DRUG-FREE WORKPLACE POLICY ACKNOWLEDGEMENT

I , hereby acknowledge
(Printed name of Employee)
that | have received and read this Drug-Free Workplace Policy, a summary of the drugs which
may alter or affect a drug test and a list of local Employee Assistance Programs and drug and
alcohol treatment programs. | have had an opportunity to have all aspects of this material fully
explained. | also understand that | must abide by the policy as a condition of initial and/or
continued employment, and any violation may result in disciplinary action up to and including
discharge.

Further, | understand that during my employment | may be required to submit to testing for the

presence of drugs or alcohol. | understand that submission to such testing is a condition of

employment with the Company and disciplinary action up to and including discharge may result

if:

1) I refuse to consent to such testing

2) | refuse to execute all forms of consent and release of liability as are usually and reasonably
attendant to such examinations

3) I refuse to authorize release of the test results to the Company

4) The tests establish a violation of the Company's Drug-Free Workplace Policy

5) | otherwise violate the policy.

| also understand that if | am injured in the course and scope of my employment and test
positive or refuse to be tested, | forfeit my eligibility for medical and indemnity benefits under the
Workers' Compensation Act upon exhaustion of the remedies provided in Florida Statute
440.102(5).

| ALSO UNDERSTAND THAT THE DRUG-FREE WORKPLACE POLICY AND RELATED
DOCUMENTS ARE NOT INTENDED TO CONSTITUTE A CONTRACT BETWEEN THE
COMPANY AND ME.

THE UNDERSIGNED FURTHER STATES THAT HE OR SHE HAS READ THE FOREGOING
ACKNOWLEDGEMENT AND KNOWS THE CONTENTS THEREOF AND SIGNS THE SAME
OF HIS OR HER OWN FREE WILL.

SIGNATURE DATE

WITNESS DATE

Revised: 2/18/10
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