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Respiratory Therapist Application Checklist

This application packet contains most of the forms you will need to fill out in order to apply for the
job of Respiratory Therapist. After completing the application and signing the required forms,
please call Professional Medical Staffing at 410-827-5051 to schedule an interview.

Please print your name Primary Phone # Date

Q Driver’s License or Photo ID

Q Social Security Card (signed)

U Respiratory License (signed)

U CPR (front & back)

U MMR & Varicella Titers

Q PPD (Chest X-ray & TB questionnaire required for “+” PPD)
Q Physical Exam (annual)

Q) Hepatitis B Vaccination (or signed waiver)

Q Authority for Release of Information

Q Employment Reference Request (two)

U JCAHO Acknowledgement Document (signed & dated)
Q JCAHO Quiz (nine quizzes completed, signed & dated)
A Skills Checklist

Q Drug screen (negative ten panel)

QU Tax Forms (I-9, W-4, and MW-507)
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Application for Employment

Applications are evaluated on the information supplied. Therefore, it is important to complete the application legibly and in its
entirety. Incomplete applications will be not be considered.

Position/Specialty Desired: Date Available:

I. PERSONAL INFORMATION (please print)

Name: Last First Middle Maiden Social Security Number:

Present Address: City, State, Zip: Years/Months lived there?
Permanent Address: City, State, Zip: Years/Months lived there?
Phone: Alternate Phone:

Areyou a US. citizen?  Yes U No

Have you ever pled guilty or “no contest” to a crime, had adjudication withheld, or been convicted of a felony? [ Yes [ No
(NOTE: Answering “yes” to this question does not constitute an automatic bar to employment.)

If yes, please give date and details of each:

Il. PROFESSIONAL INFORMATION

If you are applying for a position as a healthcare professional including Registered Nurse, please complete Sections II and III. If not, please proceed to Section 4, “Record of Previous Employment.”

1st Specialty: Years Exp: 3rd Specialty: Years Exp:

2nd Specialty: Years Exp: 4th Specialty: Years Exp:

Region/State/City Preferences:

Have you worked travel assignments before? [ Yes [ No For which agency(s):

If yes, please attach a list of the dates of all travel assignments and the facilities in which you worked.

List all states in which you are currently licensed or have been licensed:
State/Country License # Exp. Date State/Country License # Exp. Date

List any inactive licenses you may have:
Has your professional license ever been suspended, revoked, or investigated? [ Yes [ No
If yes, attach a separate sheet with explanation and any documentation related to license suspension, reinstatement, etc.

lll. PROFESSIONAL CERTIFICATIONS

CPR (BLS) Exp. Date: NALS Exp. Date:

BCLS Exp. Date: CEN Exp. Date:

ACLS Exp. Date: CNOR Exp. Date:

PALS Exp. Date: CHEMO Exp. Date:

NRP Exp. Date: OCN Exp. Date:

TNCC Exp. Date: CRRN Exp. Date:

CCRN Exp. Date: Critical Care Nurse [ Yes (d No Exp. Date:
Other U Yes L No Exp.Date:

Related courses/certification (i.e. chemotherapy, EKG, Balloon Pump, etc. Please attach certification):
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IV. RECORD OF PREVIOUS EMPLOYMENT

Please list the names of your present or previous employers in chronological order with present or last employer listed first. Be sure to account
for all periods of time including military service and any period of unemployment. If self-employed, give Company name and
supply business references.

Position:
PRESENT OR LAST EMPLOYER:
Address: Employed From (month/year): To (month/year):
City, State, Zip: Starting pay: Final Pay:
$ $
Last Supervisor name/title: Phone:
May we contact them? U Yes U No
Reason for leaving: Duties/Responsibilities:
Position:
PREVIOUS EMPLOYER 2:
Address: Employed From (month/year):  To (month/year):
City, State, Zip: Starting pay: Final Pay:
$ $
Last Supervisor name/title: Phone:
May we contact them? U Yes U No
Reason for leaving: Duties/Responsibilities:
Position:
PREVIOUS EMPLOYER 3:
Address: Employed From (month/year): To (month/year):
City, State, Zip: Starting pay: Final Pay:
$ $
Last Supervisor name/title: Phone:
May we contact them? U Yes 1 No
Reason for leaving: Duties/Responsibilities:
Position:
PREVIOUS EMPLOYER 4:
Address: Employed From (month/year): To (month/year):
City, State, Zip: Starting pay: Final Pay:
$ $
Last Supervisor name/title: Phone:
May we contact them? U Yes U No
Reason for leaving: Duties/Responsibilities:
Position:
PREVIOUS EMPLOYER 5:
Address: Employed From (month/year):  To (month/year):
City, State, Zip: Starting pay: Final Pay:
$ $
Last Supervisor name/title: Phone:
May we contact them? U Yes U No
Reason for leaving: Duties/Responsibilities:

If there are any employers listed above whom you do not wish for us to contact, please explain circumstances:
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Have you ever been terminated or asked to resign from any job? [ Yes [ No

Please explain fully any gaps in employment history:

If yes, please explain circumstances:

V. EDUCATIONAL HISTORY

List ALL of the schools attended since high school in chronological order, starting with the most recent.

School Name Years Completed Diploma/Degree Describe Course Describe Specialized Training
(circle one) of Study or Major Experience, Skills, and
Extracurricular Activities
High school:
9 10 11 12
College/University:
1 2 3 4
Graduate/Professional:
1 2 3 4
Other:
VI. EMERGENCY INFORMATION
In case of accident or other emergency, whom should we contact?
Name: Relationship:
Home Address: Phone:
City State Zip
Work Address: Phone:
City State Zip

VIl. PERSONAL REFERENCES

Please list two persons who know you well who are not previous employers or relatives:

Name of Reference 1:

Relationship:

Years known:

Street Address:

City, State, Zip:

Phone:

Occupation:

Name of Reference 2:

Relationship:

Years known:

Street Address:

City, State, Zip:

Phone:

Occupation:

VIil. DRIVING INFORMATION

Do you have a current driver’s license? [ Yes [ No

Country:

State:

License #:

Exp. Date:

Has your driver’s license ever been suspended or revoked? [] Yes [ No
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IX. CONDITION OF HEALTH/CERTIFICATION

U Excellent [ Good [ Fair Height: Weight: Date of last physical:

Are you now or have you ever applied for/received worker’s compensation? (1 Yes [ No Suffered from: Back injury? (1 Yes (1 No
Hernia? (] Yes (1 No Alcoholism? [ Yes (1 No Drug Addiction? (] Yes (4 No  Emotional/Psychological illness? [ Yes (1 No

If yes to any question, please explain separately:

Please list any medications you take and explain:

Have you had any chronic illness or disability, including psychological? (1 Yes (1 No If yes to this question, please provide Professional

Medical Staffing, Inc. with a physician’s statement releasing to return to work without limitations (able to perform all duties as RT).

X. APPLICANT ACKNOWLEDGEMENT AND AUTHORIZATION

[ understand that if | am hired by Professional Medical Staffing, Inc. (hereafter referred to as “the Company”), my employment will
be for no definite period, regardless of the period of payment of my wages. | further understand that | have the right to terminate
my employment at any time with or without notice, and the Company has the same right. No one other than the President or
Director of Human Resources of the Company has authority to modify this relationship or make any agreement to the contrary.
Any such modification or agreement must be in writing.

I understand that the Company reserves the right to require me to submit to a drug test at any time and also reserves the right to
require me to submit to an alcohol test and/or medical examination to the extent permitted by law. | authorize the Company to
investigate my driving record, my criminal record and my credit history, and | understand that an investigative consumer report
may be prepared whereby information is obtained through personal interviews with neighbors, friends and others with whom |
am acquainted. This inquiry would include information as to my character, general reputation, personal characteristics and mode
of living. | understand that | have the right to make a written request within a reasonable period of time to receive additional
detailed information about the nature and scope of this investigation.

| further understand that the Company may contact my previous employers, and | authorize those employers to disclose to the
Company all records and other information pertinent to my employment with them. | also authorize the Company to provide
truthful information concerning my employment with it to my future prospective employers, and | agree to hold it harmless for
providing such information.

| understand and voluntarily agree that, if hired, | will complete all educational courses and take all tests necessary to keep all of
my licenses, including driver’s license, and certifications current and valid, as required by the Company or local, state or federal
law or regulation. | further agree to advise the Company if at any time my licenses or certifications become invalid or expire. |
understand that failure to take such tests when required or requested or to keep my licenses, including driver’s license, current
and valid or to advise the Company that my licenses have expired or become invalid may result in my immediate dismissal.

| certify that all of the information that | provide on this application and in any interview will be true and accurate. | understand
that if | am employed and any such information is later found to be false or misleading in any respect, | may be dismissed.

