowed to work or access the site of YCHC.  
By signing this agreement, I understand and agree that: 
 
1. For indirect contact as a vendor of PHI or ePHI, I will keep patient information confidential and never discuss with others.   
 
As an employee or contractor that works directly with PHI or ePHI, I will disclose patient information only under the conditions set 
forth by our Privacy and Security Officers. Regarding other types of important information to the organization, I will keep such 
information confidential and will only disclose such information if it is required for the performance of my job and after receiving the 
permission of the Privacy Officer. 
 
2. As an employee, contractor, or indirect access as a vendor to ePHI or PHI, I will not discuss any information either patient-
related or operations-related in public areas (even if specifics such as a patient’s name are not used), unless that public area is an 
essential place for the performance of my job.  I will keep all security codes and passwords used to access the facility, equipment or 
computer systems, confidential at all times. 
 
3. As an employee, contractor, or indirect access as a vendor to ePHI or PHI, I will only access or view patient information for 
that which is required to do my job. If I have any questions about whether access to certain information is required for me to do my 
job, I will immediately ask the Compliance Officer for assistance. 

 
4. As an employee, contractor, or indirect access vendor to ePHI or PHI I will not disclose, copy, transmit, inquire, modify, or 
destroy patient information or other practice confidential information without permission from the Privacy Officer. This especially 
includes transmissions from the practice to my home. 
 
5. As an employee, contractor, or indirect access as a vendor to ePHI or PHI, once my job with the organization is terminated or 
completed, I will immediately return all property.  This includes (e.g., keys, documents, ID badges, etc) to the practice.  Even after my 
job or access as a vendor is terminated, I agree to meet my obligations under this agreement. 
 
I understand that violation of this agreement may result in disciplinary action, up to and including termination of my employment 
or relationship with the organization, and this may include civil and criminal legal penalties as a result of the final Privacy Rule 
issued by the federal government. I have read the above agreement and agree to comply with it so that I may obtain employment 
with the YCHC or continue to work with the YCHC. 

     

Name (Printed)  Title  Company 

   
  

Signature  Date 
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CONSENT TO COLLECTION OF BIOMTETRIC DATA 

 
Your fingerprint will be collected and stored by Yakutat Community Health Center for the purpose 

of verifying your identity for access to the Yakutat Community Health Center payroll timekeeping 

system.  

 
• Your fingerprint data will not be disclosed by the Yakutat Community Health Center without 

your consent.   

 

• Your fingerprint data will be permanently deleted from all Yakutat Community Health Center 

systems upon your termination of employment from the Yakutat Community Health Center.  

 

By signing below, you consent to the Yakutat Community Health Center’s collection, use, and 

storage of your fingerprint in accordance with the requirements above. 

 

     

Employee Name (Print)  Signature  Date 
 

 

Office Use Only: 

Number Assigned in Microix:    Training Date:  

Employee Trained By:  Trainer Signature:  
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DRUG FREE WORKPLACE POLICY ACKNOWLEDGEMENT 

 Employees may not engage in the use, distribution, dispensation, possession, or manufacture of 
a controlled substance, and may not be under the influence of alcoholic beverages, inhalants, intoxicants 
or illegal drugs, while (1) on tribal premises, (2) operating tribal equipment or vehicles, or (3) on tribal 
business.  Employees may not report to work "under the influence" of a controlled substance used 
unlawfully.  Employees shall not consume any alcoholic beverage in the workplace or during work hours, 
and may not report to work "under the influence" of alcohol.  For purposes of this Policy, use, possession 
or being under the influence of marijuana during or near work time is prohibited both in and outside of 
Alaska.     
  
 Drug/Alcohol Testing.  The Tribe reserves the right to require drug or alcohol testing now or in 
the future, as follows: 

15.1.1 After an offer of employment has been made, but before a new employee actually 
starts working. 

15.1.2 After an accident or serious injury at work. 
15.1.3 With reasonable suspicion that the employee has violated this policy. 
15.1.4 Random, suspicionless testing for safety-sensitive positions. 

 An employee shall be requested to submit to testing.  Failure to cooperate or to timely report to 
the testing facility shall authorize discipline, up to and including termination.   
 
 Violation of this Policy.  An employee who violates this policy may be terminated.  Alternatively, 
with the written authorization of the Executive Director, the employee may be placed on leave status for 
a specific period, in order to provide the employee an opportunity to complete an appropriate treatment 
program.  The employee’s return to work shall be conditioned upon no further violations of this policy, 
and the employee may be required to participate in continuing treatment, testing, and/or a “last chance 
agreement” as a condition of their return.   
 Where the employee has been terminated under this policy, rehire may be conditioned upon the 
employee establishing that he or she has completed drug or alcohol treatment, and is continuing with 
appropriate aftercare.   

This policy does not diminish, increase or otherwise change an employee’s rights or 
responsibilities under the Yakutat Tlingit Tribe Personnel Rules or applicable collective bargaining 
agreement. 

 

I have read and understand that any violation of the DRUG FREE WORKPLACE POLICY may result in 
dismissal. 
 
 

Employee Name (Print)  Signature  Date 
    

 



13 
 

EXHIBIT A 

 

CERTIFICATION OF COMMITMENT TO COMPLY WITH 

STANDARDS OF CONDUCT AND COMPLIANCE PROGRAM 

 
 

I hereby acknowledge and certify that I have received and reviewed a copy of the Yakutat 

Community Health Center (YCHC) Standards of Conduct and Compliance Program and I 

understand that it represents a mandatory policy of YCHC.   

By signing this form below, I agree to abide by these Standards of Conduct during the term of my 

Board membership, employment, contract, or agency or while otherwise authorized to serve on 

YCHC’s behalf. In addition, I acknowledge that I have a duty to report any suspected or known 

violation of the Standards of Conduct or any YCHC policy or procedure to my supervisor or 

through the normal chain of command (or in the case of Board members, to the Board Chair). I 

acknowledge that I may also report the information directly to the Compliance Officer or any other 

member of senior management.  

 

Please return this completed, signed Certification of Commitment to the Compliance Officer.  

 

 

 

Name (Print)  Position with Yakutat Community Health Center 

   

Signature  Date 
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EXHIBIT B 

 

DISCLOSURE CONCERNING FINANCIAL OR OTHER INTERESTS THAT CREATE 

A POTENTIAL OR ACTUAL CONFLICT OF INTEREST 

 

STATEMENT OF PURPOSE: 

 

As a Board member, officer, employee, agent or volunteer of Health Center, I hereby certify that 

I understand that YCHC is a tax-exempt entity and must therefore strictly comply with the 

standards of the Internal Revenue Service (IRS). I will take reasonable measures to identify and 

avoid potential conflicts of interest in my relationship with YCHC and in carrying out my duties 

on behalf of YCHC. I will comply with YCHC’s Compliance Program and its related policies and 

procedures, such as those polices that relate to YCHC’s tax-exempt status, corporate and financial 

responsibility, conflicts of interest, and best business practices policies and others related to the 

business of YCHC. 

