Driver Application for Employment
Armour Tight Concrete, LLC

WE CONSIDER ALL APPLICANTS FOR POSITIONS WITHOUT REGARD TO RACE, COLOR, RELIGION, SEX,
AGE, MARITAL OR VETERAN STATUS, THE PRESENCE OF A NON-JOB RELATED MEDICAL CONDITION OR
HANDICAP, OR ANY OTHER LEGALLY PROTECTED STATUS.

Position(s) Applying for Date
Name (Last) (First) (MT)
Address

City State Zip Code
Home Phone Mobile
Social Security No. DOB
Driver’s License No. MVR Result

eHave you ever applied to our company before? Yes 1 No [

If yes, when?

sHave you ever been employed by us? Yes [ No 1

If yes, when?

oIf you ar¢ under 18 years of age, can you provide the required proof of your

eligibility to work? Yes No [l
#Are you currently employed? Yes 1 No Ui
sMay we contact your present employer? Yes U No [

#On what date will you be able to work?
e Are you available to work: Fuli Time [T Part Time [ Shift Work I'1 Seasonal N

# Are you currcntly on “lay-off” status and subject to recall? Yes (1 No [
sHave you been convicted of a felony in the last seven years? (Conviction will not necessarily disqualify an
applicant from employment.) Yes U No DO

sIf yes, please explain.

e Arc you a U.S. citizen? Yes Il No
oIf no, do you have any documentation to prove that you are legally eligible to work in the United States? (Proof
of citizenship or immigration status will be required upon employment.)

Yes [ No |1

#List any friends or relatives who work here.




EDUCATION

Name and Location of Years Date Degree or
School Attended Graduated Diploma Earned
High School
College
Graduate
Other
WORK EXPERIENCE
Starting

Employer Position Starting Salary

Street

Address Final Position Final Salary

City,

State Job Duties

Phone Supervisor/

Number Title

Dates of Employment  Start: Month Year End:Month Year

Reason For Leaving

Starting
Employer Position Starting Salary
Street
_Address Final Position Final Salary
City,
State Job Duties
Phone Supervisor/
Number Title
Dates of Employment  Start: Month Year End:Month Year
Reason For Leaving
Starting
Employer Position Starting Salary
Street
Address Final Position Final Salary
City,
State Job Duties
Phone Supervisor/
Number Title
Dates of Employment  Start;: Month Year End:Month  Year

Reason For Leaving




» Describe any specialized training, apprenticeship, or skill:

¢ Please list any additional job skills that you believe would be relevant to the position for which you

are applying.

APPLICANT’S STATEMENT

I certify that the information T have provided herein is true and complete to the best of my knowledge.
If I become employed by this organization, I agree that any false statement, misrepresentation, or
omission may result in my immediate termination.

I hercby authorize Armour Tight Concrete, LLC and/or any of their authorized agents to gather
information regarding the following: All records including criminal, credit, driving, and/or education,
written or verbal information from previous employers, and any other pertinent information relating to
the function of the job for which I am applying,

1 understand that all inquiries on this form are used for identification purposes only in order to conduct
a background check, and are asked for legitimate nondiscriminatory reasons. Responses to sex, age, and
race inquiries are voluntary, and choosing not to respond will preclude hire or promotion. T hereby
release former employers, other references, and Armour Tight Concrete, LLC and any of its authorized
agents from lability and understand there is no invasion of privacy.

This application for employment shall be considered active for a period of time not to exceed 45 days.
Any applicant wishing to be considered for employment beyond this time period should inquire as to
whether or not applications are being accepted at that time.

I hereby understand and acknowledge that, unless otherwise defined by applicable law that my
employment is at will. This means I do not have a centract of employment for any particular duration
or that limits the grounds for termination in any way. I am free to resign at any time. Similarly, Armour
Tight Conerete, LLC is free to terminatc my employment at any time for any or no reason. It is further
understood that my “at will” employment may not be changed by any written document or by conduct
unless such change is specifically acknowledged in writing by an authorized cxecutive of this
organization,

I understand that T am required to abide by all rules and regulations of the employer.

Name of Applicant Date

Signature of Applicant

WE ARE AN EQUAL OPPORTUNITY EMPLOYER



Form W-4 (2007)

Purpose, Complete Form W-4 so that your
amplayer can withhold the cotrect fedoral Income
tax from your pay. Bacause your tax situation
may change, you may want to refigura your
withholding each year.

