California State University, Long Beach Research Foundation
Memorandum
TO: CSULB Research Foundation Employees
FROM: Human Resources Department

SUBJECT:  Drug-Free Workplace Policy

In accordance with the Drug-Free Workplace Act of 1988 (41 U.S.C. § 701 et. seq.), the California State
University, Long Beach Research Foundation (Research Foundation) has established the following policy:

Due to the prevalent use of illegal drugs in the United States and the hazards they pose in the workplace, not only to
the abuser but to the general population as well, the Research Foundation strictly prohibits the manufacture, sale,
purchase, offer to sell or purchase, distribution, use, dispensation or possession of illegal drugs in the workplace.
Physician-prescribed medications may be used by employees, provided the drugs do not adversely affect job
performance or the safety of the employee or other individuals in the workplace.

It is the responsibility of any Research Foundation employee convicted of a criminal drug offense occurring in the
workplace to notify the Research Foundation Human Resources Department within five (5) calendar days of
conviction. Action may be taken against any Research Foundation employee convicted of a criminal drug offense
occurring in the workplace. Appropriate action may include discipline, up to and including termination, and/or the
requirement of satisfactory participation in a drug treatment program as deemed necessary by the Research
Foundation Chief Operating Officer or his designee.

To further enhance this effort, a drug-free awareness program has been established to inform Research Foundation
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(if applicable)

WHY ARE YOU BEING ASKED TO COMPLETE THIS FORM?

We are a federal contractor or subcontractor required by law to provide equal employment opportunity to qualifed people with
disabilities. We are also required to measure our progress toward having at least 7% of our workforce be individuals with
disabilities. To do this, we must ask applicants and employees if they have a disability or have ever had a disability. Because
a person may become disabled at any time, we ask all of our employees to update their information at least every fve years.

Identifying yourself as an individual with a disability is voluntary, and we hope that you will choose to do so. Your answer will
be maintained confdentially and not be seen by selecting ofcials or anyone else involved in making personnel decisions.
Completing the form will not negatively impact you in any way, regardless of whether you have self-identifed in the past. For more
information about this form or the equal employment obligations of federal contractors under Section 503 of the Rehabilitation Act,
visit the U.S. Department of Labor's OFce of Federal Contract Compliance Programs (OFCCP) website at www.dol.gov/ofccp.

HOW DO YOU KNOW IF YOU HAVE A DISABILITY?

You are considered to have a disability if you have a physical or mental impairment or medical condition that substantially limits a major
life activity, or if you have a history or record of such an impairment or medical condition. Disabilities include, but are not limited to:

e Autsm e Deaf or hard of hearing e Intellectual disability

e Autoimmune disorder, e Depression or anxiety e Missing limbs or partally missing
for example, lupus, * Diabetes limbs
fbromyalgia, rheumatoid e Epilepsy « Nervous system conditon for
arthrits, or HIV/AIDS * Gastrointestnal disorders, for example, migraine headaches,

e Blind or low vision example, Crohn’s Disease, or Parkinson’s disease, or Multple

e Cancer irritable bowel syndrome sclerosis (MS)

e Cardiovascular or heart e Psychiatric conditon, for
disease example, bipolar disorder,

» Celiac disease schizophrenia, PTSD, or major

e Cerebral palsy depression

PLEASE SELECT ONE BELOW

O Yes, | Have A Disability, Or Have A History/Record Of Having A Disability
O No, | Do Not Have A Disability, Or A History/Record Of Having A Disability

O | Do Not Wish To Answer
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