 

I understand that I owe certain duties to YCHC including, but not limited to, a duty of loyalty to 

YCHC. I understand that one aspect of fulfilling my duties to YCHC is to avoid actual or potential 

conflicts of interest where my allegiance might be divided, or appear to be divided, between a 

position of responsibility to YCHC, and another professional, personal, business or volunteer 

position or responsibility.   

 

To help avoid actual or potential conflicts of interest, I am disclosing other responsibilities and 

affiliations that may create or appear to create a conflict of interest with regard to my duties to 

YCHC and I agree to further disclose any such actual or potential conflicts of interest that may 

arise after I complete this form. I invite any further inquiry by YCHC that it deems appropriate. 

 

AGREEMENT AND DISCLOSURE: 

 

I have read YCHC’s Standards of Conduct and agree to comply with its terms regarding conflicts 

of interest. I understand the definition of interests in the Standards of Conduct and agree to 

supplement this Disclosure Form in the event that additional interests arise. Further, I understand 

that a violation of these standards may, depending on the severity of the violation, subject me to 

oral admonishment, written reprimand, reassignment, demotion, suspension, and/or dismissal, in 

addition to legal penalties which might apply. 

 

1. Disclosure of business relationships (e.g., an actual or forthcoming compensation 

arrangement either by contract or employment) with: (1) YCHC; (2) an entity with which 

YCHC has entered (or is negotiating to enter) a transaction or arrangement; or (3) an entity 

that is a competitor or potential competitor of YCHC:  
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2. Disclosure of financial relationships (e.g., a controlling ownership, investment interest, 

employment relationship or other relationship that a reasonable person would deem to be 

significant) with or a tangible personal benefits from: (1) an entity with which YCHC has 

entered (or is negotiating to enter) a transaction or arrangement; or (2) an entity that is a 

competitor or potential competitor of YCHC:  

 

 

 

3. Disclosure of fiduciary relationships (e.g., Board member or trustee) with: (1) an entity with 

which YCHC has entered (or is negotiating to enter) a transaction or arrangement; (2) an 

entity that is a competitor or potential competitor of YCHC: 

 

 

 

 

4. Disclosure of personal relationships with an individual who has a business, financial or 

fiduciary relationship: 

 

 

 

 

5. Disclosure of any supplementary income: 

 

 

 

6. Suggested means of mitigating any of the situations identified in Items 1 through 5 above: 

 

 

7. I know of no professional, business or volunteer position or responsibility, including vendor 

situations, that might give rise to an actual or apparent conflict of interest or otherwise impair 

my ability to make decisions in the best interests of YCHC (initial here): ___________ 

8. I warrant that I am not debarred, suspended or otherwise excluded from participation in any 

state or federally funded programs. I agree to notify the Board and/or EHD, as applicable, if 

I become debarred, suspended or otherwise excluded from participating in any state or 

federally funded programs. (initial here): ___________ 

 

 

Name (Print)  Position with Yakutat Community Health Center 

   

Signature  Date 
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Our mission is to empower our community to thrive physically, mentally and spiritually. 
Our work is guided by traditional values of: Listening with respect, Working together, Responsibility and Care of Self, Inclusivity and 

Fairness, and Living in Peace and Harmony 

ACKNOWLEDGEMENT OF RECEIPT OF PERSONNEL POLICIES  

I acknowledge that I have received a copy of the Yakutat Tlingit Tribe’s Personnel Policies effective date 
January 1, 2018. 
 
I understand that the 2018 Personnel Policy replaces any and all prior verbal and written communications 
regarding Yakutat Tlingit Tribe working conditions, policies, procedures, appeal processes, and benefits. 
 
I have read and understand the contents of the Personnel Policy and will act in accordance with these 
policies and procedures as a condition of my employment with the Yakutat Community Health Center. 
 
I understand that if I have questions or concerns at any time about the policies, I will consult my immediate 
supervisor, my supervisor's manager, Human Resources, or the Executive Director for clarification. 
 
I also acknowledge that the personnel policies contain an employment-at-will provision that states: 
 
“the Tribe is primarily funded by grants and funding is changing and uncertain, these policies cannot confer 
any rights or privileges to employees to remain employed by the Tribe, or to continue to receive particular 
employee benefits or rights for any particular period of time.  All employment with the Tribe is “at-will” 
and of indefinite duration, subject to termination at the employee’s or the Tribe’s option, with or without 
cause” 
 
I understand that the contents of the personnel policies are simply policies and guidelines, not a contract 
or implied contract with employees and the contents of the employee handbook may change at any time. 
 
Please read the Personnel Policies carefully to understand these conditions of employment before you 
sign this document. 
 

 

Employee Name (Print)  Signature  Date 

 
 

 

I have read and understand that any violation of the policies and procedures of Yakutat Tlingit Tribe and/or 
Yakutat Community Health Center may result in dismissal. 
 

 

Employee Name (Print)  Signature  Date 

 



STATE OF ALASKA 
DEPARTMENT OF PUBLIC SAFETY 

REQUEST FOR CRIMINAL JUSTICE INFORMATION 
From the Alaska Criminal History Record Repository 

Original forms must be submitted to: 
Criminal Records and Identification Bureau 

5700 E. Tudor Road, Anchorage, AK  99507 
Telephone: (907) 269-5767  Fax: (907) 269-5091 

Include fee:  $20 single copy, $5 each additional copy 
Check or money order must be made payable to ‘State of Alaska’ 

 
Type of information being requested (from the record subject):  (Choose ONE) 

 1. Criminal Justice Information available only to the SUBJECT 
 This report includes all criminal charges and dispositions, including any sealed record. 
 If the record subject has a sealed record this box MUST be checked   

 
 2.  Criminal Justice Information available to ANY PERSON for ANY PURPOSE 

 This report includes current/open criminal charges and charges that resulted in conviction, excluding sealed records. 
 

 3. Criminal Justice Information available to an INTERESTED PERSON 
 This report includes all criminal charges and dispositions, excluding sealed records 

 
A check or money order payable to the State of Alaska in the amount of $20 must accompany this request.  Additional copies, if 
requested at the time of this request, may be obtained for an additional $5 per copy.  State agencies with a Reimbursable Services 
Agreement (RSA) in place may fax the appropriate forms.  All other requests must be submitted via U.S. Postal Service or in person. 
 
