APPENDIX A: Equipment Acknowledgement Form

Rosebud County

| acknowledge that while | am working for the County, | will take proper care of all County equipment
with which | am entrusted. | shall abide by all the guidelines set forth in Use of Vehicles and
Equipment in this Handbook including, but not limited to; using equipment lawfully, safely, and cost-
effectively; for its designed purpose; for County business only; and according to the manufacturer's
specifications.

| understand that, while County equipment is in my possession, any abuse, violations of safety
practices, or disregard for the proper care and maintenance of such equipment may result in
disciplinary action, up to and including termination.

| further understand that, upon termination, | shall return all property of the County and that the
property will be returned in proper working order. This agreement includes, but is not limited to, the
following: laptops, cell phones, pagers, IT equipment, tools, personal protective gear, and any other
equipment the County has provided for use with my job.

| understand that failure to return equipment shall be considered theft and will lead to criminal
prosecution by the County.

Employee Name (please print)

Employee Signature Date
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APPENDIX B: Ethics and Conflict of Interest
Acknowledgement Form

Rosebud County

By my signature below, | acknowledge that | have received a copy of the Ethics and Conflict of
Interest Policy. | understand it is my obligation to read, understand, and comply with the stip-
ulations, procedures, and provisions contained within this Policy. | understand that | am responsible
for abiding by the County Code of Ethics contained in this Policy as | conduct my assigned duties
during my term of employment.

| understand that if | am found to be in violation of the provisions set forth in the Ethics and Conflict
of Interest Policy, that | am subject to discipline, suspension, termination, and/or such other action
as the County deems appropriate.

| certify that | have read and understand the above statement and acknowledge that this form will
be placed in my personnel file.

Employee Name (please print)

Employee Signature Date
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APPENDIX C: Drug and Alcohol Free Workplace
Acknowledgement Form

Rosebud County

As an employee of the County, | certify that | shall not engage in the unlawful manufacture, distri-
bution, dispensing, possession, or use of a controlled substance while on County property or while
conducting any activity involving the County.

By my signature below, | acknowledge that | have received a copy of the Drug and Alcohol Free
Policy of the County. | understand that it is my obligation to read, understand, and comply with the
procedures and provisions contained within this Policy.

| understand that if | am found to be in violation of the provisions set forth in the Drug and Alcohol
Free Workplace Policy in this Handbook, | am subject to suspension, termination, participation in
a drug rehabilitation program, and/or such other action as the County deems appropriate.

| certify that | have read and understand the above statement and acknowledge that this form will
be placed in my personnel file.

Employee Name (please print)

Employee Signature Date
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APPENDIX D: Computers, Internet, and Email Policy
Acknowledgement Form

Rosebud County

By my signature below, | acknowledge that | have received a copy of the Computers, Internet, and
Email Policy. | understand that it is my obligation to read, understand, and comply with the
stipulations, procedures, and provisions contained within this policy.

Further, | understand that this policy governs my use of all County technology and, under certain
circumstances, my own technology that | might bring into the County (See Personal Telephone
Calls and Personal Communication Devices).

Additionally, | understand that if | violate the policy, | am subject to discipline from the County,
including suspension, termination, and/or such other action as the County deems appropriate. |
also understand that some violations of this policy could result in actions against me both civilly and
criminally and in both federal and state courts. | also understand that | have no expectation of
privacy in any of the technology referenced in the policy, due to the access and interception rights
reserved by and granted to the County.

| certify that | have read and understand the above statement and acknowledge that this form will
be placed in my personnel file.

Employee Name (please print)

Employee Signature Date
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APPENDIX E: Drug Testing
Acknowledgement Form

Rosebud County

The County’s drug testing program typically applies to individuals engaged in the performance,
supervision, or management of work in a hazardous work environment, security positions, positions
affecting public safety or public health, positions in which driving is part of the job, or a fiduciary
position for the County. The County must specifically identify all positions covered by its Drug
and Alcohol Testing Policy and ensure that these employees are notified of this designation
in accordance with Montana law. New employees shall be informed in the offer letter if their
position is subject to drug testing.

As an employee and/or applicant of the County designated to submit to the drug testing procedures
outlined in the Drug Testing Policy, | hereby acknowledge that the County’s Drug Testing policy
requires me to submit to drug testing and/or breath alcohol testing to rule out the presence of
unprescribed or prohibited dangerous controlled substances in my system. | hereby freely and
voluntarily consent to this request for a drug test and/or alcohol test, and agree to participate in the
testing program.

| hereby release the County, its employees, agents, and contractors from any and all liability what-
soever arising from this request for testing, from the actual testing procedures, and from decisions
made concerning my application for or continuation of employment based on the results of the
analysis. | hereby agree to cooperate in all aspects of the testing program.

| understand that, if | am found to be in violation of the provisions set forth in the Drug Testing
and/or Drug and Alcohol Free Workplace Policy, | am subject to suspension, termination,
participation in a drug rehabilitation program, and/or such other action as the County deems
appropriate.

| certify that | have read and understand the above statement and acknowledge that this form will
be placed in my personnel file.

Employee Name (please print)

Employee Signature Date
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APPENDIX F: Decedent’s Warrant or Paycheck Designation Form

LEGAL DESIGNATION OF PERSON AUTHORIZED TO RECEIVE DECEDENT’S CHECK(S)

Complete the Primary & Contingent Beneficiary Designation portion of this form. This form must be typed or printed legibly in ink.

Provide designee’s full legal name (example “Mary Lynn Smith”). The designee name cannot be “Mrs. John E. Smith” or “To the Estate of Jane
Smith”.

No erasures or corrections in the designee’s name can be accepted. If an error is made, complete a new form.

Inform the County Clerk & Recorder when designee’s address changes.

Sign this form in ink and submit to the County Clerk & Recorder

Designee may be changed at any time by completing another form and submitting to the County Clerk & Recorder or Human Resources
Department. You are requested to update your designee every calendar year.

BENEFICIARY DESIGNATION FOR DECEDENT'’S FINAL CHECK(S)

Pursuant to §2-18-412, MCA, | hereby designate the following person who, notwithstanding any other provision of law, shall be entitled upon my death to receive all
MACo checks excluding payment of death benefits and refund of employee retirement contributions, payable to me as a result of my employment with the Montana
Association of Counties had | survived.

Primary Beneficiary Information — All information is required

Name of Designee

First Middle Last

Mailing Address

Street or PO Box City State Zip Code

Social Security Number Date of Birth Phone#

Contingent Beneficiary Information — All information is required

*In the event that your primary beneficiary does not survive you, your check(s) will be issued to your contingent beneficiary.

Name of Designee

First Middle Last

Mailing Address

Street or PO Box City State Zip Code

Social Security Number Date of Birth Phone#

My signature on this document indicates:

| understand this is a legally binding document.

| hereby revoke any previous designation filed by me

If the above named designees cannot be contacted within sixty days after the date of my death, this designation shall be void and the check will be
reissued to my estate.

This designation will remain in full force and effect until revoked by me in writing.

Employee Name

First Middle Last
Social Security Number Date

Signature
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