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Name: ___________________________________
Skill:____________________________

APPLICATION & AVAILABILITY


Date Received



· Signed & Completed Application


_______________

· Scheduling Questionnaire filled out 

_______________


LICENSES AND IDENTIFICATION


Number

Expires

· Driver  License (copy)



_______________
____________

· Social Security Card (copy)


_______________
____________

· Nursing License or CNA certificate (copy)
_______________
____________

· CPR Card (copy)



_______________
____________
MEDICAL OK’s 




Date Received

Expires
· Physical Exam (1 yr)



_______________
____________

· TB (PPD) Test (1 yr) or Chest X-Ray (5 yr)
_______________
____________
If positive TB, a baseline chest X-Ray must be submitted and a positive TB questionnaire must be completed yearly.
· MMR, Immunization records (Nurse Staffing – Physician Release Form)

· Rubella:

Immunization/Screen Date:_____________
Immune/Non-Immune
· Rubeola:

Immunization/Screen Date:_____________
Immune/Non-Immune

· Mumps:

Immunization/Screen Date:_____________
Immune/Non-Immune

· Varicella:
Immunization/Screen Date:_____________
Immune/Non-Immune
EMPLOYMENT FORMS AND REQUIRED STATEMENTS
Date Completed     Verified/Witnessed
· Form I-9 filled out and signed


_______________
____________
· W-4 Form filled out and signed


_______________
____________
· Drug Free Workplace signed


_______________
____________
· Affidavit of Good Moral Character signed

_______________
____________

SKILLS CHECKLIST AND TESTING
· Completed Skills Checklist filled out

_______________

· HIV/AIDS Education Certificate (copy)

_______________
____________

· HIV/AIDS Update Certificate (copy)

_______________
____________

· Graded Skills Test 



Grade__________
Passed / Failed

     circle one

· Nurse Staffing Educational Tests (Must be done for hospital work)
· TB Awareness
   Score:____________
Fire Safety
Score:_____________

· Age Specific Care
   Score:____________
Bloodborne
Score:_____________

· Back Safety
   Score:____________
Dementia
Score:_____________
· HIPAA

   Score:____________

OUTSIDE VERIFICATIONS REQUIRED:


Date Completed
Notes?
· License Verification done


_______________
____________
· Office of Inspector General Verification done
_______________
____________
· Sexual Predator Verification done

_______________
____________
· References Checked  



_______________
____________
· Drug Screen Negative



_______________
____________
· FDLE Report Obtained 



_______________
____________
ORIENTATION




Date Completed      Verified/Witnessed
· Orientation Done



_______________
____________
· Orientation Receipt Signed


_______________
____________

· Confidentiality Form Signed


_______________
____________
· Cancellation Policy Signed


_______________
____________

· Employee Responsibility Signed


_______________
____________

· Hepatitus B Declaration Signed


_______________
____________

· Statement of Employability Signed

_______________
____________

· Job Description Form signed


_______________
____________

· Nurse Staffing ID Badge made


_______________
____________

· Placed on Calendar 



_______________
____________
· Reactivated on Calendar


_______________
____________
OTHER /ADDITIONAL ITEMS


Date Completed      Verified/Witnessed
· IV Certification 




_______________
____________
· ACLS





_______________
____________

· PALS





_______________
____________
· NALS





_______________
____________

REVIEW

· Performance Review – IPR (annually)

_______________
____________

· Employee File Review (annually)


_______________
____________

· Performance Review – IPR (annually)

_______________
____________

· Employee File Review (annually)


_______________
____________
FACILITY ORIENTATIONS 
· ____________________


______________
_____________

· ____________________


______________
_____________
· ____________________


______________
_____________
SCHEDULING QUESTIONNAIRE

NAME: 

SKILL LEVEL: 



Days Available:
 Monday 
 Tuesday
 Wednesday
 Thursday
 Friday


 Saturday
 Sunday

Times Available:
 7-3
 3-11
 11-7
 7A-7P
 7P-7A

Facilities that you have been to: 

Facilities that you will not go to: 

Areas that you will travel to: 