Subject Name: ____________________________________________________________________________________ 
 
Maiden/Alias name(s): _______________________________________________________________________________ 
 
Mailing Address: ___________________________________________________________________________________ 
 
City/State/Zip: _____________________________________________________________________________________ 
 
Alaska Drivers License #: ____________________________________________________________________________ 
 
Date of Birth:___________________________________     Sex: -Male  Female   Soc Sec No. _________________ 
 
Telephone: ____________________________________      Msg: ____________________________________________ 

 

MAILING ADDRESS TO SEND REPORT: 
 
Name: ___________________________________________________________________________________________ 
 
Title:  ____________________________________________________________________________________________ 
 
Mailing Address:  ___________________________________________________________________________________ 
 
City/State/Zip:  _____________________________________________________________________________________ 
 

  If you would like the record faxed to you, provide a Fax Number:  __________________________________________ 

 
Unsworn Falsification Statement (Your request will not be processed if you do not sign this statement.) 
     I certify under penalty of unsworn falsification (AS 11.56.210) that the information I am supplying on and with 
this form is true and correct. 
 
Record Subject’s Signature                                                                                   Date 
 



 
 
Request for Criminal Justice Information 
Page 2 
 

Criminal Records and Identification Bureau Use Only 
  Fee Payment Type        ________________________   Report Sent to Subject _________________________ 
  Fee Waiver/Authorization _______________________   Report Sent to Requester _______________________ 
  OCA Number  ________________________________   R&I Staff initials  ______________________________ 

  

 
 
Authority: 
 
AS 11.56.210 - Unsworn Falsification 
 
AS 12.62.160 – Release and Use of Criminal Justice Information; fees 
 
AS 12.62.900 – Definitions 
 
13 AAC 68 Article 4 – Dissemination of Criminal Justice Information 
 
13 AAC 68.905 – Definitions 
 
 
DPS Form 11/15/03 
 
Revised 2/24/04 
 
Revised 4/20/04 
 
Revised 11/15/04 
 
Revised 1/13/05 
 
Revised 6/13/05 



 

YAKUTAT COMMUNITY HEALTH CENTER 
GOOD HIRE BACKGROUND CHECK AUTHORIZATION 

CONFIDENTIAL 
 

Print Name:  

_________________________________________________________________________________________________ 
(First)     (Middle)                                (Last)     (Maiden) 
 

Former Name(s) and Dates Used: 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Current Address Since: _______________________________________________________________________________ 
(Street)     (City)    (State/Zip)   (Mo/Yr) 
 

Previous Address From: ______________________________________________________________________________        
                                          (Street)      (City)    (State/Zip)   (Mo/Yr) 
 
Previous Address From: ______________________________________________________________________________  
                                           (Street)      (City)    (State/Zip)   (Mo/Yr) 
 
 
Date of Birth: _________________________________ Social Security Number: ________________________________ 

 

Telephone Number: ____________________________   Email:  ______________________________________________ 

 

The information contained in this application is correct to the best of my knowledge. I hereby authorize Yakutat 

Community Health Center and its designated agents and representatives to conduct a comprehensive review of my 

background causing a consumer report and/or an investigative consumer report to be generated for employment 

and/or volunteer purposes. I understand that the scope of the consumer report/ investigative consumer report may 

include, but is not limited to the following areas: verification of social security number; credit reports, current and 

previous residences; employment history, education background, character references; drug testing, civil and criminal 

history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving records, birth 

records, and any other public records. I further authorize any individual, company, firm, corporation, or public agency to 

divulge any and all information, verbal or written, pertaining to me, to Yakutat Community Health Center or its agents. I 

further authorize the complete release of any records or data pertaining to me which the individual, company, firm, 

corporation, or public agency may have, to include information or data received from other sources. and its designated 

agents and representatives shall maintain all information received from this authorization in a confidential manner in 

order to protect the applicant’s personal information, including, but not limited to, addresses, social security numbers, 

and dates of birth.  

 

Signature: _______________________________________________   Date: __________________________________ 

YCHC PF 11/2019 
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Our mission is to empower our community to thrive physically, mentally and 

spiritually. Our work is guided by traditional values of: Listening with respect, Working together, Responsibility and Care of Self, Inclusivity and 
Fairness, and Living in Peace and Harmony 

 

 

 

 
 
Name: ____________________________________________   Social Security #: _________________________________ 

 
DECLARATION FOR EMPLOYMENT 

INDIAN CHILD PROTECTION ACT (PL 101-630) 
BACKGROUND INFORMATION 

 
Section 408 of the Indian Child Protection and Family Violence Prevention Act of 1990 Public Law 101-630 requires an investigation of 
the character of each individual who is employed, or is being considered for employment, in a position with duties and responsibilities 
that involve regular contact with or control over Indian Children. 
 
Section 231 of the Crime Control Act of 1990 Public Law 101-647 requires those employment applications for childcare positions have 
applicants sign a receipt of notice that a criminal record check will be conducted.  The check shall include a search of the criminal 
history repositories of all states that an employee or prospective employee lists as current and former residences in an employment 
application. 
 
I certify that my response to these questions is under Federal penalty of perjury, which is punishable by fine or imprisonment, and 
that I have received notice that a National Criminal Check will be conducted.  I understand my right to obtain a copy of any criminal 
history made available to Yakutat Community Health Center and my right to challenge the accuracy and completeness of any 
information obtained in the report.  
 
PLEASE ANSWER BOTH QUESTIONS COMPLETELY 
 
1.  Have you ever been arrested for or charged with a crime involving a child?  ___ Yes   ___ No 
 
If “YES”, provide the date, explanation of the violation, disposition of the arrest or charge, place of occurrence, and the name and 
address of the police department or court involved. 

 

 

 
2. Have you ever been found guilty of, or entered a plea of no contest (nolo contendere), or guilty to, any felonious offense or 

any of two (2) or more misdemeanors offences under Federal, State, or Tribal Law involving crimes of violence; sexual 
assault, molestation, exploitation, contact or prostitution; crimes against persons; or offenses committed against children?   
___ Yes   ___ No 

 
If “YES”, provide the date, explanation of the violation, disposition of the arrest or charge, place of occurrence, and the name and 
address of the police department or court involved. 
 

 

 
Applicants Signature: ____________________________________________    Date: _____________________  
 



Yakutat Community Health Center 
Immunization Verification Review 

 
Name: _____________________________________________________________________    DOB: _____________________________ 

Tdap   (10 yr) 
Date of vaccine _____/_____/_____                                                          Vac Declination Date: _____/ _____/ ______/ 
 

Date 
Reviewed 

Complete 

MMR VACCINATIONS                        OR  
1 st Vaccination _____/_____/_____  
  
2 nd Vaccination _____/_____/____  

MMR TITERS 
Date of Measles titer _____/_____/____ □ Immune     □ Not immune 
 
 

  

VARICELLA VACCINATIONS             OR  
1 st Vaccination _____/_____/_____  
 
2 nd Vaccination _____/_____/____  

VARICELLA TITER 
Date of Varicella titer _____/_____/_____  □ Immune  □ Not immune 
Verbal History of illness: (circle) YES   NO 
 
                                               Vac Declination Date: _____/ _____/ ______/ 

  

HEPATITIS B VACCINATIONS (Vaccination 
dates AND Titer Required)  
1st Dose _____/_____/_____  
2nd Dose _____/_____/_____  
3rd Dose _____/_____/_____  
4th Dose _____/_____/_____ 
5th Dose _____/_____/_____ 
6th Dose _____/_____/_____ 
 

HEPATITIS B TITER 
 
Titer Date _____/_____/_____ Titer Result (circle) Positive  Negative 
 
Titer Date _____/_____/_____ Titer Result (circle) Positive Negative 
 

  

TUBERCULOSIS (Required annually) 
PPD #1 _____/_____/_____  
Result (circle) (                  mm)    Negative      
Positive 
PPD #2 _____/_____/_____  
Result (circle) (              mm)   Negative   Positive  
 

If History of positive PPD or Quantiferon, date of most recent chest x- 
 
ray_____/_____/_____     Result (Circle)     Negative         Positive. 
 
