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Authorization to Release Social Security Number and Acknowledgement of Electronic Information 
Access & Use Regulation 

 
 

Authorization to Release Social Security Number 
 
 I authorize Bloomfield Hills Schools to release my social security number 
 to the  
 Oakland Intermediate School District and/or the 
 Michigan Department of Education. 
 
  

Printed Name  
  
Signature  
  
Date  

                                                           
 
 

 
Acknowledgment 

 Electronic Information Access and Use Regulation 
 
I hereby apply for access to the Bloomfield Hills Public Schools network services. I confirm that I have read and 
understand the Electronic Information Access and Use Regulation and agree to be responsible for and abide by 
the terms of this agreement.  I understand that should I commit any violation, my privileges may be revoked and 
that school disciplinary or legal action may be taken. 
 

Printed Name  
  
Signature  
  
Date  

                                  
 
 

 
STUDENTS ONLY 

If you are a student, your parent/guardian must also sign 
  
As the parent/guardian of the above-named student, I acknowledge that I have read the Electronic Information 
Access and Use Regulation and consent to the District’s grant of access to network services.  
 

Printed Name of Parent/Guardian  
  
Signature  
  
Date  
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Authorization for Release of Information 

from Current or Former Employer(s) 
 

 
In accordance with Public Act 189 of 1996 (MCL 380.1230b), I authorize current or 
former employers to do the following: 
� Disclose to Bloomfield Hills Schools any unprofessional conduct by me, and 
� Make available to Bloomfield Hills Schools copies of all documents in my 

personnel record relating to that unprofessional conduct. 
"Unprofessional conduct" means one or more acts of misconduct; one or more 
acts of immorality, moral turpitude or inappropriate behavior involving a minor; 
or commission of a crime involving a minor.  A criminal conviction is not an 
essential element of determining whether or not a particular act constitutes 
unprofessional conduct. 
I hereby waive and release any current or former employer, and employees or 
agents acting on behalf of a current or former employer, from any liability for 
disclosing and/or providing information to Bloomfield Hills Schools relating to 
acts of unprofessional conduct committed during my employment with my 
current or former employer, or any other information relating to my current or 
former employment.  I release Bloomfield Hills Schools, its employees, agents, 
and Board members from liability in connection with the use of such information.  
I further waive any written notice of disclosure or records required under Section 
6 of the Bullard Plawecki Employee Right to Know Act (MCL 423.506). 
I understand that Bloomfield Hills Schools shall use the information from my 
current or former employer(s) for the purpose of evaluating my qualifications for 
the position(s) for which I have applied, and the information will not be disclosed 
to persons who are not directly involved in the process or evaluating my 
qualifications for employment. 
I further understand that any offer of employment is contingent upon the 
information received from my current or former employer(s) being satisfactory to 
Bloomfield Hills Schools.  If the information is not satisfactory to the school 
district, the offer of employment may be withdrawn at the sole discretion of 
Bloomfield Hills Schools. 
 
APPLICANT'S NAME  (please print)  

APPLICANT'S SIGNATURE   DATE   
 



Date:  _____________________ 

TO: ________________________________________________________ 

  ________________________________________________________ 

               ________________________________________________________ 

REQUEST FOR INFORMATION RELATING TO UNPROFESSIONAL CONDUCT FROM CURRENT OR FORMER EMPLOYERS IN 

ACCORDANCE WITH PUBLIC ACT 189 OF 1996. 

RE:  _____________________________________________ Applying for a Position as: _____________________________ 

The individual named above is being considered for employment with Bloomfield Hills Schools.  The applicant has identified you as 
his/her current or former employer. 

Before hiring an applicant for employment, Public Act 189 of 1996 (MCL 380.1240b) requires Bloomfield Hills Schools to obtain the 
following information from the applicant’s current or former employer:  (1) whether there was any unprofessional conduct* by the 
applicant during their employment, and (2) copies of all documents in the personnel file maintained by the current or former 
employer relating to the unprofessional conduct. 

The applicant has signed an authorization for release of the information. The authorization also releases current or former 
employers from liability for releasing the requested information.  A copy of the authorization is attached. Public Act 189 of 1996 
provides that an employer, or an employee acting on behalf of the employer, is immune from civil liability for good faith disclosure 
of the requested information. 