Areas of specialty & years of experience:
Nursing Homes  _____    Psych _____    ICU  _____

PCU _____    CCU _____    ER _____    Med/Surg _____    OR _____    Nursery _____

Dr. Office _____    Other  _________________________

Will you work in nursing homes?  Yes      No           Sub-Acute?  Yes      No 
Have you ever worked with an agency before?  Yes      No 
If yes, which services: 

Last facility worked and when: 

TB QUESTIONNAIRE

If you receive PPD’s on an annual basis complete the following only:

Date of last PPD: ____________________ Results of last PPD in mm: _____

If you had a positive PPD in the past complete the following:

Date of last Chest X-ray: _____________

Please complete the following:











YES
NO

a. Unplanned weight loss above 10% of body weight 


___
___

b. Night sweats







___
___

c. Fever lasting several weeks





___
___

d. Frequent coughing without a cold or flu




___
___

e. Coughing blood-streaked sputum




___
___

f. Unusual tiredness or weakness lasting several weeks


___
___

g. Chest pain when taking a deep breath




___
___

h. Recent diagnosis of diabetes, silicosis, HIV, renal disease, liver disease
___
___

i. Recent exposure to anyone with active TB



___
___

If you answered YES to any of the above, are you currently receiving treatment from a physician?   YES / NO. 

Explain:

________________________________________________________________________________________________________________________________________________________________________________________________

If you develop any of the above symptoms, please contact your physician and Nurse Staffing immediately. A chest X-ray MUST be performed prior to working again.

_______________________________________________

________________

Employee signature







Date

________________________________________________




Employee Name (Printed)

Medical Examination Report

Date:  ________________________, 2006

Doctor’s Name: ____________________________
(print your doctor’s name here)

Doctor’s Fax #: _______________________ 
Doctor’s Phone  #: ______________________

Patient: _______________________________________________________________________
(your name here)
This patient is:

· free from communicable disease 
· physically capable to perform the duties of the job _______________________
(CNA/LPN/RN)
· Rubella:

Immunization/Screen Date:_____________
Immune/Non-Immune
· Rubeola:

Immunization/Screen Date:_____________
Immune/Non-Immune

· Mumps:

Immunization/Screen Date:_____________
Immune/Non-Immune

· Varicella:
Immunization/Screen Date:_____________
Immune/Non-Immune
Date of last PPD: ____________________ Results of last PPD in mm: ___________

Date of last Chest X-ray: _____________

Signed: ___________________________________________


Doctor’s signature
We will fax this form to your doctor or you can take this form to get it signed by your doctor and returned to our office for your file.
DRUG FREE WORKPLACE ACT

In the latter part of 1988, the federal government passed into law a requirement that all government contractors establish guidelines that specifically identify a company’s posture regarding drugs in the workplace.  Since Nurse Staffing will be submitting bids on government contracts and our organization is fully committed to the idea of keeping controlled drugs out of the workplace and society in general, we are establishing the following policy:

It is the policy of Nurse Staffing to prohibit in the workplace the unlawful possession, use, dispensation, distribution or manufacture of controlled substances.  Violation of this policy will result in disciplinary action up to, and including termination of employment.  Depending upon the circumstances, other action, including notification of appropriate law enforcement agencies, may be taken against any violator of this policy.  In accordance with the Drug Free Workplace Act of 1989, as a condition of employment, staff members must comply with this policy and notify management within five (5) days of conviction for any criminal drug violation occurring in the workplace.  Failure to do so will result in immediate termination of employment.  Any staff member arrested in connection with a criminal drug violation occurring in the workplace will be placed on personal leave of absence without pay and could face termination of employment pending the outcome of any legal investigation and conviction.

At the present time, we require mandatory drug testing of all staff members and conduct random drug tests when the safety of staff members may be in question.  Such tests may be deemed necessary based on observed inconsistent or erratic behavior that constitutes a health or safety hazard to other employees or the personal safety of the employee displaying the behavior.  In addition, any employee injured on the job will automatically submit to drug testing.  Failure to submit to drug testing or failing said test shall mean forfeiture of all benefits payable under worker’s compensation laws.