BCG History?: (circle)    YES     NO              Please submit copy of report. 
                                                        

  

Influenza Date of vaccine _____/_____/_____   Date of vaccine _____/_____/_____   Vac Declination Date: ___/ ____/____/ 
       

  

 Verified by:            Date:  



YAKUTAT COMMUNITY HEALTH CENTER 

Vaccine Declination 

I understand that due to my occupational exposure to potentially infectious materials I am at risk of 

acquiring the following infectious diseases for which there are vaccines: hepatitis B (HBV), influenza, 

measles, and varicella. I have been given the opportunity to be vaccinated for these infections at no cost 

to myself. I understand that by declining the vaccine(s) I place myself, my family, and the community at 

increased risk of acquiring these serious diseases. If I choose to be vaccinated in the future, the vaccines 

will be provided. 

Please sign below for each of the vaccines that you are declining. This declination will remain in effect 

unless if it specifically revoked. 

 

 

 

 

I decline the influenza vaccine. I understand that by declining the influenza vaccine I will be required to 

wear a mask at all times in the clinic from mid-October until the first of May.  

 

________________________________________________________________________________ 

Employee Name (printed)                          Employee Signature            Date 

-  - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - 

I decline to obtain the varicella vaccine. 

 

_________________________________________________________________________________ 

Employee Name (printed)  Employee Signature             Date  

- - - - - - - - - - - - - - - - - - - - - - - -- -  -- - - - -  

I decline to obtain the Td and/or the Tdap vaccine. 

 

_________________________________________________________________________________ 

Employee Name (printed)  Employee Signature            Date  
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bãéäçóÉÉ låäó bb C péçìëÉ bb C
aÉéÉåÇÉåíL`ÜáäÇEêÉåF

bbI péçìëÉ C
aÉéÉåÇÉåíL`ÜáäÇEêÉåF

cìää cÉ~íìêÉ q q q q

q f Çç åçí ï~åí íÜáë ÅçîÉê~ÖÉK fÑ óçì Çç åçí ï~åí íÜáë sáëáçå `çîÉê~ÖÉI éäÉ~ëÉ ã~êâ ~ää íÜ~í ~ééäóW

q f ~ã ÅçîÉêÉÇ ìåÇÉê ~åçíÜÉê sáëáçå éä~å

q jó ëéçìëÉ áë ÅçîÉêÉÇ ìåÇÉê ~åçíÜÉê sáëáçå éä~å
q jó ÇÉéÉåÇÉåíë ~êÉ ÅçîÉêÉÇ ìåÇÉê ~åçíÜÉê sáëáçå éä~å
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_~ëáÅ iáÑÉ `çîÉê~ÖÉW
_ÉåÉÑáí êÉÇìÅíáçåë ~ééäóK mäÉ~ëÉ ëÉÉ éä~å ~Çãáåáëíê~íçêK

mçäáÅó ^ãçìåí
bãéäçóÉÉ låäó
R NRMB çÑ óçìê ~ååì~ä
ë~ä~êó íç ~ ã~ñáãìã çÑ
ANMMIMMM

k~ãÉ óçìê ÄÉåÉÑáÅá~êáÉëW Emêáã~êó ÄÉåÉÑáÅá~êó éÉêÅÉåí~ÖÉë ãìëí íçí~ä NMMBF

mêáã~êó _ÉåÉÑáÅá~êáÉëW

k~ãÉW pçÅá~ä pÉÅìêáíó kìãÄÉêW______-____-________ B

a~íÉ çÑ _áêíÜ EããJÇÇJóóFW___J___J___ ^ÇÇêÉëëL`áíóLpí~íÉLwáéW

mÜçåÉW E F J oÉä~íáçåëÜáé íç bãéäçóÉÉW|

k~ãÉW pçÅá~ä pÉÅìêáíó kìãÄÉêW______-____-________ B

a~íÉ çÑ _áêíÜ EããJÇÇJóóFW___J___J___ ^ÇÇêÉëëL`áíóLpí~íÉLwáéW

mÜçåÉW E F J oÉä~íáçåëÜáé íç bãéäçóÉÉW|

`çåíáåÖÉåí _ÉåÉÑáÅá~êóW pçÅá~ä pÉÅìêáíó kìãÄÉêW ______-____-________

a~íÉ çÑ _áêíÜ EããJÇÇJóóFW___J___J___ ^ÇÇêÉëëL`áíóLpí~íÉLwáéW

mÜçåÉW E F J oÉä~íáçåëÜáé íç bãéäçóÉÉW|

Efå íÜÉ ÉîÉåí íÜÉ éêáã~êó ÄÉåÉÑáÅá~êáÉë ~êÉ ÇÉÅÉ~ëÉÇI íÜÉ ÅçåíáåÖÉåí ÄÉåÉÑáÅá~êó ïáää êÉÅÉáîÉ
íÜÉ ÄÉåÉÑáíK bãéäçóÉê ã~áåí~áåë ÄÉåÉÑáÅá~êó áåÑçêã~íáçåKF

fÑ íÜáë _~ëáÅ iáÑÉ éçäáÅó ïáää êÉéä~ÅÉ óçìê ÉñáëíáåÖ äáÑÉ áåëìê~åÅÉ éçäáÅó ìåÇÉê óçìê ÅìêêÉåí ÉãéäçóÉêI éêçîáÇÉ íÜÉ ~ãçìåí çÑ íÜÉ éêÉîáçìë éçäáÅó A____________

fãéçêí~åí kçíÉëW

√ _~ëÉÇ çå óçìê éä~å ÄÉåÉÑáíë ~åÇ ~ÖÉI óçì ã~ó ÄÉ êÉèìáêÉÇ íç ÅçãéäÉíÉ ~å ÉîáÇÉåÅÉ çÑ áåëìê~Äáäáíó Ñçêã Ñçê _~ëáÅ iáÑÉK