We would appreciate your providing the requested information about the applicant by completing this form and returning it in the 
enclosed envelope or faxing it to Human Resources at 248.341.5449. Public Act 189 requires current or former employers to provide 
the requested information no later than 20 business days after receiving the request. 

 
TO BE COMPLETED BY THE CURRENT OR FORMER EMPLOYER OF THE ABOVE NAMED APPLICANT: 
Our records indicate the following with respect to the above named individual (please check either 1 or all parts of 2). 

1. _____  There was no unprofessional conduct on the part of this individual while he/she was employed. 

2 (a). _____ The applicant engaged in the following unprofessional conduct (use additional sheets if necessary): 
 

_________________________________________________________________________________________ 

2 (b). _____ Copies of documents relating to unprofessional conduct by this individual are attached per PA 189. 

 
2 (c). _____ No documents relating to unprofessional conduct are attached because:  _______________________ 
 
 __________________________________________________________________________________________ 

 
_________________________________________________________________________________________________ 
Signature    Title       Date 
 
*Unprofessional conduct means one or more acts of misconduct; one or more acts of immorality, moral turpitude, or inappropriate behavior involving a 
minor; or commission of a crime involving a minor. A criminal conviction is not an essential element of determining whether or not a particular act 
constitutes unprofessional conduct. 

 
Christine Barnett, J.D. * Assistant Superintendent for Human Resources & Labor Relations 

7273 Wing Lake Road * Bloomfield Hills, MI  48301 * 248.341.5425 * www.bloomfield.org 
 

1
st

 Request ____Date: __________/  2
nd

 Request ____Date: __________/ 3
rd

 Request ____Date:  __________  
 

No Response Letter Sent ______  Date __________ 

http://www.bloomfield.org/


 
 

Employee Emergency Contact Information 
 
 
 

 
 
 

Employee Name                                                                                                                                               
 

Emergency Contact Name:     
 

Relationship  _________________________________________________ 
 

Cell Phone ___ ___ ___ - ___ ___ ___ - ___ ___ ___ ___ 
 
Work Phone ___ ___ ___ - ___ ___ ___ - ___ ___ ___ ___ 
 
 
 
Dependent Data (please include spouse & children) 
 
 
Name                                                                                                                                               
 
Relationship  _________________________________________________ 
 
Social Security Number  ___ ___ ___ -  ___ ___ - ___ ___ ___ ___ 
 
Date of Birth:  Month _____     Day ______  Year _____ 
 
Address (if different than employee):  ______________________________________________ 
 
Medicare Number (if applicable)  _________________________________________________ 

 
Medicare Effective Date (if applicable)  _____________________________________________ 

 
 
 

Name                                                                                                                                               
 
Relationship  _________________________________________________ 
 
Social Security Number  ___ ___ ___ -  ___ ___ - ___ ___ ___ ___ 
 
Date of Birth:  Month _____     Day ______  Year _____ 
 
Address (if different than employee):  ______________________________________________ 
 
Medicare Number (if applicable)  _________________________________________________ 

 
Medicare Effective Date (if applicable)  _____________________________________________ 

 



Name                                                                                                                                               
 
Relationship  _________________________________________________ 
 
Social Security Number  ___ ___ ___ -  ___ ___ - ___ ___ ___ ___ 
 
Date of Birth:  Month _____     Day ______  Year _____ 
 
Address (if different than employee):  ______________________________________________ 
 
Medicare Number (if applicable)  _________________________________________________ 

 
Medicare Effective Date (if applicable)  _____________________________________________ 

 
 
 

Name                                                                                                                                               
 
Relationship  _________________________________________________ 
 
Social Security Number  ___ ___ ___ -  ___ ___ - ___ ___ ___ ___ 
 
Date of Birth:  Month _____     Day ______  Year _____ 
 
Address (if different than employee):  ______________________________________________ 
 
Medicare Number (if applicable)  _________________________________________________ 

 
Medicare Effective Date (if applicable)  _____________________________________________ 

 
 
 