Exaomption from withholding. It you ara
axempt, complate only lines 1, 2, 3, 4, and 7
and sign the form to validate It Your
gxemption for 2007 oxpires February 18, 2008,
See Puby, 505, Tax Withholding and Estimated
Tax,

Nate. You cannot clalm exemptlon from
withholding if (&) your incorme axcasds $850
and includes more than $3200 of uneamead
Incoma {for axample, interegt and dividends)
and {b) anothor person can claim you as a
dependant on thair tax return.,

Basic instructions. If you are not exempt,
complete the Parsonal Allowances
Workaheat balow. The workshests on page 2
adjust your withhalding allowances based on

temized deductionz, certaln gredits,
adjustments to income, or two-eamar/multiple
Job sltuations. Complete all worksheets that
apply. Howavar, you may claim fewer (or Zerg)
allowances,

Head of housahold. Generally, you may claim
head of household flling atatus on your tax
raturn only If you are unmarriad and pay more
than 50% of the costs of keeping up a8 home
for yourself and yaur dependant(s) or other
gualitying Individuals.

Tax credits, You can lake projected tax
credita Inte account In figuring your allowabla
number of withholding allowances. Creditg for
child or dependant care exponsas and the
child tax eradit may be claimed using the
FPaergonsl Allowances Workahaet below, Sea
Pub. $19, How Do | Adjust My Tax
Withhalding, far information on converting
your othar credits Into withholding allowances.

Nonwage Income. If you have a large amount
of nonwage Income, such as intarast or
dividends, consider making estimated tax
payments using Form 1040-E3, Estimated Tax

for Individuals, Otherwlse, you may owe
additional tax, If you have pansion or annulty
income, sea Pub, 919 to find out If you should
adjust your withholding on Form W-=4 ar W=4F,

Two earners/Multiple jobs, I you have a
working spouse or more than one jeb, figure
the total number of allowances you ara entitled
to clalm on all jobs using workaheets from only
one Form W=4. Your withholding usually will
ba most accurata whan all allowances ara
claimed on the Form W=4 for the highest
paylng job and zera allowances are clalmed on
the others,

Nonresident allen. If you are a nonresldent
alian, sea the Instructions for Form 3233
befare complating this Form Wa4.

Chack your withholding. After your Form W=4
taken affect, usa Pub, 919 to sea how tha
dollzr amount you are having withheld
compares to your projectad total tax for 2007,
Sea Pub. 919, aspaclally if your earninga
axcend $3130,000 (Single) or $180,000
(Married).

Personal Allowances Worksheet (Keep for your records,)

A Enter "1 for yourself if no one else can claim you as a depeandeant
® You are single and have only one job; or

B Enter 1" if;

® You ara rmarrled, have only one job, and your spouse does not work; or .

= Your wagas from a second job or your spousa's wages (or the total of both) sre $1,000 or less,
C  Enter "1" for your spouse, But, you may choose to enter “-0-" if you are married and have either a working gpouse or

mare than one job. (Entering "-0-" may help you avold having too little tax withhald.) |
D Enter number of dependents (other than your spouse of yourself) you will ¢laim on your tax return . .
E  Enter “1™ If you will file as head of household on your tax return {see conditions under Head of household abcve) '
if you have at least $1,500 of child or dependent care expenses for which you plan to claim a credit

F Enter "1*

Mmoo

1]

(Note. Do nat include child support paymants, See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Cradit (Including additional child tax credit). See Pub 972, Child Tax Credit, for more information,
# If your total income will be less than $57,000 ($85,000 if married), anter “2" for each eligible child,

# If your total income will be between $57,000 and $84,000 ($85,000 and $119,000 I married), antar “1" for each eligible
child plus "1" additional if you have 4 or more eligible children.

H Add lings A through G and anter total here, (Note, This may be different from tha number of examptions you claim on your tax retum,)
# |f you plan to itemire or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2,
& It you have more than one job or are married and you and your spouse both work and the combined eamings from all jobs
exceed $40,000 ($25,000 f married) ssa the Twe-Earnara/Multiple Jobs Warksheat on page 2 to avoid having toa fittle tax withheld,

For accuracy,
complete all
worksheets
that apply.

> H

= {f neithar of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Farm W'4

Dapartmant of 1he Treasury
Ilurnal Muvenuy Soryicy

Cut here and give Form W-4 to your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

» Whathar you are entitled to claim a certain numker of allowances or exemption from withholding is
subjeat ta reviaw by the IRS. Yeur employar may be requlred to send a copy of this form to the IRS.