páÖå~íìêÉ

l ^å ÉãéäçóÉÉDë ÇÉÅáëáçå íç ÉäÉÅí sáëáçå çê åçí ÉäÉÅí sáëáçå ãìëí ÄÉ êÉí~áåÉÇ ìåíáä íÜÉ åÉñí éä~åDë léÉå båêçääãÉåí éÉêáçÇK fÑ íÜÉ ÉãéäçóÉÉ ÉäÉÅíë åçí íç Éåêçää áå îáëáçå
ÅçîÉê~ÖÉI íÜÉó ~êÉ åçí ÉäáÖáÄäÉ íç Éåêçää ìåíáä íÜÉ éä~åDë åÉñí léÉå båêçääãÉåí éÉêáçÇK

l f ìåÇÉêëí~åÇ íÜ~í ãó ÇÉéÉåÇÉåíEëF Å~ååçí ÄÉ ÉåêçääÉÇ Ñçê ~ ÅçîÉê~ÖÉ áÑ f ~ã åçí ÉåêçääÉÇ Ñçê íÜ~í ÅçîÉê~ÖÉK

l f ìåÇÉêëí~åÇ íÜ~í íÜÉ éêÉãáìã ~ãçìåíë ëÜçïå ~ÄçîÉ ~êÉ Éëíáã~íáçåë ~åÇ ~êÉ Ñçê áääìëíê~íáîÉ éìêéçëÉë çåäóK

l pìÄãáëëáçå çÑ íÜáë Ñçêã ÇçÉë åçí Öì~ê~åíÉÉ ÅçîÉê~ÖÉK ^ãçåÖ çíÜÉê íÜáåÖëI ÅçîÉê~ÖÉ áë ÅçåíáåÖÉåí ìéçå ìåÇÉêïêáíáåÖ ~ééêçî~ä ~åÇ ãÉÉíáåÖ íÜÉ ~ééäáÅ~ÄäÉ ÉäáÖáÄáäáíó
êÉèìáêÉãÉåíë ~ë ëÉí ÑçêíÜ áå íÜÉ ~ééäáÅ~ÄäÉ ÄÉåÉÑáí ÄççâäÉíK

l f ìåÇÉêëí~åÇ íÜ~í f ãìëí ÄÉ ~ÅíáîÉäó ~í ïçêâ çê ãó ÉäÉÅíÉÇ ÅçîÉê~ÖÉ ïáää åçí í~âÉ ÉÑÑÉÅí ìåíáä f Ü~îÉ ãÉí íÜÉ ÉäáÖáÄáäáíó êÉèìáêÉãÉåíë E~ë ÇÉÑáåÉÇ áå íÜÉ ÄÉåÉÑáí ÄççâäÉíKF qÜáë
ÇçÉë åçí ~ééäó íç ÉäáÖáÄäÉ êÉíáêÉÉëK

l fÑ ÅçîÉê~ÖÉ áë ï~áîÉÇ ~åÇ óçì ä~íÉê ÇÉÅáÇÉ íç ÉåêçääI ä~íÉ Éåíê~åí éÉå~äíáÉë ã~ó ~ééäóK vçì ã~ó ~äëç Ü~îÉ íç éêçîáÇÉI ~í óçìê çïå ÉñéÉåëÉI éêççÑ çÑ É~ÅÜ éÉêëçåDë
áåëìê~ÄáäáíóK dì~êÇá~å çê áíë ÇÉëáÖåÉÉ Ü~ë íÜÉ êáÖÜí íç êÉàÉÅí óçìê êÉèìÉëíK

l mä~å ÇÉëáÖå äáãáí~íáçåë ~åÇ ÉñÅäìëáçåë ã~ó ~ééäóK cçê ÅçãéäÉíÉ ÇÉí~áäë çÑ ÅçîÉê~ÖÉI éäÉ~ëÉ êÉÑÉê íç óçìê ÄÉåÉÑáí ÄççâäÉíK pí~íÉ äáãáí~íáçåë ã~ó ~ééäóK

l f ÜÉêÉÄó ~ééäó Ñçê íÜÉ Öêçìé ÄÉåÉÑáíEëF íÜ~í f Ü~îÉ ÅÜçëÉå ~ÄçîÉK

l f ìåÇÉêëí~åÇ íÜ~í f ãìëí ãÉÉí ÉäáÖáÄáäáíó êÉèìáêÉãÉåíë Ñçê ~ää ÅçîÉê~ÖÉë íÜ~í f Ü~îÉ ÅÜçëÉå ~ÄçîÉK

l f ~ÖêÉÉ íÜ~í ãó ÉãéäçóÉê ã~ó ÇÉÇìÅí éêÉãáìãë Ñêçã ãó é~ó áÑ íÜÉó ~êÉ êÉèìáêÉÇ Ñçê íÜÉ ÅçîÉê~ÖÉ f Ü~îÉ ÅÜçëÉå ~ÄçîÉK

l f ~ÅâåçïäÉÇÖÉ ~åÇ ÅçåëÉåí íç êÉÅÉáîáåÖ ÉäÉÅíêçåáÅ ÅçéáÉë çÑ ~ééäáÅ~ÄäÉ áåëìê~åÅÉ êÉä~íÉÇ ÇçÅìãÉåíëI áå äáÉì çÑ é~éÉê ÅçéáÉëI íç íÜÉ ÉñíÉåí éÉêãáííÉÇ Äó ~ééäáÅ~ÄäÉ ä~ïK f
ã~ó ÅÜ~åÖÉ íÜáë ÉäÉÅíáçå çåäó Äó éêçîáÇáåÖ íÜáêíó EPMF Ç~ó éêáçê ïêáííÉå åçíáÅÉK

l f ~ííÉëí íÜ~í íÜÉ áåÑçêã~íáçå éêçîáÇÉÇ ~ÄçîÉ áë íêìÉ ~åÇ ÅçêêÉÅí íç íÜÉ ÄÉëí çÑ ãó âåçïäÉÇÖÉK

