Please Read before continuing:
You must be currently licensed with the State of Florida as an RN, LPN, or CNA!
You must also have at least (1) year of experience within the past (3) years
in a Hospital or Nursing Home setting.

*Print Full Name: Date:
*Street/Apt #:

*City: County: *State: *Zip:
*Primary Phone # :( ) Secondary Phone # :( )

Email: *Social Security #: - -

*FL Nursing License or Certificate #, and Expiration Date:

*Position Applying for: Have you ever worked for AMS?

Referred By:

Are you currently orientated at any Hospitals through another agency?

If yes which Hospitals?

Healthcare Experience:

*1. Name of Last / Current Employer:

*Address: (street, city, state, zip)

*Phone #: ( ) End Pay: *Your Title:

Units Worked: CCU/ICU O PCU/TELE/Step Down O ER/ED O M/S O Long Term Care O Other O

*Supervisor Name: *Start Date: End Date:

Reason for Leaving:

*2. Name of Previous Employer:

*Address: (street, city, state, zip)

*Phone #: ( ) End Pay: *Your Title:

Units Worked: CCU/ICU O PCU/TELE/Step Down O ER/ED O M/S O Long Term Care O Other O

*Supervisor Name: *Start Date: End Date:

Reason for Leaving:

What Counties are you willing to staff?




Assignment Preference

Full Time O Part Time O Per Diem O Contract O Days O Evenings O Overnight O 8hours O 12 hours O

Education

*Institution: Location:
*Degree: *Date Obtained:
Physical Condition

Do you have a physical condition or handicap that will limit your ability to perform the job applied for?

If yes, Please Explain:

State of Florida Employment Questionnaire

*1. Do you have a Criminal Record: if Yes, Please Explain:

*2. Is your Nursing License currently in good and active standing with the State of Florida?
if No, Please Explain:

*3. How long have you resided in the State of Florida? Years Months
If less than 5 years, have you recently completed a Background Screening that included fingerprinting?

*O | hereby certify, under penalty of immediate dismissal, that this application for employment has been
completed fully and correctly. | understand that inquires will be made to my former employers or their agents
including information regarding my employment dates, and position. My permission is hereby granted to make
such inquires. Advantage Medical Staffing Inc. is required by the State Department of Professional Regulations

to conduct background checks on all of its healthcare workers. Advantage Medical Staffing Inc.

is a drug-free work place. Therefore | agree to submit to a drug screen, as well as a verification of my professional
nursing license or certificate.

*O | understand that my status with Advantage Medical Staffing Inc. will be terminated if the background check or
drug screen are returned with disqualifying offenses.

*0O | understand that this information will be maintained as confidential and is nondiscriminatory per company policy
in relation to race, creed, religion, sexual orientation, age or handicap.

*Signature: *Date:

Phone: 1.800.381.1458 — Fax: 1.866.655.4347



Welcome to Advantage Medical Staffing, Inc.

Here at Advantage Medical Staffing we are committed to providing the highest level of quality
care to our clients.
Below are the Policies and Procedures for Independent Contractors

AVAILABILITY AND SCHEDULING
You are considered an INDEPENDENT CONTRACTOR, and therefore have full responsibility of your availability.
Please note: Your availability does not guarantee staffing placement through Advantage Medical Staffing. All shifts must be
obtained through Advantage Medical Staffing. You may be offered shift(s) while you are at facilities. You may accept/reject
those shifts. If you accept those shift(s), IT IS YOUR RESPONSIBILITY to contact Advantage Medical Staffing
IMMEDIATELY with scheduling changes.

CANCELLATION POLICY
If you must cancel a shift due to extreme circumstances, we ask that you notify Advantage Medical Staffing no less than Six (6)
hours prior to the start of that shift. .Advantage Medical Staffing can only accept cancellations from independent contractors
themselves. Calls from family members, friends, etc. will not be accepted and you will remain responsible for covering the
shift. As an independent contractor, you are responsible for your own transportation. TRANSPORTATION ISSUES ARE
NOT AN ACCEPTABLE REASON FOR CANCELING A SHIFT.
Occasionally, a facility will cancel Independent Contractors that have been scheduled. If this should occur, it is Advantage
Medical Staffing policy to contact you AS SOON AS POSSIBLE once we are made aware of the cancellation. Although we
cannot guarantee replacement shifts, upon facility cancellation, we will strive to obtain you an alternative assignment.