I, the undersigned, do hereby certify by my signature on this document that | am free from infectious/contagious disease(s), that |
am free from drug(s) and/or alcohol, and that | am able, without limitation, to practice and perform all of the duties of an RN.

| CERTIFY THAT ALL OF THE INFORMATION THAT | HAVE PROVIDED ON THIS APPLICATION IS TRUE AND ACCURATE.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE STATEMENTS

Applicant’s Signature Date

Questions regarding employment opportunities with Professional Medical Staffing, Inc. or items on this application form can be directed to:
Professional Medical Staffing, Inc., Human Resources Director, 410-827-5051; or E-mail: deb.waldrip@professionalmedstaff.com

PROFESSIONAL MEDICAL STAFFING, INC. IS AN EQUAL OPPORTUNITY EMPLOYER.
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Clinical Competency Profile:

Respiratory Care <
Name: Date:
Social Security #: Years of RT Experience:

In accordance with the Joint Commission on Accreditation of Healthcare Organizations, the following is a list of responsibilities
that you may be responsible to perform. This checklist is meant to serve as a general guideline for our client facilities as to the
level of your skills in each of the following areas. Please rate your ability in each area as accurately as possible by filling in the
corresponding box. Additional comments welcome.

4 A PROFESSIONAL

MEDICAL STAFFING

Nursing, Respiratory and Allied Healthcare

Experience Levels: 1 = Consistent experience 2 = Perform with supervision 3 = No Experience 10f2
ITEM 11213 ITEM 11213
Equipment Medication Delivery & Treatment Procedures (contd)
Simple face mask ........oocooeeiiiiinn. a o Q Flutter therapy.......cccccceoeoiiciiiiniincnenn. Q a Q
Aerosol face mask ........ccccoooviiiiiiiiiins a a a IPPB ..o a a a
Venturi mask......ccoooovveveiiiiiiiiiieeeeeens (I I | Continuous Neb..........cccooeeviiiiiiiiinn. a a a
Non-rebreather........cccoccoivvviiiiiiiienn, a a a Peak flow meter.......cooovvviiiiiiiiiniieienns a a a
Partial rebreather..........cccoceiiniiinin, I [ | Vital capacity...cccceoeenieienenieienceeeen I R |
Trach collar........coooovvviiiiiiiiec a a a NIF e a a a
Face tent ...ooveeeevievieniiiienieccee e a a a AIrway TesIStanCe ...cc.eeeveenueeeveeneeeneens a a a
Aerosol T-piece ...oovreeeieieiieieee Q a Q Static compliance ........coecvevvvevrennenne. Q 4a Q
Nasal Cannula........coocooiiiiiininne. Q a Q Pulse OXIMELry ....ooveveeeieieeieeieeee Q a Q
FlOw MEters ....cc.oeeveveeeeeeeeeeeeeeeeeenn a a a ETCO2 monitors .........eeeeeeeeeeeeeeeeeennn. Q a a
Thorpe tube......cooceveriniiiciecce. Q a Q ABG drawing/analysis..........c.ceceeenene. Q a Q