Name                                                                                                                                               
 
Relationship  _________________________________________________ 
 
Social Security Number  ___ ___ ___ -  ___ ___ - ___ ___ ___ ___ 
 
Date of Birth:  Month _____     Day ______  Year _____ 
 
Address (if different than employee):  ______________________________________________ 
 
Medicare Number (if applicable)  _________________________________________________ 

 
Medicare Effective Date (if applicable)  _____________________________________________ 
 
 

  



Bloomfield Hills Schools: E d u c a t e d  C h o i c e s        Employment Transaction Form 

NGE Employment Transaction Form 11/18/14 

Type of Employment 

Transaction 

 New Hire    Rehire    Unpaid LOA    Paid LOA    Union Code Change 

 Voluntary Termination      Involuntary Termination     Retirement    

 Other     Lay Off    Return from LOA    Location/Acct# Change 

Social Security Number  Date of Birth  

Name (Last, First, M.I.)  

Seniority Date/Date of Hire _______/_______/______ Date of 

Event/Date 

Started 

______/______/______ 

Benefit Effective Date  ______/_______/______ Pay Eff. Date  ______/______/______ 

Benefit Term Date ______/_______/______ Employee ID#  

Annual Salary $  Gender     Male     Female 

New Union Code 

User Name: __________ 

 

Email 

Address:_____________ 

 

Check Location:_______ 

 

Term Log:____________ 

 

Port Done:____________ 

 

Cyborg Done:_________ 

 Administrative: A D ___ ___  

 Interpreter: H I ___ ___/ Intervener 

       FT          PT 

 Teacher: I N ___ ___ 

       < 75%    75 – 99%    FT 

 Parapro: P P ___ ___/ Job Coach 

       5 hours 

 Office Personnel: C L ___ ___ 

 Instruct. Assist.: W L ___ ___ 

 Aux Service: A S ___ ___ 

 Unaffiliated A: __ ___ ___ ___ 

       FT          PT    Technician 

 Unaffiliated B: U A ___ ___  

 Unaffiliated C: U A ___ ___  

Nurse 2 

 Unaffiliated E: U A ___ ___  

 Unaffiliated F: U A ___ ___  

DayCare/PS/LK/ Variable Hrs 

Home Street Address  

City, State, Zip  

Home Phone Number (                 )                

General Ledger Allocation    GL# _________________________________- 2100       ___ ___% 

   GL# _________________________________- 2100       ___ ___%     

   GL# _________________________________- 2100       ___ ___% 

   GL# _________________________________- 2100       ___ ___% 

 

Date Entered to NGE System:_____________________  By: _________________________________  



 

 
If you are eligible for health benefits, you will be contacted by Sarah 
Dare, Benefits Coordinator.  When you meet with her, please bring 
the following items with you:  
 

• Names, birth dates, and social security numbers of all dependents and all 
life insurance beneficiaries. 
 

• If you are married, please bring a copy of your marriage license. 
 

• If you have dependent children up to age 26, please bring a copy of their 
birth certificates or adoption papers. 
 

• If you are divorced and insuring children, please bring in a copy of your 
divorce decree. 

 
• If you are opting out of health insurance please bring your current health 

insurance card. 
 

• Complete the emergency contact/dependent data information 
worksheet.  Please be certain to include all information required. Please 
bring the completed worksheet to our meeting.  

 
NOTE: You will not be able to enroll dependents without the documents listed above. 



t:
f:

Booth Center
7273 Wing Lake Road
Bloomfield Hills, MI 48301

248.341.5430
248.341.5449

www.bloomfield.org

Human Resources,�
Payroll & Benefits

  

WAIVER OF HEALTH COVERAGE 
 

I hereby decline the Medical Insurance coverage provided by Bloomfield Hills Schools for myself 
and my qualified dependents.   

In order to receive the Opt-Out Credit (if applicable per my work agreement) for waiving the 
medical insurance plan, I must provide proof of other insurance coverage (ID card copy).  
Please photocopy the front and back of your medical ID card and return with this signed 
document to the Benefits Coordinator no later than the time of enrollment.  If you qualify for the 
opt-out credit, Bloomfield Hills Schools will add the cash credit to each paycheck through the 
flex plan year payroll process. 