NO CALL/NO SHOW

Failure to report for an assignment without properly canceling through Advantage Medical Staffing is absolutely
UNACCEPTABLE. This will result in automatic termination with Advantage Medial Staffing.

TARDINESS
This is unprofessional and will not be tolerated by Advantage Medical Staffing. If you expect to be late for an assignment,
contact Advantage Medical Staffing immediately. We will advise the facility of your status.

TIME SLIPS
It is your responsibility to complete Advantage Medical Staffing time slips. All information must be fully completed and
accurate. If you do not present an accurately completed time slip, you cannot be paid. No exceptions.
Please note: a half-hour (1/2) is given for every shift. Please take this lunch time
because it will be deducted from hours worked.

DRESS CODE
Advantage Medical Staffing requires all staffing agents to wear clean nursing uniforms. Some facilities require certain colors ,
if this applies to your staffing assignment, an Advantage Medical Staffing representative will advise you prior to your accepting
shift(s). Accessories are at the discretion of facilities and must not take away from your expected professional appearance as a
Advantage Medical Staffing agent. Anything other than uniforms is UNACCEPTABLE. Violation of the dress code may lead
to termination of staffing assignments.

NAME TAGS
An Advantage Medical Staffing name tag will be issued to you. It is to be worn at all times while placed as a contractor though
this agency. If you lose or misplace your name tag, please contact Advantage Medical Staffing immediately for a replacement.
You will use your state issued Drivers License to clear security at designated facilities. Each facility will advise you of the
standard routine for obtaining clearance. It is your responsibility to assure you have required ID to enter facilities you are
expected to staff.



DEPARTMENT RULES AND REGULATIONS
As an Independent Contractor for Advantage Medical Staffing assigned to perform services under this Contract, you
agree to abide by the same rules and regulations, with regards to work times and break times, as the Department’s healthcare
staff in same or similar positions.

The Department will also introduce these rules and regulations to the
Independent Contractor during orientation.

Any Independent Contractor suspected of substance abuse will be reported and will be barred from accepting any
shifts. Advantage Medical Staffing requires your compliance.

INSURANCE - ON THE JOB INJURIES — WORKERS’ COMPENSATION

You are considered an INDEPENDENT CONTRACTOR while accepting staffing
assignments through this agency. You have signed a W-9 form verifying that you are
aware of the following:

I am an Independent Contractor AND I am NOT covered by Workers’
Compensation by Advantage Medical Staffing OR any facility.

INDEPENDENT CONTRACTOR SIGNATURE

DATE



IN CASE OF NEEDLE STICK

1. Immediately go to ER or Urgent Care Facility for initial treatment.
2. Follow up with your county health department or your personal physician for treatment
protocol. The fee for the treatment protocol, through the county health department, will be
based on your income.

It is your right to refuse the medication that is available in the treatment protocol.

Advantage Medical Staffing DOES NOT CARRY “WORKERS’ COMPENSATION” on Agency
Healthcare Staff. You are considered an “Independent Contractor” working through this agency.

Signature of acknowledgment Date

Witness Signature of Advantage Medical Staffing Representative Date



Ll _LAMS.| | |

ADVANTAGE MEDICAL STAFFING

Hep B Statement

Employee Name: [Date of Hire: / /

| understand that due to my occupational exposure to blood or other potentially infectious materials, | may be at risk
of acquiring Hepatitis B Virus (HBV) infection. | have been given the opportunity to be vaccinated with the Hepatitis B
vaccine at no charge to me.

| have decided to:
_____request that | receive the hepatitis B Vaccine.
__decline vaccination due to:
____ titre evidence immunity (written proof required)
_____previous Hepatitis B Vaccination (written proof required)

medical contraindication

Contraindications include: pregnancy, active infection such as cold or bronchitis, lactation, allergy to yeast or yeast
products

| understand that by declining the vaccine | continue to be at risk of acquiring Hepatitis B Virus infection If in the future |
continue to have occupational exposure to blood or any other potentially infectious materials and | want to be vaccinated
with the Hepatitis B Vaccine [ will consult with my physician and obtain written approval before receiving the Hepatitis B
Vaccine. | understand | can then receive the Hepatitis B vaccine at no charge to me.

| decline for other personal reasons.
| understand that by declining the vaccine | continue to be at risk of acquiring Hepatitis B Virus infection If in the future |

continue to have occupational exposure to blood or any other potentially infectious materials and | want to be vaccinated
with the Hepatitis B Vaccine, | can receive the vaccine series at no charge to me.