Bordon gauge .......coceveririiiiiiin, a aaQ Radial stick ...ooooveoiiiiiiiiiiie Q a Q
H-tank ....ooooooiiiiiiiieeee a a a Brachial stick.....cccooooiiiiiiiiiiiiiiie, a a a
E-tank ..ooovveeiiii e a a a Femoral sticK.........cooovvviiiiiiiiiiiieeiis a a a
Croup tent .......ococeviviiiiiiiicec i, a aQ Nitric oxide devices.......cccoevirerincnnenes Q a Q
Oxyhood ..cvviiiiieiiiciecc Qo Qa The Vst ..cceeviiieieieieeecceee e a Qo aQ
Respiratory Airway and Procedures ICU Ventilators
Oral SUCHON ..vvviiiiiiiieieeeeeeeeeeee a a a Bear Lo a a a
Yankauer .......ooovvvveiiiiiiiiiieeeecceeeee a a a Bear I .o a a a
Oral AlrWay .....ccooeeireieeececeeeeeae Q a Q Bear I ..o Q a Q
Nasotracheal suction ..........ccceeeeuveenn... a a a Bear 5 oo a a a
Nasal alrway .......oocoverenirieieieceeeene. a a Q Bear 1000......cccoiiiiiicececeee Q a Q
Trach tube......ooovviiiiiiiiiicceeeee a a a Adult Star......coooooei a a a
Trach tube change .........ccccceveennne. a aQ Bird Mark 7/8 ..o Q a Q
Trach care ....ooooiiiiiiieeee e a a a Bird 6400 ..., a a a
Endotracheal tubes.............cocooeiiiiiis a a a Bird 8400 ... .o Q a a
Saline installation............cccccceeeiiennne. a aQ Bi-PaP/CPAP systems ...........c.c.cc.e.e. Q a Q
Minimal leak.........ooooviiiioiiiiiiiieee a a a PB 7200 ... g a a
Cuff pressure ........cceveeveveeieneneennenne (I O | PB 740 i I O |
Inner cannula .......cccoooeeiiiviiiiiiiii. a a a PB 760 ... a a a
Speaking valves ........ccccccceviciniiiinins I [ R | PB 840 .c..iiiiiiiiiiiiece I R R |
INtubation ......ccoovvviiieieeeceeeeeeeee a a a MA Lo a a a
Intubation assist...........cocveeeeeeervueeeennes. a a a MA T e a a a
Extubation ........ccccooveiiiiiieeieee a a a AP 5o a a a
In-line SUCtiON.......cccoeeeeveeeceeeeeeeeenne.. a a a PRO2 e a a a
Suction catheter..........ccovveeevveeeecneeenn... a a a Siemens Servo 900C.........ccovvveeeeeeennns a a a
Coude catheter .....ooveeeeeeeeeeeeeeeeeeenn, [ | Siemens Servo 300/300A ........oooven...... [ T |
Medication Delivery & Treatment Procedures %i:;? = St
Hand-held nebulizer ...l N R Drager E4 ..o, a a a
MDI with spacer........cocoonviniiinnnn. aaq Hamilton Amadeus .........ccccoovveeveennnn. (I
Nebulizer with vent.........c.ooooinini. o aQ Hamilton Veolar .........cccoooveeveeviieenn. [
MDI with vent ..o, aq Hamilton Galileo ..........ccceevuvevveennnn.. [
Chest PT oo I [ | Bag Mask Resuscitator........................ QO QO 0
Incentive SPIrOMELTY ...c.ooveviviiiieiniiees aaq VersaMed [-Vent.........cccooovveveeienen... [
PEP therapy ....ccooeeveveveiiiiicece a a a
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Clinic.:al Competency Profile: 4 A PROFESSIONAL
Respiratory Care q MEDICAL STAFFING

Nursing, Respiratory and Allied Healthcare
Name: Date:

Experience Levels: 1 = Consistent experience 2 = Perform with supervision 3 = No Experience
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ITEM 11213 ITEM 1(2(3
Ventilator Humidifers Pediatric/Neonatal Ventilation
Cascade ..ooveeiiiee Q a Q Bear Cub ..o Q a Q
Concha Park ..o, a a aQ Bird VIP ..o Q a Q
Fisher Paykel ........ccocooiniiiiiiin, Q a Q Baby Bird IT ..o Q a Q
HME .. a aaQ Bird VIP Gold .....cocooviiiiiiiiiiice  d Q
A . Nasal CPAP .....ccvviiieiiieeeeeeeeee a a a
Ventilator Humidifers Sensor Medics 3100A .....ccovvevveiennnns a a a
Control/Assist control...........ccccccceeuaee. Q Qo Qa Drager Babylog ..........cco.ccovviovierrennnn.. QO QO Q0
SIMV L a a a Infant Star Series ..o QO Qa Q
Pressure support ... N R Bunnel JetVent. .....ocoooeviiiininiinnnn. aQ a Qa
CPAP . a aa
Mask CPAP .........oooroeieeerrceeerne Qo aQ Medications
MMV .o a a a Albuterol (Proventil/Ventolin) ............. a a a
APRV L. I I | Ipatropium bromide (Atrovent)............ [ R R |
PRVC .ot a a a Bronkosol (Isoetheraine) ...................... a a a
Volume SUpport ........eeveeeeeveeneneneenn. a a Q Acetylcystine (Mucomyst).............c...... Q a Q
Inverse ratio ventilation............ccccce...... Q a aQ Sodium bicarbonate ........ccccoceeirinenne. Q a Q
FIOW DY oo a aQ ALTOPINE ..ot Q a Q
FIOW SENSILIVILY ..oveveneenreiieiieireieeeeeienen a aQ Racemic Epl...cocociviiiiiiiniiiiiene, Q a Q
PEEP ..o a o Q Metaproterenol (Alupent) .............c...... Q a Q
Working pressure ...........cccoccceeveeevenenns I I Terbutaline sulfate (Bricanyl)................ Q a A
Pressure control..........occoeeiieviieieenenn, a a a Bitolterol (Tornalate).........ccoeevveeeennenn. a a a
9% RISE tHNE 1. a a a Normal saline........ccccovevveniiieninnnnn. I R |
Mean airway pressure..........o.eooceeenveense a a a DOrnase......oevveenieniiiiieniceeenceeee Q a a
Peak airway pressure..........ocooeeeveeenenne. I [ | Dexamethasone (Decadron)................. a Qo Q
Minute vOlUME .....ccveevveieeeieieeiieieians a a a Beclamethasone (Vanceril) ................... a a a
Tidal volume.........coooevevieeieiiiieees a a a Flunisolide (Aerobid) ........coccvvieinnnns a a a
. Triamcinolone (Azmacort)................... a a a
Ventilator Alarms Cromolyn sodium (Intal) ..........c.cc.... a Qo aQ
High pressure Bmit.........c..cooooooonnnine. ua o a SETEVENE vttt Q a Q
Low pressure mit..........cccoeeovicnnncnnns Q a Q Theophylline...........ocooooovveeeeeereeen. QO O QO
High respiratory rate...........cccococoeuuuce ua o Q Prednisone ........ccoocoveeieiiieiiieee Q a Q
High/low minute volume.................... a o a Solumedrol........ccocooiiiriiiiiiie, Q a Q
Low PEEP oo Q a Q LaSEX oo m ]
High/low FIO2 ..o, a aa
Apnea alarm.......ooeveiiiiinie e I [ |
Low gas pressure .........cccccceeeeeenueeennnn. a a a
Please list any procedures or assessment items (not listed above) that Applicant Acknowledgement and Authorization

ou feel you may need a review of: . . .
y y y The information I gave above is true and accurate to the best of my

knowledge. I acknowledge that some facilities utilizing relief staft services
require information concerning my clinical competency. Therefore, I
authorize Professional Medical Staffing, Inc. to release this information as

necessary to those facilities.
Additional Comments:

Applicant’s Printed Name Credentials

Applicant’s Signature Date
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Welcome

This packet will introduce you to Professional Medical Staffing (PMS) as well as make you aware of
communication patterns to facilitate a mutually beneficial relationship.

Communication is the most important aspect of any relationship. It is equally important with your
relationship with PMS. Please communicate your availability to the office as soon as possible so that
we can arrange assignments for you. After the office receives your availability, we will look for
facilities to fill your time. We will then contact you with the facility name. After you accept the
assignment, we will contact the facility to confirm the assignment. You will then receive a call from
us confirming the shift. After confirmation is made, you must be available for the shift. In the event
of illness when you cannot meet the obligation, you must notify the office at least 3 hours before
your shift begins.

The Hospital(s) which you are assigned to has the option of canceling your assignment up to 2
hours prior to the start of your shift.

If you are cancelled after that 2 hour period, you will receive 2 hours inconvenience pay. In the event
that your are cancelled, the office will make every attempt to locate you an alternative assignment.

Please be advised that for whatever reason you must cancel your scheduled shift within 2 hours
(within the 2 hour window it was supposed to start), a two hour fee (late cancellation fee) will be
charged to you. This fee will be deducted from your next paycheck.

In the event you are scheduled for an assignment and do not show, PMS reserves the right to
terminate this relationship. It is important that we honor the assignments so that the facilities have
confidence that we will meet their needs.