OMB No. 15450074

2007

1 Type or print your first name and middle initial. Lasgt name 2 Your socidl security number
Home address (numbar and street or fural route) 3 D Single O married D Marriad, bul withhold at fegher Single rate.
Nota, i mamied, but legally asparsted, or spouse is o nonresident elion, chieck fhe *Single™ box,
City or town, state, and ZIP cada 4 H your lagt name difers from that shown on your soclal security card,
chack here, You must call 1-806-772.1213 for a replacemant card, * [
5 Totat number of allowances you are claiming {from line H above or from the applicable workshest on page 2) 5
6  Additional amount, if any, you want withheld from each paychaci 618%

7 | claim exemption frorm withhelding for 2007, and | certify that | meet both of the follc:wmg condutlons for exemptlon
# Last year | had a right to a refund of al! federal Income tax withheld because | had no tax liability and
# This year | expact a rofund of all federal income tax withheld because | expeact to have no tax liability.,

If you meet both conditions, write "Exempt” hare |

|7

Under penaltiea of perjury, | declare that | have axarmined this certificate and to the I:lest of my knnwledge and beligf, it is lrug, correet, and completa.

Employee’s signature
{Form is net valid
unfess you sign it) =

Date =

8 Employer's name and address {Employer: Complata lines 8 and 10 only if sending to the 135.)

B Office code {optional)

10 Emplayer identificatian numbar {EIN)

For Privacy Act and Paparwork Reduction Act Notice, zee page 2.

Cat. MNa, 10220Q

Form W=-4 (z007



OMB No. 1115-0136

U.S. Department of Justice -
Employment Eligibility Verification

Immigration and Naturalization Service

Please read Instructions carefully before completing this form. The instructions must be available during completion of this
farm. ANTI-DISCRIMINATION NOTICE. It is illegal to discriminate against work eligible individuals. Employers CANNOT specify
which document(s) they will accept from an employee. The refusal te hire an individual because of a future expiration date may
also constitute illegal discrimination.

Section 1. Employee Information and Verlflcatlon. To be compleled and signed by employee at the time employment baging

Print Mame:  Last First Middle Initial Maiden Narme
Address (Street Name and Number) Apt, # Date of Birth {month/day/year)
City State Zip Code Hocial Secutily #

| attas!, under penalty of perjury, that | am (check one of the following):
I am aware that federal law provides for A cifian on nations) of the United States
imprisonment and/or fines for false statements or A Lawful Permanent Resident (Alien #) A
use of false documents in connection with the [] An alien authorized to work unti
completion of this form. (Alien # or Admission #)
Employes's Signature Date (monlfvday/mear)

Preparer and/or Translator Certification, (To be complated and signed ¥ Section 1 is prepared by a person other then the
employee.) | altest, under perally of perjury, that [ have assisted in the completion of this form and that to the best of my knowledge the

informalion is frue and correct,
Praparer's/Tranzglator's Signature Print Nama

Address (Streat Name and Numbar, City, State, Zip Cods) Datea {monttvday/rear)

Section 2. Employar Review and Verification. To be completed and signed by emplayer. Examine ana document from: Liat A OR examine
one documant from List B and one from List G as fisted on the reverse of this form and record the title, number and expiration date, if any, of the document(s)

List A OR ListB AND ListC
Document title:
Issuing authority: ' .
Document #
Expiration Date (if any):
Daocument #:

Expiration Date (if any}:

CERTIFICATION - | attest, under penalty of perjury, that | have examined the document(s) presented by the above-named
employea, that the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee
hegan employment on (month/day/year) and that to the best of my knowledge the employee is eligible to

work in the United States. {State employment agoncies may omit the date the emptoyee began employment).

Signature of Employer or Authorized Representative Frint Name Title

Business or Organization Name Address (Streat Neme and Numbey, City, State, Zjp Coda) Date {month/day/year)

Section 3. Updating and Reverification. To be complated and signed by smployer
A. New Name (if applicable)

B. Date of rehire (month/day/yvear) (if epplicable)

C. If employee's previous grant of work authorizetion has expired, provide the infarmation below for the documant that establishes current amployment eligibility.

Diocument Tithe: Document #: Expiration Date (if any):

| attest, under penalty of parjury, that to the bast of my knowledge, this employea is eligible to work in the United Statos, and if the employee presented
document(s), the document{s) | have axamined appear to ba genuine and to relats to the individual.

Signature of Employer or Autharized Representative

Date (month/daydyvear)

Form 1-9 (Rev. 11-21-91) N

15A
STF FEDT459F



Health Questionnaire

This questionnaire is not being used as the basis for deciding whether to employ you. It is solely for the
purpose of providing information to the Florida Special Disability Trust Fund in appropriate cases.