Employee Signature

Social Security # and Date - - / /
Witness and Date / /
Employment Termination Date / /

Please print and fax this completed form to our HR Department at 1-866-655-4347







AUTHORIZATION RELEASE

Please PRINT clearly in black ink

***This form should be completed by the applicant.***

I , AUTHORIZE MY EMPLOYERS, SCHOOL, LAW ENFORCEMENT AGENCIES
AND/OR PERSONS WHO MAY AIDE Advantage Medical Staffing IN DETERMINING MY
SUITABILITY FOR STAFFING TO PROVIDE REFERENCE INFORMATION TO Advantage Medical
Staffing.

I, , HEREBY RELEASE ALL SUCH EMPLOYEES, INDIVIDUALS AND/OR
ORGANIZATIONS CONTACTED FROM ALL LIABILITIES FOR ISSUING THIS INFORMATION TO
Advantage Medical Staffing.

I, , ALSO AUTHORIZE Advantage Medical Staffing TO DISCLOSE INFORMATION TO
A CLIENT FACILITY ONLY AFTER RECEIVING MY CONSENT ON EACH JOB OPPROTUNITY.

APPLICANT’S SIGNATURE SOCIAL SECURITY #



TO ALL PERSONS WHO STAFF CONTRACTED FACILITIES THROUGH
Advantage Medical Staffing:

LET IT BE KNOWN:

AS INDEPENDENT CONTRACTORS STAFFING THROUGH ADVANTAGE MEDICAL STAFFING, ALL
AGENTS ARE RESPONSIBLE FOR THEIR OWN MEDICAL AND OCCUPATIONAL CONDITIONS.
THIS INCLUDES BUT IS NOT LIMITED TO INJURIES, ILLNESSES, NEEDLE STICKS, BACK
INJURIES, ETC.

BY SIGNING THIS FORM, I AGREE TO THE TERMS AND CONDITIONS SET FORTH.

SIGNATURE OF INDEPENDENT CONTRACTOR DATE

SIGNATURE OF ADVANTAGE MEDICAL STAFFING REPRESENTATIVE



PLEASE READ THE FOLLOWING CAREFULLY BEFORE SIGNING THIS APPLICATION
FORM BELOW:

I hereby certify that I have not knowingly withheld any information that might adversely affect my chances for
contracting with this staffing agency. The answer(s) given by me are true and correct to the best of my knowledge.
Initial

I hereby certify that I, the undersigned applicant, have personally completed this application, or have noted the
name of the individual assisting me in the completion of this application.
Initial

I understand that any omission or misstatement of material fact on this application, or any document used to secure
contract(s) with this staffing agency shall be grounds for rejection of this application, or for immediate discharge if [
am contracted through this staffing agency regardless of the time lapsed before discovery.
Initial

I acknowledge and agree that this application will be considered by Advantage Medical Staffing for no longer than
six (6) months from the date it was made.
Initial

I understand and agree that if I am contracted through this staffing agency, my contract(s) is/are at will and is/are for
no definite period of time. These contract(s) may be terminated: at any time, with or without prior notice, for any
reason, for no reason, at the opinion of either myself or Advantage Medical Staffing.

Initial

If contracted through this staffing agency, I will comply with all rules, regulations, instructions, policies, and
procedures. I understand such rules, regulations, policies and procedures do not constitute a contract for staffing
and are subject to change at any time and without advance notice.
Initial

I understand it is the policy of Advantage Medical Staffing to comply with the Drug-Free Workplace Act of 1988.
Initial

I understand that some states in which Advantage Medical Staffing does business require healthcare professionals to
undergo a job related physical. I agree to undergo a post-contract physical if contracted in any state with such
requirement.

Initial

APPLICANT SIGNATURE DATE



INCOME TAX INFORMATION

Advantage Medical Staffing is engaging your services as an INDEPENDENT CONTRACTOR. As an
Independent Contractor you are responsible for vour own Federal Income Taxes.