Customer service is an important aspect of the services we provide. We at PMS expect our
employees to be professional and courteous at all times. If the facilities are not pleased with your
manner or performance, they will request that you not be assigned to return. In this event, PMS
would be reluctant to reassign you to any of our contracted facilities.

Professional attire is also an important aspect of the image we present. Please dress appropriately for
your work assignments.

We hope that we will have a long and mutually prosperous relationship.

l undersigned have read and understand and agree to the above agency modus operand.

Please print your name Please sign your name Date
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Primary Condition of Employment

PLEASE READ CAREFULLY AND SIGN

I understand and agree that if an offer of employment is made, I will abide by the policies of
Professional Medical Staffing, Inc. which comply with the conditions of the Drug Free Workplace
Act of 1988. A conditional offer of employment is based on passing a drug screening, physical
examination, and where applicable, a background check as required by Maryland Law.

I understand and agree that if made an offer of employment, I must produce documents as required
by the Federal Government to verify my identity and authorization for employment in the U.S. in
compliance with the Immigration Reform and Control Act of 1986.

I understand that prior to being offered employment with Professional Medical Staffing, Inc., I may
be requested to take an employment test. In the event that I have a disability which will affect my
ability to take the test, I will inform Professional Medical Staffing, Inc. prior to the administration of
the test so that a reasonable accommodation can be made. Professional Medical Staffing, Inc.
reserves the right to require medical documentation concerning the need for accommodation.

I understand that if employed, policies and rules which are issued are not conditions of
employment and that Professional Medical Staffing, Inc. may revise or revoke policies or
procedures, in whole or in part, at any time. If an employment relationship is established, I
understand that I have the right to terminate my employment at any time and that Professional
Medical Staffing, Inc. has the same right.

I certify that the information given by me on the application is true and correct without omissions
in all aspects. I agree that if the information given is to be found false in any way, it shall be cause for
denial of employment or discharge. I authorize Professional Medical Staffing, Inc. to use any
information in this application to verify my statements, and I authorize past employers, references
and any other persons to answer all questions asked concerning my ability, character, reputation,
and previous employment record. I release all such persons from any liability or damages on my
account for having furnished such information.

Applicant’s name (printed) Applicant’s signature Date

PMS 011008
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Mandatory Hepatitis B Vaccination
Declination Form

I understand that due to my occupational exposure to blood or other potentially infectious
materials, 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
hepatitis B vaccination at this time. I understand that by declining this vaccine, I continue to be at
risk of acquiring hepatitis B, a serious disease. If, in the future, I continue to have occupational
exposure to blood or other potentially infectious materials and I want to be vaccinated with
hepatitis B vaccine, I can receive the vaccination series at no charge to me.

Applicant’s name (printed) Applicant’s signature Date

Position

PMS Witness’ name (printed) PMS Witness' signature Date
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Mandatory Varicella Waiver Form

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

Applicant’s name (printed) Applicant’s signature Date
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OSHA Blood-borne Pathogen Control

I have received the mandatory inservice information regarding OSHA’s Blood-borne Pathogen
Control Plan. I understand that this material is available for my review on an annual basis. Further,
I understand that Professional Medical Staffing, Inc. utilizes universal precautions for practice in all
settings. The OSHA manual is available for my review at any time.

I have received Professional Medical Staffing, Inc.s non-discrimination policy and understand the
contents.

Applicant’s name (printed) Applicant’s signature Date
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TB Screening Questionnaire
Fill out only if you have a positive PPD

Name: Today's date:

(Please attach

Positive PPD Date: Last CXR date: report)

Please indicate if you are having any of the following problems for three to four weeks or longer:

1. Chronic cough (greater than 3 weeks) QYes O No

2. Production of sputum QYes QNo
3. Blood streaked sputum QYes QNo
4. Unexplained weight loss QYes QNo
5. Fever QYes QNo
6. Fatigue/tiredness QYes O No
7. Night sweats QYes QNo
8. Shortness of breath QYes QNo

No evidence of Pulmonary Tuberculosis or Contagium

Applicant’s name (printed) Applicant’s signature Date

Physician’s name (printed) Physician’s signature Date
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HIPAA Compliance

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) mandated regulations
that govern privacy, security, and electronic transactions standards for health care information. In
August 2002, the Department of Health and Human Services (DHHS) published specific rules
governing the privacy of personal healthcare information. These rules are designed to protect all
medical records and other health information held or disclosed by entities such as hospitals,
whether communicated electronically, on paper or in oral conversations. Hospitals to which you will
be assigned must comply with these Privacy Rules as of April 2003. Failure to comply or breach of a
rule can result in penalties, including fines and imprisonment.