Name:
Date:
Address:
City: State: Code:
Social Security Number:
Sex:
Date of Birth:
Weight: Height:

Do you have or have you ever had any of the following? You must answer all questions. Any yes answer must

be fully explained below.

YES NO YES_NO
Epilepsy U_ Arthnitis 10
Diabetes O_ I Allergies o0
Cardiac (heart) Diseasc n_O Hemophilia N0
Marie Strum Pell Disease 0o HIV Virus o O
Any Loss of Vision c_ O Osteomylitis n_0
Polio 0_0ad Stiff Joints o_u
Any Amputation 0O Hypoglycemia OO
Cerebral Palsy a_o Muscular Dystrophy, g0
Multiple Sclerosis 0.0 Thrompophlebitis 00
Parkinson’s Diseasc 0 o Herniated Intervertebral Disc o0
Vascular Circulation Disorder O_n Back Surgery 0 d
Cancer N0 Psychiatric or Psychological rn_o

Skin "Ifmublva= — 0 0

Treatment or Evaluation 0 0




Health Questionnaire — Continued Page 2

Have you ever received treatment for a back, neck or knee condition, or a head injury?

Do you now or have you ever suffered from aches or pains of the back?

Have you ever had any surgery?

Do you now or have you ever had any physical disabilities, impairments, or handicaps?

Have you ever had a workers™ compensation injury?

Have you ever received compensation or medical benefits under worker’s compensation?

Are Lhere any questions you do not understand? If yes, which question(s)?

Explain in detail any YES answers.

I understand and agree that if I am injured on the job, regardless of how minor, I am to report the injury
immediately to my supervisor.

I further understand and agree that my employer’s workers’ compensation carrier will determine the medical
facility and/or doctors I am to use.

T certify the above answers to be true and correct. [understand that any false or misleading answers to these
questions will be sufficient reason for denial of benefits under the Florida Workers’ Compensation Act, and will

be the basis for temmnation.

Date: _ Applicant’s Signature:




EMPLOYMENT ACKNOWLEDGMENT AGREEMENT

I hereby acknowledge that I have received this company's Drug Free Workplace Handhook, which includes the company Drug Free Workplace policy,
employee assistance Information, a listing of drugs being tested for, commeon over-the-counter medications may alter a drug test and educational material on
substance ahuse. | have also been given the opportunity 1o voluntarily complete & Medication Diselosure Form.

I freely and voluntarily agree and realize (hat as part of my employment, 1 may be subjected to future drug and/or uleohol screens for post aecident, reasonable
suspicion, routing fliness-for-duly, return to work, follow-up, snd/or random testing at the company's diseretion. | understand that @ refusal to submit to a
blood, urinalysis, hair and/or breath test will result in immediate termination of employment. [ understand that a tampered or an adulterated drug and/or aleohol
specimen will be considered a refusal to test, resulting in immediate termination. T understand that a confirmed positive drug and/or alcohol test will result in
immediate termination of employment, but if ['am able to successfully complete substance abuse treatment at my expense, and if a job is still available, [ may
be given ong chance to be rehired, upon a negative return 1o work drug and/or alcohol test, [ understand that 1 will subject to the company rehabilitation
agreement and 1 will undergo random follow-up drug and/or aleohal tests for a period of 2 years. [ understand that @ confirmed positive drug and/or alechol
follow-up test or any violation of the rchabilitation agreement will result in termination of cmployment.

I agree o voluntarily submit 1o a blood, urinalysis and/or breath lest for drug or alcohol use as part of my ongoing employment, and 1 release my employer
from any liability resulting from my participation in such a sereening. [ understand that if | am injured during the course and scope of my employment and |
test positive for the presence of aleoho! and/or drugs, | may forfeit my eligibility for medical snd indemnity benefits under Florida's workers' compensation law
{Florida Statutes 440,101, 440.102). I also understand that a refusal to test under this circumstanee will automatically result in forfeiture of my cligibility for
medical and indemnity benefits and immediate termination trom employment. | understand that & confirmed positive drug and/or aleohol test, a tampered #n
adulterated specimen or ¥ refusal to test may result in forfeiture of unemployment benehits under Flonida law,