INCOME TAX PLANNING

In general, any expenditure that you make in the process of earning your income is deductible. Some
examples of expenses that MAY be deductible are:

e Car expenses and/or mileage
e [fyou use any communication devices, telephone, cellular phone, pager, etc. in conducting
your business, that portion of the expense is deductible
e Professional liability or any other insurance (other that health insurance)
e Legal and professional services, including income tax advice and preparation
e Professional license and fees, i.e. nursing license
e Educational courses (CEU and CPR, etc) to maintain your professional license
e Dues, subscriptions and books or other publication of a professional nature, to enhance
your professional knowledge
e Uniforms or any other equipment or supplies that are needed in performance of your duties
¢ Any other expense that you incur in order to earn your income

Since you are in independent contractor, you will also be responsible for self employment tax as well as
income tax. If you reside in any other state than Florida, you also may be liable for withholding State
Income Tax.

THE ABOVE INFORMATION IS A GENERAL GUIDE TO THE TAX REQUIREMENTS OF
THE SELF-EMPLOYED INDEPENDENT CONTRACTOR. PLEASE CONTACT YOUR
PERSONAL TAX ADVISOR FOR ANY AND ALL QUESTIONS AS IT RELATES TO YOUR
INDIVIDUAL SITUATION.
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RECEPTION AND MEDICAL CENTER
INFORMATION SHEETS FOR VOLUNTEER AND CONTRACTOR BADGES

[CONTRACTOR|
L. Name Alias / Maiden
Home Address:
PHONE Home: Work: Date of Birth
Race: Sex: Hair Color: Eye Color: Height: Weight:
Social Security Number: Driver's License Number:
FL Business Affiliation: Position:

Business Address:

Department Assigned: Medical, Dental, Pharmacy, Religious, Maintenance, other: Medical

IL. CONDITIONS OF ISSUE

1. An Identification Card is issued for official use only of the person named thereon, and is a means of physically
establishing his/her identity and authority.

2. This identification card must be checked out and in at the Control Room upon arriving and departing the institution
daily.

3. An identification card is not transferable and is void if altered.

4. An incident report must be submitted immediately to the Correctional Officer Chief if an Identification Card is
lost.

5. A damaged Identification Card should be returned to the Photo Lab for replacement.

6. An Identification Card remains the property of the State of Florida and must be returned upon termination of
employment.

I have read and understand the above "conditions of issue' and certify that I have received an Identification Card on

this date.

Signature of Applicant Date Signed

NCIC/FCIC completed: Yes: No:

Identification Card requested by: Approved by:

Department Head Warden



L

, DO SIGN THIS FORM VOLUNTARILY AND
UNDERSTAND THE FOLLOWING TO BE TRUE:

I AM CONSIDERED TO BE AN INDEPENDENT CONTRACTOR, NOT A “REGULAR
EMPLOYEE”
I AM NOT ENTITLED TO A “GUARANTEED SCHEDULE”, NOR DO I HAVE
“PROMISED” HOURS
MY SERVICES, WHEN RENDERED THROUGH THIS STAFFING AGENCY, ARE ON
AN AS NEEDED BASIS. MY SHIFTS ARE SUBJECT TO CHANGE AT ANY TIME. I

WILL BE CONTACTED PROMPTLY OF SHIFT CANCELLATIONS/CHANGES.

MY AVAILABILITY IS AT MY DISCRETION AND IT IS MY SOLE RESPONSIBILITY

TO MAKE MY AVAILABILITY KNOWN IN A TIMELY MANNER

I AM AWARE AND UNDERSTAND THAT MY PAY IS HOURLY; THAT I, AS AN

INDEPENDENT CONTRACTOR, AS ARRANGED THROUGH Advantage Medical

Staffing, AM NOT ENTITLED TO ANY FORM OF “EXTRA PAY”. IF I VOLUNTARILY
CHOOSE TO STAFF MY SERVICES FOR MORE THAN 40 HOURS PER WEEK, I

UNDERSTAND THAT I WILL BE PAID STRICTLY STRAIGHT TIME. THIS MATTER

HAS BEEN DISCUSSED WITH A Advantage Medical Staffing REPRESENTATIVE, AND

I HEREBY FULLY RELEASE Advantage Medical Staffing OF ANY LIABILITY FOR MY

STAFFING PREFERENCES.
I HAVE BEEN GIVEN AMPLE OPPROTUNITY TO DISCUSS ANY
QUESTIONS/CONCERNS ABOUT MY RIGHTS AS AN INDEPENDENT
CONTRACTOR, SIGNING FOR VERIFICATION:

INDEPENDENT CONTRACTOR:

Advantage Medical Staffing REP:




Welcome Advantage Medical Staffing Independent Contractors!!