Since the Drug Free Workplace Act requires that companies be able to document the notification and receipt of its policy by each staff member, we require that you sign the statement at the bottom of this form.

We strongly support the intent and purpose of the Drug Free Workplace Act and encourage all staff members to fully comply with this policy and all related drug laws.

I have read and understand Nurse Staffing policy on drugs in the workplace and will comply with all aspects of the policies provisions.

Signature
Date

Printed Name

Affidavit of Good Moral Character

 For purposes relevant to Chapter 400.512 F.S.State of Florida

As an applicant for employment with Nurse Staffing, 
I hereby attest to meeting the requirements for employment, that I am of good moral character that I have not been found guilty of, regardless of adjudication, or entered a plea of nolo contendere, or guilty to any offense prohibited under any of the following provisions of the Florida Statutes or under any similar statute of ordinance of another jurisdiction:

(a)  Section 415.111, relating to adult abuse, neglect, or exploitation of aged persons or disabled adults.  (b) Section 782.04, relating to murder.  (c) Section 782.07, relating to manslaughter.  (d) Section 782.071, relating to vehicular homicide.  (e) Section 782.09, relating to killing an unborn child by injury to the mother.  (f) Section 784.011, relating to assault if the victim was a minor.  (g) Section 784.021, related to   aggravated assault.  (h) Section 784.03, relating to battery if victim was a minor. (I) Section 784.045, relating to aggravated battery.  (j) Section 787.01, relating to kidnapping.  (k) Section 787.02, relating to false imprisonment.  (l) Section 794.011, relating to sexual battery.  (m) Section 794.041, relating to prohibited acts of persons in familiar or custodial authority. (n) Chapter 796, relating to prostitution.  (o)  Section 798.02, relating to lewd and lascivious behavior.  (p) Chapter 800, relating to lewdness and indecent exposure. (q) Section 806.01,relating to arson. (r) Section 812, relating to theft, robbery and related crimes, if the offense is a felony. (s) Section 817.563, relating to fraudulent sale of controlled substances, only if the offense was a felony. (t) Section 825.102, relating to the abuse or neglect of a disabled adult or an elderly person. (u) Section 825.1025, relating to lewd or lascivious offenses committed upon or in the presence of an elderly person or disabled adult. (v) Section 825.103, relating to the exploitation of a disabled adult or an elderly person. (w) Section 826.04, relating to incest. (x) Section 827.03, relating to aggravated child abuse. (y) Section 827.04, relating to child abuse. (z) Section 827.05, relating to negligent treatment of children. (aa) Section 827.071, relating to sexual performance by a child.  (bb) Chapter 847, relating to obscene literature. (cc) Chapter 893, relating to drug abuse prevention and control, only if the offense was a felony or if any involved in the offense was a minor.

I further attest that I have not been judicially determined to have committed abuse or neglect against a child as defined in s. 39.01(2) and (37).  Florida Statutes: nor do I have a confirmed report of adult abuse, neglect, or exploitation as defined is s.415.102(5), or abuse or neglect as defined is s. 415.503(6), which has been uncontested or upheld under s. 415.1075 or s. 415.504, Florida Statutes: nor do I have a proposed confirmed report that remains unserved and is maintained in the central abuse registry and tracking system pursuant to s. 415.1065(2)(c) : nor have I committed an act which constitutes domestic violence as defined in Chapter 741.30.

Under the penalties of perjury, I declare that I have read the foregoing, and my record will not contain any of the disqualifying offenses listed above.








Affiant___________________________

To the best of my knowledge and belief, my record may contain one or more of the foregoing disqualifying acts of offenses for which I have petitioned and received the appropriate exemption.