I hereby give my consent to release the results of my blood urinalysis and/or breath test to the person(s) or department(s) or the d agent of my employer,
ingluding my etnployer's Workers' Compensation Insurance Company, for the purpose of Cling the presence of alcohol and/or other drogs in my body for the
duration of my employment. By signing this form, | hereby release Ko the Company and/or Company's Medical Review Oflicer the results of the test(s) to
which [ have conscnted. 1 further authorize the Company to discuss the results with medical personnel/physician collecting the specimen, the testing facility, its
directors, officers, agents, and employees responsible for udministrating the aforementioned wst(s) or evaluating the results thereof and any of them hergin, 1
also authorize the Company to discuss the results with its legal advisors and to use the test results as & defense to any legal action to which T am a party, |
further release any testing facility or any physicians who have tested me y liability arising from a release of any and all results, written reports, medical records,
and data concerning my test( s) to the appropriate Employer officials. [ agree to have the results released to the Company andfor the Company's Medical

Review Officer.
I also understand that the Drug -Free Workplace policy and related documents are not intended to constitute a contract between this employer and mysclf.

As an srpploves, 1 understand and agree to abide by this company's Drug Free Workplace policy, under Florida statute 440,101 102, and have received a
writtcn 60-day notification of this program, if applicable.

Employce Signature Print Mame Dinte

As a job applicant T freely and voluntarily agree to a urinalysis drug screen as part of my application for employment and I understand that a
refusal to test, a positive confirmed drug test or a tampered with or an adulterated specimen will disqualify me from employment, cven if | have started work
pending the results of the drug test. 1 understand 1 am still completing the application process and will not officially be un employes until the company receives
a negative pre-employment drug test tesult. 1 | am employed by this company, I understand and agree to abide by this company's Drug Free Workplace
policy, under Florida statute and 440,102, a3 stated above,

Applicant Signature Print Name Date

Second Chance



DRIVER STATEMENT OF ON-DUTY HOURS
(For Newly Hired Drivers}

INSTRUCTIONS: When employed by a motor carrier, a driver must report to the carier all on-duty
time including time working for other employers. The definition of on-duty time found in Section
3052 paragraphs (8) and (9) of the Federal Motor Carrier Safety Regufations includes time
performing any other work in the capacity of, or in the employ or service of, a common, contract or
private motor carrier, also performing any compensated work for any non-motor carrier entity.

Are you currently working for another employer?

YES NO

At this time do you intend fo work for another employer while still employed by this company?

YES NO

| hereby certify that the information given above is frue and | understand that once | become
employed with this company, if | begin working for any additional employer(s) for compensation
that | must inform this company immediately of such employment activity.

Drivers signature

Date

Witness

Date




Armour Tight Concrete, LLC
3904 15" Street East
Bradenton, FL 34208

(941) 745-1039
Fax (941) 745-2192

FATIR CREDIT REPORTING ACT DISCLOSURE STATEMENT

Tn accordance In accordance with the provisions of Section 604(b)(2)(A): 606 and 613
Of the Fair Credit Reporting Act, effective September 30, 1997, you are
being informed that reports verifying your previous employment,
previous drug and alcohol test results, and your driving record
may be obtained on you for employment purposes.

NOTE: In accordance with DOT regulations for appropriate drivers thesc reports

Are required by Sections 382,413, 391.23, and 391.25 of the
Federal Motor Carriers Safety Regulations.

I also understand that my employer will periodically review my Motor Vehicle Record to determine
continued eligibility to drive a company vehicle.

This authorization is valid as long as T am an employee and may only be rescinded in writing.

Candidate and/or Employee Acknowledgment

Print Full Name as it appears on Driver’s License Date

Signature Social Security Number

Birth Datc Driver’s License Number State Expiration



Motor Vehicle Driver's

CERTIFICATION OF COMPLIANCE
WITH DRIVER LICENSE REQUIREMENTS

MOTOR CARRIER INSTRUCTIONS: The requirements in Part 383 apply to every driver who operates in intrastate,
interstate, of foreign commerce and operates a vehicle weighing 26,001 pounds or more, can transport more than 15
people, or transports hazardous materials that require placarding.

The requirements in Parl 391 apply to avery driver who operates in interstate commerce and operates a vehicle
weighing 10,001 pounds or more, can transport more than 15 people, or fransports hazardous materials thal require

placarding.

DRIVER REQUIREMENTS: Parts 383 and 391 of the Federal Motor Carrigr Safety Regulations contain some
requiraments that you as a driver must comply with. These requirements are in effect as of July 1, 1987. They are as

follows:

1,

POSSESS ONLY ONE LICENSE: You, as a commercial vehicle driver, may not possess more than
one motor vehicle operator's license.

If you have more than one license, keep the ficense from your stale of residence and refturn the
additional licenses 1o the states that issued them. DESTROYING a license does not close the record in
the state that issued it; you must notify the state. If a multiple license has been lost, stolen, or
destroyed, close your record by notifying the state of issuance that you no longer want to be licensed by
that state.