Welcome aboard and thank you for choosing to be part of our company! Some of you have never worked
in the prison system before, so we would like to take this opportunity to give you some pointers on certain
procedures and guidelines that must be followed in order to perform your duties adequately as an independent
contractor for Advantage Medical Staffing.

If you accept shifts at any of the prison based facilities (FSP, Baker, UCI, RMC, Columbia), there are certain tasks
that are facility specific. The following list is a general guideline of expectations to be followed:

e LONG DISTANCE PHONE CALLS ARE NOT ALLOWED - USE A PHONE CARD!! (Non-

compliance could result in termination)

Sign the tool control log

Sign MARS

Complete a 24-hour report

Count the sharps and sign sharps count log

Count and sign Narcotic count log (not in every dorm)

Complete Nursing assessments (weekly, shift, emergency(varies))

Complete Refusals — if any (of medications, procedures, assessments, etc) List any refusals on refusal

log also!

e Ask about other paperwork that may be required per dorm or per occurrence (medical emergency, use
of force, cell extraction, etc)!

e Please remain in your assigned dorm — if you must leave your assigned area, alert security of where you
are going and when you will return.

¢ Introducing contraband into a facility is a crime, so be careful! Be mindful of items that may not be
allowed within the facility — you are in a prison, so many everyday items are considered contraband,
and will not be allowed! (e.g.: glass bottles, alcohol based lotion, hand sanitizer, certain lighters, nail
clippers, magazines, books, etc). If you have questions about any items, ask security before you bring
them in.

e Please secure your vehicle before entering the facility. An unsecured vehicle is considered a breach of
security and is not allowed.

In the occasion that you are working a dorm alone, there are posted numbers on the wall of all the
extensions throughout the compound. If you should need further assistance, please don’t hesitate to ask!

As an Independent Contractor for Advantage Medical Staffing, please remember that you represent our
company!! Professionalism is required and expected of everyone. Please be advised, each of you is monitored not
only by facility supervisors, but also by fellow Independent Contractors. We take pride in our company, and hope
that you will do the same. If you have issues, or witness anything that might be detrimental to Advantage Medical
Staffing, please contact the office immediately. All issues are handled on an individual basis and privacy is
guaranteed.

We all work together as a team, and want you to feel comfortable and welcomed. If you have further
questions about what to expect, we will gladly make arrangements for you to speak with another Advantage
Medical Staffing Independent Contractor that has previously worked in the facility you have chosen. Once again,
thank you for choosing to be part of our company, and welcome aboard!

Sincerely,

Theresa Cole




FLORIDA DEPARTMENT OF CORRECTIONS
ANTI-DISCRIMINATION INFORMATION SHEET

In order to provide a productive and pleasant work environment, Florida Department of Corrections endeavors to maintain a workplace characterized by mutual
respect. Accordingly, discrimination and sexual harassment will not be tolerated.

Unlawful discrimination occurs when an employee or worker is discriminated against on the basis of race, color, sex, national origin, religion, age, disability or
marital status. Sexual harassment occurs when an employee or worker is subject to severe and pervasive, unwelcome or unwanted conduct of a sexual nature.
Examples of sexually harassing behavior, the department procedure for filing a complaint, and other important information is found in the brochure “Florida
Department of Corrections Sexual Harassment: Your Rights and Responsibilities,” CO-ER-1 (available online at: http://dcweb/co/forms/co-er-1.pdf).

Any Independent Contractor who believes s/he is a victim of sexual harassment or discrimination has the right to file a complaint. Complaints may be filed
with the Senior Personnel Manager of Employee Relations at the appropriate service center or the Supervisor of the Employee Relations Section, Bureau of
Personnel. The phone numbers are as follows: Regional Personnel Office Region 1 (850) 718-0888; Regional Personnel Office Region 2 (904) 368-3067,
Region 2 Annex (386) 294-4743; Regional Personnel Office Region 3 (407) 521-2526, Region 3 Annex (352) 569-6130; Regional Personnel Office Region 4
(954) 202-3922; Employee Relations Section, Bureau of Personnel (850) 488-3130; The Florida Commission on Human Relations at (850) 488-7082; The
Equal Employment Opportunity Commission at (305) 808-1750 (Miami Office) or (813) 228-2310 (Tampa Office). For additional information, please view
the brochure “Florida Department of Corrections Sexual Harassment: Your Rights and Responsibilities,” CO-ER-1 (available online at:
http://dcweb/co/forms/co-er-1.pdf).