Affiant___________________________

LICENSE VERIFICATION

NAME:

SKILL:  CNA    LPN    RN

                                  (your name)                                                                                                  (circle one)
LICENSE OR CERTIFICATE NUMBER:  ______________________________

Shaded Area for Office Use Only

Status: 

Expires: 

Placed on Registry:

Verified by:

(Signature)

(Date)
We will use this form to get your information from any facility where you worked previously.  Please authorize this by putting in the name of the facility and which documents of yours you would like to have them fax to us for your file.  We can’t get these without your signature on this form.  To save the cost of a medical exam or TB test or FDLE criminal background check, fill this form out.  
RELEASE OF INFORMATION AUTHORIZATION

I hereby authorize ________________________________ to release my personal and 




(facility name)

confidential information in a timely fashion.  Please release the following documents:

FDLE Criminal Background Check from within the past year __________

TB Test (within the past year) / Chest X-Ray Results (within the past 5 years) _________

HIV Training / Updates __________

CPR Card _____________
Drug Screen Results  _________

Physical Exam Results within the past year ___________

IV Certification ____________
Pharmacology Certification __________________
(required documentation for LPNs in FL)

 (required documentation for LPNs in Pinellas County)
Other _________________________________________________


(what document(s) you’d like them to send)
Name of the person to whom the document request should be addressed: _____________

Phone Number: _______________________  Fax Number: _______________________

_________________________________
Signed

_________________________________
Date

PLEASE FAX DOCUMENTS TO (727) 321-7957.  

ATTN:  ANN CLARK
YOUR NAME: _______________________________________
REFERENCES
List at least 5 professional references (R.N.’s, L.P.N.’s, C.N.A.’s) that Nurse Staffing may contact.

Name: _______________________________________Address:____________________________________

City: ____________________________________State:_______________________Zip:_________________

Phone (required):_____________________________ Title________________________________________

How do you know this person? ________________________ For how long? _________________________

Name:_______________________________________Address:____________________________________

City: ____________________________________State:_______________________Zip:_________________

Phone (required):_____________________________ Title________________________________________

How do you know this person? ________________________ For how long? _________________________

Name: _______________________________________Address:____________________________________

City: ____________________________________State:_______________________Zip:_________________

Phone (required):_____________________________ Title________________________________________

How do you know this person? ________________________ For how long? _________________________

Name: _______________________________________Address:____________________________________

City: ____________________________________State:_______________________Zip:_________________

Phone (required):_____________________________ Title________________________________________

How do you know this person? ________________________ for how long? _________________________

Name: _______________________________________Address:____________________________________

City: ____________________________________State:_______________________Zip:_________________

Phone (required):_____________________________ Title________________________________________

How do you know this person? ________________________ For how long? _________________________

CONFIDENTIALITY STATEMENT

Nurse Staffing acknowledges patient rights, within the law, to ensure confidentiality and informational privacy.

Nurse Staffing employees and representatives thereof acknowledge the responsibility to safeguard information designated as personal, medical, or confidential with respect of both legal and ethical considerations.

Unauthorized disclosure, use or review of personal information, medical or otherwise, is expressly forbidden.  Individuals who have access to patient/employee information or management-designated proprietary/confidential information are expected to adhere to the Nurse Staffing confidentiality policy.

______________________________________

__________________


Signature






Date

________________________________________
Printed Name

CANCELLATION POLICY

If your shift is cancelled less than 60 minutes before the start of the shift, or if you are cancelled upon arrival, you will be paid for 2 hours.

If you arrive at the facility and accept assignment, you will be paid 4 hours.

Signature

Date

Printed Name

EMPLOYEE RESPONSIBILITY

I__________________________________ understand and agree that as an employee of Nurse Staffing there are no guaranteed hours, and that I am considered a temporary employee.  It is my responsibility to contact Nurse Staffing each Monday to give them my availability, and that I am to call Nurse Staffing after each completed shift to update my schedule and availability.  I further understand that unemployment benefits may be denied for failure to report back for reassignment.

______________________________

_________________________

Signature





Date

______________________________

Printed Name
POLICY FOR HEPATITIS B VACCINATION

Please Note:  The following guidelines are based on OSHA requirements.  The source used was the 29 CFR Part 1910.1030, Occupational Exposure to Blood borne Pathogens; Final Rule.