NOTIFICATION QF LICENSE SUSPENSION, REVOCATION OR CANCELLATION: Sections 392.42
and 383.33 of the Federal Motor Carrier Safety Regulations require that you notify your employer the
NEXT BUSINESS DAY of any revocation or suspension of your driver’s license. In addition, Section
383.31 requires that any time you violate a state or local traffic law (other than parking), you must report
it within 30 days to: 1) your employing motor carrier, and 2} the state that issued your license (If the
violation occurs in a state other than the one which issued your license). The notification to both the
employer and state must be in writing

The following license is the only one | will possess:

Driver's License No. State Exp. Date

DRIVER CERTIFICATION: | certify that | have read and understood the above requirements.

Driver's Name Printed:

Driver's Signature: ' Date:

Notes:




COMMERCIAL MOTOR VEHICLE DRIVER SAFETY POLICY
{Supplement to Employer’s Drug-Free Workplace Policies)

The purpose of this policy 15 1o help prevent aceidents and injuries resulting from the misuse of alcohol or
controlled substances by Drivers of commercial motor vehicles. Al employees and owner-operators, if required to
have a commercial Driver's license (CDL) under 49 CFR Part 383 (hereinafter referred to as “Drivers™), are
aubject to these controlled substance and alcohol testing rules established by the Federal Highway Administration
(FHWA) under the Omnibus Transportation Employee Testing Act of 1991 (revised February 1994), in accordance
with 49 CFR,, Parts 40, 382, and § 395.2. With thc exception of sanctions for violations of State or local criminal
laws applicable to the general public, including Drivers and employers, § 382,109 of these Federal Motor Carrier
Safety Regulations preempts any other State or local laws, rules, regulations, or orders which could otherwise
obstruct compliance.

Repulatory penalties for infractions described herein are in addition to disciplinary consequences, including
possible termination of employment, which may also be imposed by employers for workplace abuse of drugs or
alcohol.

ALCOHOL PRORIBITIONS: Drivers shall not report for duty or remain on safety sensitive duties [a] with a
breath alcohol concentration of 0.04 or greater, [b] if in possession of alcohol, unless it is listed on the transport
manifest, [¢] if using alcohol on duty, or [d] if having used alcohol from any source within 4 hours of reporting for
duty. Drivers found to have breath alcohol concentration of 0.02 or greater, but fexy than 0.04, shall not perform or
be permitted to continue to perform safety-sensitive functions until the start of the Driver’s next regularly
scheduled duty period, but not less than 24 hours following administration the positive alcohol test, unless an
interim alcohol test has been administered which registers a breath or saliva alecohol concentration below 0.02,

CONTROLLED SUBSTANCES PROHIBITIONS: Drivers shall not report for duty or remain on safcty scnsitive
duties when using any controlled substance, except when such use is pursuant to the instructions of a liccnsed
physician whe has advised the Driver that the substance does not adversely affect the Driver's ability to safely
operate a commercial motor vehicle. Drivers shall not report for duty, remain on duty or perform safety-sensitive
functions when tested positive for illegal controlled substances, until released for return-to-duty by a Substance
Abuse Professional, as hereinafter provided. Dwivers are prohibited from having bodily concentrations of drugs
exceeding threshold levels listed below unless prescribed by a physician.

Amphetamines 1,000 ng/ml. Opiates 2000 ng/mL
Benzoylecogine (Cocaine} 300 ng/mL Phencyelidine (PCF) 25 ng/mlL
Cannabinoids (Marijuana) 50 ng/ml

REQUIRED TESTS: Drivers are required to submit to controlled substances testing under the following
conditions; [1] Pre-employment (§ 382.301), unless, a Driver has been tested under Part 382 Rules within 6 months
or subject to Random testing for 12 months preceding application, and verification i3 obtained from previous
employer(s) that violations haven't oecurred within 6 months preceding application, [2] Post-accident, (§ 382.303),
(a) when either a fatality has resulted, or (b} after rcceiving a moving vehicle citation linked to an accident and
bodily injury to a parson has afse occurred requiring immediate medical treatment away from the scene of the
accident and/or one or more of the vehicles involved incurred disabling damage requiring transport or towing away
from the accident scene. [3] Random (§ 382.305), at an initial annualized rate of 50% of all Drivers for controlled
substances testing and 10% of all Drivers for alcohol testing, [4] Reasonable Suspicion (§ 382.307), when ordered
by a supervisor or company official trained under § 382.603, [5] Return-to-duty (§ 382.309), after engaging in
alcohol or controlled substance prohibitions stated in Part 382, Subpart B, and [6] Follow-up (§ 382.311), for a
period of up to five (5) years after return to duty, if ordered by a Substance Abuse Professional (SAP).