I understand that I may return to the plan during open enrollment OR within 30 days of a mid 
plan year life status change.  I must provide proof of loss of other coverage to do so.  Some 
examples of a life status change are:  death, divorce, birth/adoption, marriage, or loss of 
insurance coverage through another source.  Notifications received after 30 days of the life 
status event will not be processed until the next open enrollment date. 

 

Signed:_______________________   Date:___________ 

              Employee 

 

Signed:_______________________   Date:___________ 

  Spouse 



Bloomfield Hills Schools 
PRE-EMPLOYMENT CONSENT FOR 

CRIMINAL CONVICTION HISTORY CHECK 
 
 

 
I am an applicant for employment with Bloomfield Hills Schools.  I understand that I have been conditionally offered a position as an 
employee by the Bloomfield Hills Schools subject to a criminal conviction history check and/or fingerprinting and a pre-employment 
physical, if requested. 
 
I understand that the Michigan State Police and FBI require the information below, for the criminal conviction history check. I authorize 
the Bloomfield Hills Schools to utilize this information for the sole purpose of obtaining a conviction-only history file search.  
     

(PLEASE PRINT CLEARLY) 
 

Name:                                                                                                                                                                                     
  Last      First     Middle 

Additional name(s) you have been known by:                                                                                                                       
 

Date of Birth:                                      Sex:                            Race:                                                                              
   
Driver's License No:                                                                   State Issued From:                                                 
 

Position applied for:                                                                   Building/Dept.                                                         
 

Pursuant to 2005 Public Act 129 &138, I represent that (you must check one): 
 

                I have not been convicted of, or pled guilty, or nolo contendre (no contest) to any crimes. 
 

                I have been convicted of or pled guilty or nolo contendre (no contest) to the following crimes (use separate 
   sheet to explain nature of conviction, date and court): 
 
   a.                                                                                                                                                                                                                                                                                       
 
   
 
   b.                                                                                                                                                                                                                 
 
    

 
I understand and agree that pursuant to the School Safety Initiative Legislation of 2005: 

 

(1) The Board of Education must request a criminal history check on me from the Central Records Division of the 
Michigan Department of State Police and FBI for all full time and part time employees, or for any individual who is 
assigned to regularly and continuously work under contract in the district’s schools. 

 

(2) Until the reports are received and reviewed by the School District, I am regarded as a conditional employee; and 
 

(3) If the reports received from either the Department of State Police or  the FBI  are not the same as my   
 representation(s) above respecting either the absence of any conviction(s) or any crimes of which I have been  
 convicted, my employment contract is voidable at the option of the School District. 
 
(4) I have been told by an agent of Bloomfield Hills Schools that I am to be fingerprinted prior to my 1

st
 day of 

employment.  I authorize release of my prints and/or criminal history report received from these prints to any 
Michigan public school district personnel department. 

 
(5) I have been fingerprinted pursuant to Public Act 129 & 138 for employment with   
 and authorize the release of my prints and/or criminal history report.   (Name and Address of District previously printed with) 

 
 
 
Signature                                                                                          Date                                                                          
 
Return this form to the Human Resource Department. 
 

10/10 
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E-VOUCHER INFORMATION 

 
VIEW PAYCHECK ON-LINE FROM ANYWHERE 

 

 
JUST FOLLOW THESE SIMPLE STEPS: 
 
 
Step 1:  Go to https://hrweb.resa.net/eEmployee/ 
 
Step 2: Log in if you have already registered, or choose “Not a Registered User? 

Click Here” to create a Log-in and Password* (You will only need to do this 
once. Please write down your user name and password in a safe place).   

 
Step 3: Enter your user name and password, select Bloomfield Hills Schools in the 

drop-down box and click Log-in. Our name and logo will appear on the left 
side of the screen. 

 
Step 4: Select a check date and view your voucher. 
 
Step 5:  Logoff (top right side of screen). 
 
*Your employee ID number is:  __________________________________.    
 
 New Hires: it may take several days before you are in the system and can access your e-voucher information 
 
ALL EMPLOYEES:  You must create an e-voucher account while employed in order to retain access when you 
are no longer employed by the district. 
 