A. Nurse Staffing shall make available the Hepatitis B vaccine and vaccination series to all employees who have occupational exposure.  We will also offer post exposure evaluation and follow up to all employees who have had an exposure incident.

B. Nurse Staffing shall ensure that all medical evaluations and procedures, including Hepatitis B vaccine and vaccination series, post exposure evaluation and follow up including prophylaxis, are:

1. Made available at no cost to employee.

2. Made available to employee at a reasonable time and place.

3. Performed by or under the supervision of another licensed healthcare professional.

4. Provided according to recommendation of U.S. Public Health Services.

C. Hepatitis B Vaccination shall be made, available after the employee has received training required and within 10 working days of initial assignment, to all employees who have occupational exposure, unless one of the following applies:

1. The employee has previously received the complete Hepatitis B vaccination series.

2. Antibody testing has revealed that the employee is immune.

3. The vaccine is contraindicated for medical reasons.

D. Participation in a prescreening program is not a prerequisite for receiving the Hepatitis B vaccine.

E. If the employee initially declines Hepatitis B vaccine, but at a later date, while still covered under this standard, decides to accept the vaccination, the employer shall make available the Hepatitis B vaccination at that time.

F. Nurse Staffing shall require that employees who decline to accept the Hepatitis B vaccination offered by the employer sign a written statement.

G.
If a routine booster dose(s) of Hepatitis B vaccine is recommended by the U.S. Public Health Service at a future date, such booster dose(s) shall be made available.

HEPATITIS ACCEPTANCE/DECLINATION

Acceptance

Nurse Staffing has provided information regarding the efficacy, safety, and administration procedure for the Hepatitis B vaccination series and has offered to pay for the series.  I certify that I have read and understand this policy and release Nurse Staffing from all liability for any adverse reaction that may result from this Hepatitis B vaccine series.  I am required to schedule my own appointment with Nurse Staffing approved provider.  Nurse Staffing will direct the employee to the appropriate vaccination sites.

I accept the Hepatitis B vaccine series.

Signature

Date

Printed Name

Declination

If I decline the vaccination series, I release Nurse Staffing from all liability regarding the contraction of Hepatitis B in the performance of my employment duties.

I understand that due to my occupational exposure to blood or other potential infectious material I may be at risk of acquiring Hepatitis B virus (HBV) infection.  I have been given the opportunity to be vaccinated with Hepatitis B vaccine, at no charge to myself.  However, I decline the mentioned vaccine at this time.  I understand that by declining this vaccine I continue to be at risk of Hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood or other potentially infectious materials and want to be vaccinated, I can receive the vaccination series at no charge.

Signature

Date

STATEMENT OF EMPLOYABILITY

By execution of this document, I acknowledge that I have been informed by Nurse Staffing that a criminal history check will be performed on my name.  I have informed Nurse Staffing of all names (i.e., maiden, aliases) that I have used in the past.  I understand that I have been employed on a contingent basis and that my employment is temporary pending the results of the criminal history check.

I understand that if I have been found guilty of, regardless of adjudication, or entered a plea of nolo contendere to a prohibited offense listed under Chapter 400.512, F.S., that my employment with Nurse Staffing will cease.

Signature

Date

Printed Name

STANDARDS OF CONDUCT


As professionals, it is expected that all personnel will act appropriately.  Every person deserves to be treated with respect and courtesy.  Proper decorum is expected in dealing with patients/residents at the facilities where assigned and in dealing with the staff at these facilities.  An appropriate standard of conduct is expected in dealing with the office and on-call personnel as well.  

What are considered inappropriate behaviors:

· Profanity,
· Rudeness,
· Screaming,
· Obscenity,
· Shouting,
· Insubordination in person or over the phone,
· Unprofessional conduct at the facility or in the office or on the phone.
How you behave in your personal life is your own business.  How you behave in your professional life as our representative in the field at the facility will affect our business and your livelihood so inappropriate behavior will result in disciplinary actions up to and including termination.
I understand and agree to maintain a professional standard of conduct at the facilities to which I am assigned and in dealing with the personnel there and at the office.

Signature

Date



________________________
Printed Name

Witness
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