Pre-employment alcohol testing i3 no longer required. Subject to certain restrictions, alcohol testing may be
performed for any of the other reasons histed for which controlled substance testing may also be required. Alcohol
testing may only be performed during periods just before, during, or immediately after

Drivers perform safety sensitive functions which are defined by § 395.2 (On-Duty Time) as driving, inspccting,
servicing, vnloading or loading a motor vehicle,



Both controlled substances and alcohol testing must be performed for all Drivers subject to Post-accident testing,
Dirivers are to secure a controlled substances test within a maximum of up to 32 hours and an alcohol test within up
to 2 hours following the accident. If the required alcohol test cannot be performed within 2 hours, up to a
maximum of & hours is permitted providing reasons for delay are recorded for review by FHWA upon request,
Drivers subject to Post-accident testing may not use alcohol for § hours following the accident or until a Post-
accident alcohol test has been completed, whichever occurs first. If controlled substance tests cannot be collected
within 32 hours and alcohol testing cannot be completed within § hours, further attempts to complete the delayed
test(s) must cease and reasons testing was not administered must be documented by the employer for review by the
FHWA upon request.

Random testing for controlled substances or alcohol must be performed immediately after notification of selection
unless a Driver is then performing safety-sengitive functions defined by § 395.2, (On-Dufy Time), in which cvent,
the employer must ensure the Driver safely ceases performing said functions and proceeds for testing as soon as
possible.

REFUSAL TO TEST: Drivers refusing tests required by DOT Regulations will be subject to the same disciplinary
consequences as may otherwise be imposed by an employer for positive test results, and in addition, employers
must not permil Drivers refusing to submit to testing to continue to perform safery-sensitive functions. In addition
to overt actions or statements, a Driver's refusal to submit to an alcohol or controlled substances test may be
determined by [1] failure to provide adequate breath {or saliva) for testing without a valid medical explanation
after he or she has received notice of the 49 CFR Part 382 requirements for alcohol testing, [2] failure to provide
adequate urine for controlled substances testing without a valid medical explanation after be or she has received
written notice of 49 CFR Part 382 requirements for urine testing, or [3] engaging in conduct that clearly obstructs
the testing process,

LAB QUALIFICATIONS: All testing for controlled substances performed in conjunction with this Policy must be
conducted in accordance with 49 CFR Part 40, Analysizs of urine specimens will he performed anly by laboratories
certified by the Substance Abuse and Mental Health Services Administration (SAMIISA). Specimen collections
will only be performed by qualificd collectors tramned to follow authorized collection and chain-of-custody

protocols.

MEDICAL REVIEW OFFICER PFURPOSE/APPEALS: An experienced physician/Medical Review Officer
(MRQ) will review all negative and confirmed positive lab reports.  Positive results may only be reported to
employees after the MRO has ascertained that personal prescriptions or other legal substances do not account for
the lab findings. Investigations may include, as appropriate, telephone contact with the tested Driver and any
prescribing physicians and/or pharmacies identified. Drivers wishing to dispute a controlled substances test result
may, at their ownt expense, within 72 hours of notification of a verified positive test result, request the MRO to
order a retest of a split of the original specimen by any SAMHSA certified lab of their choosing.

ALCOHOL TESTING/VERIFICATION: Breath alcohol testing of Dinives must be administered by a Certified
Breath Aleohol Technician (BAT) using a calibrated NHTSA approved Evidentiary Breath Testing (EBT) device,
Saliva aleohol testing, conducted by a Saliva Testing Technician (STT), has also been approved for initial testing.
If positive by either method, verification testing, only uving an EBT  device, must be performed within 30 minutes,
as required by Part 40.65.

CONSEQUENCES FOR INFRACTIONS: In addition to employer-mandated disciplinary consequences detailed
by separate written policy, under Subpart E, Drivers violating alcohol and controlled substances prohibitions stated
in Part 382, Subpart B, will be subject to regulatory constraints, including immediate removal from safety sensitive
functions such as driving commercial motor vehicles. The offending Driver must be evaluated by a Substance
Abuse Professional (SAP) who shall determine what assistance, if any, the Driver needs in resolving problems
associated with alcohol misuse andior illegal controlled substance use. The SAP shall follow the explicit
instructions stated in Subpart F, § 382.605 regarding cvaluation, referral, and follow up of counscling or treatment
for Drivers in violation. Restoration of driving privileges after a negative Return-to-duty test is at the SAP's
discretion which could also require successful completion of treatment and Follow-up controlled substances and/or

alcohol tests for up to 5 years.