Note: If you have any questions regarding the log-in or if you have lost your employee ID number, please 
contact the Payroll Department at 248.341.5435. 
 

https://hrweb.resa.net/eEmployee/


 

Authorization Agreement for Direct Deposits 
 
 

 
I  hereby  authorize  Bloomfield  Hills  Schools  to  make  deposits  in  the  account  identified  below  at 

                                                                             (Deposit Financial Institution, hereinafter referred to as DFI) 

and authorize the DFI to accept these deposits.  Adjusting entries to correct errors and/or over-payments is 

also authorized.   It is agreed that these deposits and adjustments may be made electronically and under the 

Rules of the National Automated Clearing House Association.   This authorization will remain in effect until written 

notice of termination is given to the Company.  I acknowledge my responsibility to retain a copy of this document. 

 
Name                                                                                                                            _______    

 

Address  City   

 

State  Zip  Building   

 

Signature  Date   

 

Phone number              -             -              __ 

 

 
DIRECT DEPOSIT CAN NOT BE PROCESSED WITHOUT PROPER REQUIRED ATTACHMENT 

DIRECT DEPOSIT TO CHECKING: ATTACH A COPY OR VOIDED CHECK 

DIRECT DEPOSIT TO SAVINGS: ATTACH VERIFICATION FORM FROM YOUR BANK WITH ROUTING AND 
ACCOUNT INFORMATION 

Partial direct deposit to the following account: 

 
Checking OR Savings 

 
$  Account #  _Routing #   

 
Partial direct deposit to the following account: 

 
Checking OR Savings 

 
$  Account #  _Routing #   

 

 

I authorize my NET/BALANCE payroll deposit to be distributed as follows: 
 

Checking OR Savings 
 
Account #  _Routing #   

 
 

I would prefer to have my net payroll deposited on a pay card 

 



 

 
 
 

 
NAME DATE 

 
 

Please answer BOTH parts (A & B) 
 

Part A Are you Hispanic/Latina?  (Choose only one) 
 

No, not Hispanic/Latina 
 

Yes, Hispanic/Latina (A person of Cuban, 
Mexican, Puerto Rican, South or Central 
American or other Spanish culture or origin, 
regardless of race). 

 
Part A of the question is about ethnicity, not race. Regardless of what you selected in Part A, 
please answer Part B by marking one or more boxes to indicate what you consider your race to 
be. 

 
 
Part B What is your race?  (Choose one or more) 

 
American Indian or Alaska Native (A person having origins in any of the 
original  peoples of North and South American, including  Central America) 

 
Asian (A person having origins in any of the original peoples of the Far 
East, Southeast Asia, or the Indian subcontinent including,  for example, 
Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine 
Islands, Thailand, and Vietnam). 

 
Black or African-American (A person having origins  in any of the black 
racial groups of Africa). 

 
Native Hawaiian or Other Pacific Islander (A person having origins in 
any of the original peoples of Hawaii, Guam, Samoa, or other Pacific 
Islands). 

 
White (A.person  having origins in any of the original peoples of Europe, 
the Middle East, or North Africa). 

 
NOTE: Both Parts A and B MUST be completed.  We encourage you to select an answer for both 
parts. If either part (A or B) is not answered, the U.S. Department of Education requires the 
school district to supply an answer on your behalf. 

 
Please check this box if you do not want your telephone number listed in our staff directory.  
Please check this box if you do not want your address listed in our staff directory. 

 
 
SIGNATURE   DATE _   

 
 

Bloomfield Hills Schools 
7273 Wing Lake Road · Bloomfield Hills, Ml 48301 · 248.341.5425 · www.bloomfield.org 
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     BLOOMFIELD HILLS SCHOOLS 

VOLUNTARY STAFF IMMUNIZATION-HEPATITIS B VACCINATION 
CONSENT/DECLINATION 

 
Directions:  Please print the following information: 
 
NAME:  ____________________________________________________________________________________________________ 
                                              (Last)    (First)     (Middle) 
 
PRESENT ASSIGNMENT:____________________________________________________________________________________ 
        (Job Title) 
 
PRESENT LOCATION: ______________________________________________________________________________________ 
        (Building) 
 
DATE OF BIRTH: _______ / _______ / _______ 
 
I understand that due to my occupational exposure to blood or other potentially infectious materials I may be at risk of acquiring 
Hepatitis B virus infection.  I have been given the opportunity of receiving Hepatitis B antibody screening (to assess my need for 
Hepatitis B vaccination) and to be vaccinated with Hepatitis B vaccine, at no charge to me.  I also understand that if I am found to be 
immune to the Hepatitis B virus because I previously received the complete Hepatitis B vaccination series, tested positive for adequate 
antibodies, or have a medical condition which negates the need or benefit of Hepatitis B vaccination, the vaccine will not be offered to 
me. 
 