^åó éÉêëçå ïÜç ïáíÜ áåíÉåí íç ÇÉÑê~ìÇ ~åó áåëìê~åÅÉ Åçãé~åó çê çíÜÉê éÉêëçå ÑáäÉë ~å ~ééäáÅ~íáçå Ñçê áåëìê~åÅÉ çê ëí~íÉãÉåíë çÑ Åä~áã Åçåí~áåáåÖ ~åó ã~íÉêá~ääóI Ñ~äëÉ
áåÑçêã~íáçå çê ÅçåÅÉ~äë Ñçê éìêéçëÉ çÑ ãáëäÉ~ÇáåÖ áåÑçêã~íáçå ÅçåÅÉêåáåÖ ~åó Ñ~Åí ã~íÉêá~ä íÜÉêÉíçI Åçããáíë ~ Ñê~ìÇìäÉåí áåëìê~åÅÉ ~ÅíI ïÜáÅÜ áë ~ ÅêáãÉI ~åÇ ã~ó
~äëç ÄÉ ëìÄàÉÅí íç Åáîáä éÉå~äíáÉëI çê ÇÉåá~ä çÑ áåëìê~åÅÉ ÄÉåÉÑáíëK
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qÜÉ ëí~íÉ áå ïÜáÅÜ óçì êÉëáÇÉ ã~ó Ü~îÉ ~ ëéÉÅáÑáÅ ëí~íÉ Ñê~ìÇ ï~êåáåÖK mäÉ~ëÉ êÉÑÉê íç íÜÉ ~íí~ÅÜÉÇ cê~ìÇ t~êåáåÖ pí~íÉãÉåíë é~ÖÉK

qÜÉ ä~ïë çÑ kÉï vçêâ êÉèìáêÉ íÜÉ ÑçääçïáåÖ ëí~íÉãÉåí ~ééÉ~êW ^åó éÉêëçå ïÜç âåçïáåÖäó ~åÇ ïáíÜ áåíÉåí íç ÇÉÑê~ìÇ ~åó áåëìê~åÅÉ Åçãé~åó çê çíÜÉê éÉêëçå ÑáäÉë ~å
~ééäáÅ~íáçå Ñçê áåëìê~åÅÉ çê ëí~íÉãÉåí çÑ Åä~áã Åçåí~áåáåÖ ~åó ã~íÉêá~ääó Ñ~äëÉ áåÑçêã~íáçåI çê ÅçåÅÉ~äë Ñçê íÜÉ éìêéçëÉ çÑ ãáëäÉ~ÇáåÖI áåÑçêã~íáçå ÅçåÅÉêåáåÖ ~åó Ñ~Åí
ã~íÉêá~ä íÜÉêÉíçI Åçããáíë ~ Ñê~ìÇìäÉåí áåëìê~åÅÉ ~ÅíI ïÜáÅÜ áë ~ ÅêáãÉI ~åÇ ëÜ~ää ~äëç ÄÉ ëìÄàÉÅí íç ~ Åáîáä éÉå~äíó åçí íç ÉñÅÉÉÇ ÑáîÉ íÜçìë~åÇ Ççää~êë ~åÇ íÜÉ ëí~íÉÇ
î~äìÉ çÑ íÜÉ Åä~áã Ñçê É~ÅÜ ëìÅÜ îáçä~íáçåK EaçÉë åçí ~ééäó íç iáÑÉ fåëìê~åÅÉKF

pfdk^qrob lc bjmilvbb u ___________________________________________ a^qb ______________________

båêçääãÉåí háí MMQUTOVPI MMMNI bk

cê~ìÇ t~êåáåÖ pí~íÉãÉåíë

qÜÉ ä~ïë çÑ ëÉîÉê~ä ëí~íÉë êÉèìáêÉ íÜÉ ÑçääçïáåÖ ëí~íÉãÉåíë íç ~ééÉ~ê çå íÜÉ ÉåêçääãÉåí ÑçêãW

^ä~Ä~ã~W ^åó éÉêëçå ïÜç âåçïáåÖäó éêÉëÉåíë ~ Ñ~äëÉ çê Ñê~ìÇìäÉåí Åä~áã Ñçê é~óãÉåí çÑ ~ äçëë çê ÄÉåÉÑáí çê ïÜç âåçïáåÖäó éêÉëÉåíë Ñ~äëÉ áåÑçêã~íáçå áå ~å ~ééäáÅ~íáçå Ñçê
áåëìê~åÅÉ áë Öìáäíó çÑ ~ ÅêáãÉ ~åÇ ã~ó ÄÉ ëìÄàÉÅí íç êÉëíáíìíáçå ÑáåÉë çê ÅçåÑáåÉãÉåí áå éêáëçåI çê ~åó ÅçãÄáå~íáçå íÜÉêÉçÑK

^êáòçå~W cçê óçìê éêçíÉÅíáçå ^êáòçå~ ä~ï êÉèìáêÉë íÜÉ ÑçääçïáåÖ ëí~íÉãÉåí íç ~ééÉ~ê çå íÜáë ÑçêãK ^åó éÉêëçå ïÜç âåçïáåÖäó éêÉëÉåíë ~ Ñ~äëÉ çê Ñê~ìÇìäÉåí Åä~áã Ñçê é~óãÉåí
çÑ ~ äçëë áë ëìÄàÉÅí íç Åêáãáå~ä ~åÇ Åáîáä éÉå~äíáÉëK

`çäçê~ÇçW fí áë ìåä~ïÑìä íç âåçïáåÖäó éêçîáÇÉ Ñ~äëÉI áåÅçãéäÉíÉI çê ãáëäÉ~ÇáåÖ Ñ~Åíë çê áåÑçêã~íáçå íç ~å áåëìê~åÅÉ Åçãé~åó Ñçê íÜÉ éìêéçëÉ çÑ ÇÉÑê~ìÇáåÖ çê ~ííÉãéíáåÖ íç
ÇÉÑê~ìÇ íÜÉ Åçãé~åóK mÉå~äíáÉë ã~ó áåÅäìÇÉ áãéêáëçåãÉåíI ÑáåÉëI ÇÉåá~ä çÑ áåëìê~åÅÉI ~åÇ Åáîáä Ç~ã~ÖÉëK ^åó áåëìê~åÅÉ Åçãé~åó çê ~ÖÉåí çÑ ~å áåëìê~åÅÉ Åçãé~åó ïÜç
âåçïáåÖäó éêçîáÇÉë Ñ~äëÉI áåÅçãéäÉíÉI çê ãáëäÉ~ÇáåÖ Ñ~Åíë çê áåÑçêã~íáçå íç ~ éçäáÅó ÜçäÇÉê çê Åä~áã~åí Ñçê íÜÉ éìêéçëÉ çÑ ÇÉÑê~ìÇáåÖ çê ~ííÉãéíáåÖ íç ÇÉÑê~ìÇ íÜÉ éçäáÅó
ÜçäÇÉê çê Åä~áã~åí ïáíÜ êÉÖ~êÇ íç ~ ëÉííäÉãÉåí çê ~ï~êÇ é~ó~ÄäÉ Ñêçã áåëìê~åÅÉ éêçÅÉÉÇë ëÜ~ää ÄÉ êÉéçêíÉÇ íç íÜÉ `çäçê~Çç aáîáëáçå çÑ fåëìê~åÅÉ ïáíÜáå íÜÉ aÉé~êíãÉåí çÑ
oÉÖìä~íçêó ^ÖÉåÅáÉëK