EMPLOYEE ASSISTANCE PROGRAM: An Employee Assistance Program (EAP) is utilized to assist with the
implementation of Subpart F - Alcohol Misuse and Controlled Substances Use, Information, Training, and



Refcrral. The EAP also provides a free, professional, and (by Federal law) confidential counseling resource for
employee-Drivers with problems conceming alechol or drups which could he interfering with their work
performance and/or places them in possible violation of Federal Motor Carrier Safety Regulations. Under §
382.601 (b) (11), the EAP will provide information to employees concerning effects of alcohol and controlled
substances use on an individual’s health, work, and personal life; signs and symptoms of afcohol or controlled
substance problems; and available methods of intervening, confronting and referring. In addition, under § 382.603,
persons designated by the employer to determine whether reasonable suspicion exists to require a Driver to
undergo testing under § 382,307, will receive at least 60 minutes of training on aleohol misuse and an additional 60
minutes on controlled substances abuse.

The employer’s EAP is:  Total Compliance Network EAP Administrator: John Sugg
3300 University Drive, Suite 903 954-614-0524
Coral Springs, FL 33065 24 Hours / 7 Days a week

800-881-4826

PREVIOUS EMPLOYMENT HISTORY: Under § 382.413, Driver-applicants must provide a prior employment
history for a 10-year period preceding application. Drivers must also provide prospective employers with written
consent to obtain information from prior employer(s) regarding all positive alcohol and controlled substances test
results or refusals to lest covering a 2 vear period preceding application. The prospective employer must obtain
this information, by any confidential means, within 14 days of allowing Drivers to assume safety-sensitive

positions.

ACKNOWLEDGMENT: By signing below, the Driver aclmowledges receiving and understanding this Policy
and, under § 382,601, of having also received a copy of Federal Motor Carrier Safety Regulations, Part 382, upon
which this Commercial Motor Vehicle Driver Safety Policy is based. Drivers with any questions regarding
employer policies or applicable DOT Regulations are cncouraged to contact the employer’s DOT Information
Supervisor, whose name will be posted on employee hulletin hoard(s) or, alternatively, the EAP may be called.
This acknowledgment also authorizes all health care providers to release any information requested by the Medical
Review Officer to verify prescription use following a positive controlled substances lab finding.

Print Drver Name Date Driver Signature



REQUEST FOR INFORMATION
From Previous Employer

| hereby authorize you to release the following information o Mcleod Land Services, Inc. for the purpose of
investigation as required by Section 391.23 and allowed by Section 383.35 of the Federal Motor Carrier Safety
Regulations. You are released from any and all liability, which may result from furnighing information.

Date; Applicant’s Signature:

Name and Address of

Previous Employer: Fill in appropriate space;
Date mailad
Date faxed

Phone validation date

Name of contact

TO BE FILLED OUT BY PREVIOUS EMPLOYER

Dear Sir/Madam:

The below named individual has made application to this company for a position as
and states that he/she was employed by you as
from {mfy) to (mfy) .
We appreciate your tima in complefing, in confidencs, the information requested below. Enclosed is a business reply
envelope for you convenience. Thank you for your courtesy.

Sincerely,

Name of applicant:

Social security number;

Employed from (mfy) to (mly)
As with a wage or salary at

Did he/she operate a vehicle or equipment for you Plaass specify type

Was he/she a safe and efficient driver? What was the reason for leaving your employ?
Discharged; _ Resignation: ___ Layoft _____ __ Military duty.

Please explain:

Was hister general conduct satisfactory?

Flease advise history of past driving record if available for the past three years:




CONFIDENTIAL REPORT OF PERSONAL REFERENCE
Please indicate your opinion by placing a check mark in the appropriate space,

Characteristics Excellent Good Fair Poor

Disposition, Tact, Ability to
Get along with others _ - S

initiative, Resourcefulness - - - -
Safety Habits - - - -
Driving Skill - - - -
Atfitude - - - -
Loyalty - - - -
Dependable O —_ —_— .

Any other remarks:

Slignature:

Title:

Date:

FOR PROSPECTIVE EMPLOYER'S RECORD
MAINTIAN THIS INFORMATION IN THE DRIVER QUALIFCATION FILE FOR
3 YEARS AFTER THE PERSON'S EMPLOYMENT BY THE MOTOR CARRIER CEASES,