 

(EMPLOYEE – Please respond to BOTH Parts 1 and 2 OR Part 3) 
 

PART 1 – HEPATITIS B ANTIBODY SCREENING  (Please read carefully and check one (1) of the following): 
 
_____ I wish to be screened for Hepatitis B antibodies to determine my need for Hepatitis B vaccination. 
 
_____ I decline Hepatitis B antibody screening at this time.  If in the future I continue to have occupational exposure to blood or 

other potentially infectious materials and I want to be screened for Hepatitis B antibodies, I can receive the testing at no 
charge to me.  Also, I may still elect to receive the Hepatitis B vaccine at no charge to me unless I previously received the 
complete Hepatitis B vaccination series, tested positive for adequate antibodies, or have a medical condition which negates 
the need or benefit of Hepatitis B vaccination. 

 
PART 2 – HEPATITIS B VACCINATION  (Please read carefully and check one (1) of the following): 
 
_____ I wish to receive the Hepatitis B vaccine. 
 
_____ I decline the Hepatitis B vaccine at this time.  I understand that by declining this vaccine, I continue to be at risk of acquiring 

Hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood or other potentially 
infectious materials and I want to be vaccinated with Hepatitis B vaccine, I can receive the vaccination series at no charge to 
me (unless I am found to be immune to the Hepatitis B virus because I previously received the complete Hepatitis B 
vaccination series, tested positive for adequate antibodies, or have a medical condition which negates the need or benefit of 
Hepatitis B vaccination). 

 
PART 3 – NO HEPATITIS B VACCINATION 
 
_____ I have previously received the complete Hepatitis B vaccination series. 
 
_____ Antibody testing has revealed that I am immune to Hepatitis B. 
 
_____ The vaccine is not needed because of medical reasons. 
 
 
Employee Signature _______________________________________________  Date _______________________________ 
 

Return to the Human Resources Office 







  

WORKERS COMPENSATION PROCEDURE ACKNOWLEDGEMENT STATEMENT 

 

USE OF  

FORM: 
The Employee Accident Report form must be used to report all work related injuries to 

employees of Bloomfield Hills Schools that occur on or off school premises.   
  

Injuries where an employee must be admitted to a hospital must be reported to the 

Benefits Coordinator (248)341-5431 or the Executive Manager of Human Resources 

and Payroll (248)341-5432 by telephone as soon as possible.  Information on this form 

is used generally to satisfy State and Federal Information requirements under the 

Occupational Safety and Health Act (OSHA).  All of the information must be provided 

in full detail. 
  
HOW TO  

FILE: 
This form must be completed and signed by both the injured employee and the 

Supervisor.  The form must be filed immediately even if the injured employee cannot 

sign the report until a later time. If the employee and/or Supervisor is unable to complete 

the report at the time of injury, it shall be completed within 3 calendar days following 

the occurrence. 
  
REVIEW OF 

INJURIES: 
The circumstances and conditions of each injury will be investigated by the Supervisor.  

Where such circumstances indicate, a Supervisor’s Investigation Report may be 

requested.  
  
MEDICAL 

TREATMENT: 
The cost of the medical treatment for work-related injuries or illnesses is covered under 

Worker’s Disability Compensation laws.  The procedures for obtaining treatment must 

follow established requirements in order to have medical costs covered.   
  