`çååÉÅíáÅìíI fçï~I kÉÄê~ëâ~I ~åÇ lêÉÖçåW ^åó éÉêëçå ïÜç âåçïáåÖäóI ~åÇ ïáíÜ áåíÉåí íç ÇÉÑê~ìÇ ~åó áåëìê~åÅÉ Åçãé~åó çê çíÜÉê éÉêëçåI ÑáäÉë ~å ~ééäáÅ~íáçå çÑ áåëìê~åÅÉ
çê ëí~íÉãÉåí çÑ Åä~áã Åçåí~áåáåÖ ~åó ã~íÉêá~ääó Ñ~äëÉ áåÑçêã~íáçå çê ÅçåÅÉ~äëI Ñçê íÜÉ éìêéçëÉ çÑ ãáëäÉ~ÇáåÖI áåÑçêã~íáçå ÅçåÅÉêåáåÖ ~åó Ñ~Åí ã~íÉêá~ä íÜÉêÉíçI ã~ó ÄÉ Öìáäíó çÑ
~ Ñê~ìÇìäÉåí áåëìê~åÅÉ ~ÅíI ïÜáÅÜ ã~ó ÄÉ ~ ÅêáãÉI ~åÇ ã~ó ~äëç ÄÉ ëìÄàÉÅí íç Åáîáä éÉå~äíáÉëK

aÉä~ï~êÉI fåÇá~å~ ~åÇ lâä~Üçã~W t^okfkdW ^åó éÉêëçå ïÜç âåçïáåÖäóI ~åÇ ïáíÜ áåíÉåí íç áåàìêÉI ÇÉÑê~ìÇ çê ÇÉÅÉáîÉ ~åó áåëìêÉêI ã~âÉë ~åó Åä~áã Ñçê íÜÉ éêçÅÉÉÇë çÑ ~å
áåëìê~åÅÉ éçäáÅó Åçåí~áåáåÖ ~åó Ñ~äëÉI áåÅçãéäÉíÉ çê ãáëäÉ~ÇáåÖ áåÑçêã~íáçå áë Öìáäíó çÑ ~ ÑÉäçåóK

aáëíêáÅí çÑ `çäìãÄá~W t^okfkdW fí áë ~ ÅêáãÉ íç éêçîáÇÉ Ñ~äëÉ çê ãáëäÉ~ÇáåÖ áåÑçêã~íáçå íç ~å áåëìêÉê Ñçê íÜÉ éìêéçëÉ çÑ ÇÉÑê~ìÇáåÖ íÜÉ áåëìêÉê çê ~åó çíÜÉê éÉêëçåK mÉå~äíáÉë
áåÅäìÇÉ áãéêáëçåãÉåí ~åÇLçê ÑáåÉëK få ~ÇÇáíáçåI ~å áåëìêÉê ã~ó ÇÉåó áåëìê~åÅÉ ÄÉåÉÑáíëI áÑ Ñ~äëÉ áåÑçêã~íáçå ã~íÉêá~ääó êÉä~íÉÇ íç ~ Åä~áã ï~ë éêçîáÇÉÇ Äó íÜÉ ~ééäáÅ~åíK

cäçêáÇ~W ^åó éÉêëçå ïÜç âåçïáåÖäó ~åÇ ïáíÜ áåíÉåí íç áåàìêÉI ÇÉÑê~ìÇI çê ÇÉÅÉáîÉ ~åó áåëìêÉê ÑáäÉë ~ ëí~íÉãÉåí çÑ Åä~áã çê ~å ~ééäáÅ~íáçå Åçåí~áåáåÖ ~åó Ñ~äëÉI áåÅçãéäÉíÉI çê
ãáëäÉ~ÇáåÖ áåÑçêã~íáçå áë Öìáäíó çÑ ~ ÑÉäçåó çÑ íÜÉ íÜáêÇ ÇÉÖêÉÉK

h~åë~ëW ^åó éÉêëçå ïÜç âåçïáåÖäóI ~åÇ ïáíÜ áåíÉåí íç ÇÉÑê~ìÇ ~åó áåëìê~åÅÉ Åçãé~åó çê çíÜÉê éÉêëçåI ÑáäÉë ~å ~ééäáÅ~íáçå çÑ áåëìê~åÅÉ çê ëí~íÉãÉåí çÑ Åä~áã Åçåí~áåáåÖ ~åó
ã~íÉêá~ääó Ñ~äëÉ áåÑçêã~íáçå çê ÅçåÅÉ~äëI Ñçê íÜÉ éìêéçëÉ çÑ ãáëäÉ~ÇáåÖI áåÑçêã~íáçå ÅçåÅÉêåáåÖ ~åó Ñ~Åí ã~íÉêá~ä íÜÉêÉíçI ã~ó ÄÉ Öìáäíó çÑ áåëìê~åÅÉ Ñê~ìÇ ~ë ÇÉíÉêãáåÉÇ Äó ~
Åçìêí çÑ ä~ïK

hÉåíìÅâóW ^åó éÉêëçå ïÜç âåçïáåÖäó ~åÇ ïáíÜ áåíÉåí íç ÇÉÑê~ìÇ ~åó áåëìê~åÅÉ Åçãé~åó çê çíÜÉê éÉêëçå ÑáäÉë ~ ëí~íÉãÉåí çÑ Åä~áã Åçåí~áåáåÖ ~åó ã~íÉêá~ääó Ñ~äëÉ áåÑçêã~íáçå
çê ÅçåÅÉ~äëI Ñçê íÜÉ éìêéçëÉ çÑ ãáëäÉ~ÇáåÖI áåÑçêã~íáçå ÅçåÅÉêåáåÖ ~åó Ñ~Åí ã~íÉêá~ä íÜÉêÉíç Åçããáíë ~ Ñê~ìÇìäÉåí áåëìê~åÅÉ ~ÅíI ïÜáÅÜ áë ~ ÅêáãÉK

içìáëá~å~ ~åÇ qÉñ~ëW ^åó éÉêëçå ïÜç âåçïáåÖäó éêÉëÉåíë ~ Ñ~äëÉ çê Ñê~ìÇìäÉåí Åä~áã Ñçê é~óãÉåí çÑ ~ äçëë çê ÄÉåÉÑáí áë Öìáäíó çÑ ~ ÅêáãÉ ~åÇ ã~ó ÄÉ ëìÄàÉÅí íç ÑáåÉë ~åÇ
ÅçåÑáåÉãÉåíë áå ëí~íÉ éêáëçåK

j~áåÉI qÉååÉëëÉÉ ~åÇ t~ëÜáåÖíçåW fí áë ~ ÅêáãÉ íç âåçïáåÖäó éêçîáÇÉ Ñ~äëÉI áåÅçãéäÉíÉ çê ãáëäÉ~ÇáåÖ áåÑçêã~íáçå íç ~å áåëìê~åÅÉ Åçãé~åó Ñçê íÜÉ éìêéçëÉ çÑ ÇÉÑê~ìÇáåÖ
íÜÉ Åçãé~åóK mÉå~äíáÉë ã~ó áåÅäìÇÉ áãéêáëçåãÉåíI ÑáåÉë çê ~ ÇÉåá~ä çÑ áåëìê~åÅÉ ÄÉåÉÑáíëK

j~êóä~åÇ W ^åó éÉêëçå ïÜç âåçïáåÖäó çê ïáääÑìääó éêÉëÉåíë ~ Ñ~äëÉ çê Ñê~ìÇìäÉåí Åä~áã Ñçê é~óãÉåí çÑ ~ äçëë çê ÄÉåÉÑáí çê âåçïáåÖäó çê ïáääÑìääó éêÉëÉåíë Ñ~äëÉ áåÑçêã~íáçå áå ~å
~ééäáÅ~íáçå Ñçê áåëìê~åÅÉ áë Öìáäíó çÑ ~ ÅêáãÉ ~åÇ ã~ó ÄÉ ëìÄàÉÅí íç ÑáåÉë ~åÇ ÅçåÑáåÉãÉåí áå éêáëçåK
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Form Approved: 
OMB No. 3206-0160 

