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Employee Information
	Full Name:
	
	
	

	
	
	

	Address:
	
	

	
Home Phone:
	(         )
	Cell Phone:
	(         )

	Email Address:
	

	Social Security Number or Government ID:
	

	Birth Date:
	
	Marital Status:
	

	

	      Job Information

	
Title:
	
	Supervisor:
	

	Work Location:
	
	E-mail Address:
	

	Work Phone:
	(         )
	Cell Phone:
	(         )

	Start Date:
	
	Salary:
	$

	

	      Emergency Contact Information

	
Full Name:
	
	
	

	
	
	
	

	Primary Phone:
	(         )
	Cell Phone:
	(         )

	Relationship:
	



	      Emergency Contact Information

	
Full Name:
	
	
	

	
	
	
	

	Primary Phone:
	(         )
	Cell Phone:
	(         )

	Relationship:
	



Banking Information
Please attach a copy of your direct deposit or Void Cheque to the back of this booklet 




APPENDIX I - Oath of Confidentiality

I, ________________________________________, acknowledge and affirm that I have read and understand the confidentiality policy. 

I will not disclose any internal or external business nor any matters relating to any employee or patient to any person other than those whom I have been given direction by the Managers and or C-Suite Executives. I will take all the necessary measures to ensure the confidentiality of all written material. 

a. Breach of confidentiality provides grounds for immediate dismissal with cause. Anyone unsure of confidential requirements regarding specific situations must clarify the concern C-Suite Executives and or Human Resources before disclosing any information. 

b. The confidential nature of the services provided to clients and program participants and other matters of importance directs that no working documents are taken home or left in a vehicle. 

My signature indicates that I have read and understand the confidentiality requirements of the COMPANY NAME


                           

                     ________________________________________               ______________________
Employee Signature                                                             Date
















Name: _________________________________________ 	Date: _________________________________

This form is required. This Allergy and Food Restriction information is meant for any work functions requiring food that is provided. 

ALLERGIES
Please check all that apply and provide allergen details. 

__ No known allergies.				__ I have an EpiPen which I will be providing.

__ I have the following allergies: 			__ I have allergy medication I will be providing.

	ALLERGEN 
	REACTION & TREATMENT

	
	

	
	

	
	

	
	

	
	



DIETARY/FOOD RESTRICTION (not allergy related) 

We understand that some request food restriction for personal or religious reasons. Please indicate any food restrictions you would like us to honor. 

__ I have no specific food restrictions.                 __ I have the following food restrictions:

	FOODS 
	DETAILS

	
	

	
	

	
	

	
	

	
	




Employee Signature: ________________________________    Date: ____________________________
Privacy and Confidentiality Statement
This information is confidential and is covered by the provisions of the Freedom of Information and Protection of Privacy Act. This form is in case there is an emergency involving yourself while at work and someone needs to be contacted. Please include someone who you are okay sharing medical information within case of an emergency.