By signing this document, you agree that:

1. You will abide by each hospital’s rules on privacy and disclosure of healthcare information.

2. You acknowledge that it is a condition of your employment with Professional Medical
Staffing, Inc. that you will abide by each hospital’s rules on privacy and disclosure
of healthcare information.

3. You will not discuss or disclose any patient healthcare information to Professional Medical
Staffing’ staff, except with the written permission by the hospital.

4. You will report any known breaches of a hospital’s privacy rules to both a hospital
supervisor and to Professional Medical Staffing, Inc.

Acknowledgement of Confidentiality of Patient Health Care Information

I acknowledge the confidentiality of patient health care information (“Confidential Patient
Information”) that I may receive or have access to in the course of providing patient care services at
participating hospitals at which I am assigned through Professional Medical Staffing. I shall
maintain the confidentiality of Confidential Patient Information, and in doing so, shall comply with
all applicable State and Federal laws and regulations, including, without limitation, the privacy
provisions under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and the
policies and procedure of each participating hospital where I am assigned. My agreement to
maintain the confidentiality of Confidential Patient Information shall survive the termination of my
employment with Professional Medical Staffing and the conclusion of any assignment at a
participating hospital or nursing homes through Professional Medical Staffing, Inc.

I have read, understood and agree to the contents of this document.

Applicant’s Name (printed) Soc. Security # Applicant’s signature Date

PMS Witness’ name (printed) PMS Witness’ signature Date
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Cancellation Policy

When shifts are confirmed, it is expected that the employee will fulfill the commitment unless
cancelled by the facility.

Cancellation by the Contracted Facility
1. Facilities who cancel a scheduled shift with less than 2 hours notice will be charged a 2 hour
late cancellation fee, and the employee will be reimbursed for 2 hours inconvenience pay.

2. When a facility cancels with more than 2 hours notice, the employee does NOT receive
inconvenience pay.

3. Agency has a 15 minute grace period to cancel an employee without giving the cancelled
employee the 2 hour inconvenience fee. (e.g. Facility cancels 8 employees at 5pm, and it
may take PMS at least 5 minutes or more to reach and notify all of them.)

Cancellation by the Employee

1. When a shift is confirmed, it is expected that staff will fulfill their commitment.

2. In the event of illness or extreme emergency, the employee must notify the office at least
6 hours prior to the start of the shift so that a replacement can be located.

3. Unexcused cancellation can result in the employee being placed on the “Inactive List.”

4. If employee cancels scheduled shift within 2 hours of the shift starting, the employee will
be penalized a 2 hour late cancellation fee due to the agency. (Facility will charge the agency
a late cancellation fee of 2 hours pay which the Agency will then charge to the employee.)

5. Application to reactivate once on the “Inactive List” can occur only after 30 days and must
be approved by the President.

Applicant’s name (printed) Applicant’s signature Date
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Expectations

Many times we are asked what our nurses can expect from us. We are confident that at Professional Medical Staffing, Inc. you can
expect the following from our staff:

What you should expect from us:

« Courteous and professional service by our staff

+ 24/7 Telephone and office coverage to meet your needs

+ Work expeditiously with you to follow through on your new hire process to put you to work as soon as possible

+ To provide you with every possible opportunity to work at all of PMS’s hospital client facilities

+ To contact you weekly to inquire about your availability so as to provide you with as many hospital shifts as possible
+ To contact you on a timely basis should a hospital request a change to your scheduled time shift

+ To compensate you competitively, accurately and timely on a daily basis

What we expect from our professional workers:

+ Provide our staffing office with your availability on a weekly basis

+ Work with our staff to constantly update all phone numbers should there be a change as to be able to contact you efficiently

+ While we expect and understand that changes can and may occur to your schedule, our expectation is that all cancellati