Federal Employees Health Benefits Election Form Health Benefits Program 

8. Medicare Beneficiary Identifier 7. If you are covered by Medicare,
check all that apply. 

6. Home mailing address (including ZIP Code)

Part A - Enrollee and Family Member Information (for additional family members use a separate sheet and attach) 
1. Enrollee name (last, first, middle initial) 2. Social Security Number 3. Date of birth (mm/dd/yyyy) 4. Sex 

M F 

5. Are you married? 

Yes No 

A B D 
9. Are you covered by insurance other than Medicare? 

Yes, indicate in item 10 below. No 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

10. Indicate the type(s) of other insurance:

TRICARE Other Name of other insurance: ______________________________________________ Policy Number: _____________________ 
FEHB An FEHB Self Plus One enrollment covers the enrollee and one eligible family member designated by the enrollee. An FEHB Self and Family enrollment covers the

enrollee and  all eligible family members. No person may be covered under more than one FEHB enrollment. See instructions for item 10 on page 1. 

13. Name of family member (last, first, middle initial) 

19. If this family member is covered 
        by Medicare, check all that apply. 

21. Is this family member covered by insurance other than Medicare? 

11. Email address 

18. Address (if different from enrollee) 

14. Social Security Number 15. Date of birth (mm/dd/yyyy) 16. Sex 

M F 

17. Relationship code 

A B 

20. Medicare Beneficiary Identifier 

D 

Yes, indicate in item 22 below. No 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

12. Preferred telephone number 

22. Indicate the type(s) of other insurance:

TRICARE Other Name of other insurance: ______________________________________________ Policy Number: _____________________ 
FEHB An FEHB Self Plus One enrollment covers the enrollee and one eligible family member designated by the enrollee. An FEHB Self and Family enrollment covers the

enrollee and  all eligible family members. No person may be covered under more than one FEHB enrollment. See instructions for item 10 on page 1. 

25. Name of family member (last, first, middle initial) 

23. Email address (if applicable, enter email address of your spouse or adult child)

31. If this family member is covered 
        by Medicare, check all that apply. 

33. Is this family member covered by insurance other than Medicare? 

24. Preferred telephone number (if applicable, enter preferred phone number of 
your spouse or adult child)

30. Address (if different from enrollee) 

26. Social Security Number 27. Date of birth (mm/dd/yyyy) 28. Sex 

M F 

29. Relationship code 

A B 

32. Medicare Beneficiary Identifier 

D 

Yes, indicate in item 34 below. No 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

34. Indicate the type(s) of other insurance: 

TRICARE Other Name of other insurance: ______________________________________________ Policy Number: _____________________ 
FEHB An FEHB Self Plus One enrollment covers the enrollee and one eligible family member designated by the enrollee. An FEHB Self and Family enrollment covers the

enrollee and  all eligible family members. No person may be covered under more than one FEHB enrollment. See instructions for item 10 on page 1. 

37. Name of family member (last, first, middle initial) 

43. If this family member is covered
        by Medicare, check all that apply. 

45. Is this family member covered by insurance other than Medicare? 

35. Email address (if applicable, enter email address of your spouse or adult child) 36. Preferred telephone number (if applicable, enter preferred phone number of 
your spouse or adult child)

42. Address (if different from enrollee) 

38. Social Security Number 39. Date of birth (mm/dd/yyyy) 40. Sex 

M F 

41. Relationship code 

A B 

44. Medicare Beneficiary Identifier 

D 

Yes, indicate in item 46 below. No 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

46. Indicate the type(s) of other insurance

TRICARE Other Name of other insurance: ______________________________________________ Policy Number: _____________________ 
FEHB An FEHB Self Plus One enrollment covers the enrollee and one eligible family member designated by the enrollee. An FEHB Self and Family enrollment covers the

enrollee and  all eligible family members. No person may be covered under more than one FEHB enrollment. See instructions for item 10 on page 1. 
47. Email address (if applicable, enter email address of your spouse or adult child) 48. Preferred telephone number (if applicable, enter preferred phone number of 

your spouse or adult child)

(Continued on the reverse) Standard Form 2809 
U.S. Office of Personnel Management Revised November 2019 

For agency distribution of copies, see page 5 of the instructions. 



  
 
 
 

Enrollee name: _________________________________________________________ Date of birth: ____________________________ 

Part D - Event That Permits You To Enroll, Change, or Cancel (see page 6) Part E - Election NOT to Enroll (Employees Only) 

Part F - Cancellation of FEHB 
I CANCEL my enrollment. 

Event code1. Date of event 2. I do NOT want to enroll in the FEHB Program. 
My signature in Part H certifies that I have read and understand the 
information on page 3 regarding this election. 

My signature in Part H certifies that I have read and understand the 
information on page 3 regarding cancellation of enrollment. 

Part G - Suspension of FEHB (Annuitants/Former Spouses Only) 
I SUSPEND my enrollment. 
My signature in Part H certifies that I have read and understand the 
information on page 4 regarding suspension of enrollment. 

Part H - Signature 

Part B - FEHB Plan You Are Currently Enrolled In (if applicable) 
Plan name 2. Enrollment code

Part C - FEHB Plan You Are Enrolling In or Changing To 
1. Plan name1. 2. Enrollment code 

WARNING: Any intentionally false statement in this application or willful misrepresentation relative thereto is a violation of the law punishable by a fine of not more than 
$10,000 or imprisonment of not more than 5 years, or both. (18 U.S.C. 1001.) 

1. Your signature (do not print) 2. Date (mm/dd/yyyy) 

Part I -To be completed by agency or retirement system 
REMARKS 

1. Date received (mm/dd/yyyy) 2. Effective date of action (mm/dd/yyyy) 3. Personnel telephone number

( ) 
4. Name and address of agency or retirement system 5. Authorizing official (please print) 

6. Signature of authorized agency official

7. Payroll office number 8. Payroll office contact (please print) 9. Payroll telephone number 

( ) 

Standard Form 2809 
Reverse of revised November 2019 

Previous edition is not usable 
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