1
st
 28 DAYS 

 

For the first 28 days from the date of reporting job injuries, treatment must be obtained 

only from medical facilities authorized by the District.  After the employee notifies 

his/her Supervisor or Building Principal, all routine medical services shall be obtained 

from Emcura Immediate Care, 4050 West Maple Road, Suite 101, Bloomfield 

Township, MI 48301.  Contact the Benefits Coordinator or Executive Manager of 

Human Resources and Payroll for approval at SDare@bloomfield.org or (248)341-5431 

or KHealy@bloomfield.org or (248)341-5432. 
  

mailto:SDare@bloomfield.org
mailto:SHolliday@bloomfield.org


  

For life-threatening injuries, or accidents outside normal business hours, medical 

treatment shall be obtained at St. Joseph Mercy Hospital, 900 Woodward Avenue, 

Pontiac.  No other medical facilities may be used by an employee without prior 

authorization.  Contact the Benefits Coordinator or Executive Manager of Human 

Resources and Payroll for approval. 
  

After 28 DAYS 

  

All medical visits after 28 days may be made only after an Employee has notified the 

Benefits Coordinator when and where treatment will be obtained.  In no event, however, 

will authorization for service include prior agreements to pay for the costs of the service 

unless such costs are considered reasonable fees for the service by our insurance service 

agent.  
 

FAILURE TO FOLLOW THESE WORKERS COMPENSATION PROCEDURES MAY RESULT IN A 

DISPUTE OF THE CLAIM AND NON PAYMENT BY THE WORKERS COMPENSATION 

CARRIER.  THE EMPLOYEE MAY BE SOLEY RESPONSBILE FOR ALL COSTS INCURRED.  

THE MEDCIAL INSURANCE CARRIER WILL NOT ACCEPT LIABILITY FOR A WORKERS 

COMPENSATION INJURY PAYMENT WHEN A DISPUTE AND NON PAYMENT IS MADE FROM 

THE WORKERS COMPENSATION CARRIER. 

 

 

I HAVE READ AND ACKNOWLEDGE THE AFOREMENTIONED POLICY ON REPORTING AND 

TREATING FOR WORK RELATED INJURIES OR ILLNESSES.  I UNDERSTAND I MAY BE 

RESPONSIBLE FOR ALL COSTS ASSOCIATED WITH A DISPUTED CLAIM IF I DO NOT 

COMPLY WITH THESE INSTRUCTIONS. 

 

 

 

Employee Signature:____________________________________________________________ 

 

Print Name____________________________________________________________________ 

 

Date:_________________________________________________________________________ 

 
 

 

 

  



FOR ONLY: Elementary teachers 
Physical Education teachers  

                                  Elementary Paraeducators 
                                  Physical Education Paraeducators 

 
 
Completion of on-line training course: All adult participants in youth athletic 
activities, including coaches, assistant coaches and volunteers are required to 
complete a concussion awareness online training course. The course takes 
about 35 minutes to complete. Upon completion of the training session, a 
certificate is provided for 
printing. New employees are to print out the certificate and bring it to 
the new hire appointment. 

 
 
The on-line course is available here. The course addresses the 
signs/symptoms and consequences of concussions. 

 
 
Note: The certificate must be printed at the conclusion of the training session. If 
the course is closed out without printing the certificate, the employee will have 
to retake the training in order to recover the certificate. 

http://www.cdc.gov/concussion/HeadsUp/Training/Index.html
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BENEFICIARY DESIGNATION FORM

Employer: _________________________________________________________________

Policy Number: ______________________ Group ID#: ____________________________

State: _________________ Insured’s Name: ___________________________________

Certificate Number: ______________________________

BENEFICIARY DESIGNATION

Primary Designation: __________________________________________________________

Address: ____________________________________________________________________

Relationship to Insured: _______________________________________________________

SSN: __________________________________________

Contingent Beneficiary: ________________________________________________________

Address: ____________________________________________________________________

Relationship to Insured: _______________________________________________________

SSN: __________________________________________

Note:  Contingent Beneficiary will receive benefits only if Primary Beneficiary does not survive you.  If more
than one Primary or Contingent Beneficiary is wanted, please attach a separate sheet to reflect this.

Insured’s Signature: _________________________________________ Date Signed: _______________________

The Lincoln National Life Insurance Company, PO Box 2616, Omaha, NE 68103-2616
toll free (800) 423-2765   Fax (877) 573-6177
www.LFG.com

Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates.
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