It is the department’s policy to investigate complaints of discrimination and sexual harassment thoroughly and promptly. To the extent allowed by law, the
department will keep complaints confidential. If an investigation confirms that a violation occurred, the department will take corrective action. Such action
may include discipline up to and including dismissal.

By signing this document, the undersigned represents that s/he has read and fully understands the information contained herein.

Name (Print)

Signature Date


http://dcweb/co/forms/co-er-1.pdf
http://dcweb/co/forms/co-er-1.pdf
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Advantage Medical Staffing
PO Box 9005
St. Augustine, Florida 32085
Telephone:(800) 381-1458 Fax: (866) 655-4347

INDEPENDENT CONTRACTOR AGREEMENT

This Independent Contractor is entered into by and between Advantage Medical Staffing (the
“company”) and (the “Contractor”). It is agreed by the partied as follows:

1. The Contractor shall supply all of the required labor and necessary equipment needed for each work
assignment in the Contractor’s capacity as independent contractor. Contractor agrees to provide nursing or
technical services for the patients of the medical providers, which have contracted with the Company. Contractor is
free to decline any work assignments made available by the company.

2. It is the Contractor’ obligation to pay income and self-employment taxes on amounts earned, and the
Company will provide a 1099 reflecting amounts earned.

3. The Company will compensate the Contractor per engagement worked at a rate to be agreed upon
between the company and the contractor. Contractor is responsible for Contractor’s expenses related to
Contractor’s assignments.

4. The Contractor is personally responsible for any continuing education or training required for maintaining
his/her professional licenses/certificates, and the Contractor shall maintain at Contractor’s sole expense, the
necessary professional licenses/certificates.

5. The Contractor is not limited to working exclusively for the company and may secure other and additional
work.

6. The Contractor is responsible for maintaining any worker’s compensation, health, or disability insurance
required or which may be required by the Company or the healthcare providers contracting with the Company. The
Contractor agrees to indemnify and hold harmless the company from any claims or liability arising out of the work
performed by the Contractor under this agreement.

7. The laws of Florida shall govern this Agreement. If any part of this agreement is adjudged invalid, illegal,
or unenforceable, the remaining parts shall not be affected and shall remain in full force and effect. The partied
stipulate that the venue for any legal actions between the parties shall occur in St. Johns County, Florida.

8. This Agreement shall be binding on the Company and the Contractor, their successors and assigns.

9. The Company may terminate this agreement at any time based on the Contractor’s failure to provide
services hereunder or for the Contractor’s failure to obtain and maintain the required and necessary professional
licenses/certificated. Further, either party may terminate this Agreement with or without cause, effective upon
fifteen (15) days prior notice given to the other party.



10. Contractor acknowledges and agrees that the names and addresses of the Company’s clients and
procedures are and will remain the exclusive property of the Company, and that such names and procedures are of a
confidential nature and of great economic value to the Company and shall not be disclosed in any manner.

11. The Contractor agrees to notify the Company of their availability on a regular basis, but not less than
once per week. The Contractor also acknowledges that they are responsible for beginning and completing any and
all shifts they accept.

12. The Contractor agrees to complete and turn in to the Company any signed time slips to the branch office
in a timely manor. The Contractor also understands they will not be paid unless all time slips are signed by the
Client, filled out completely and correctly.

13. It is the intent of the contractor and company that the term “contractor” wherever used herein means
Independent Contractor and not agent, servant, or employee.

IN WITNESS WHEREOF, the parties have signed this Agreement on this day of
,20

Notary Public/ Independent Contractor

Advantage Medical Staffing. Signature

Signature



LOAN ANYTHING TO AN INMATE OR ACCEPT ANYTHING FROM
AN INMATE.

DON'T FORGET WHERE U WORK
IF YOU PRESENTLY KNOW ANFONE OR ARE RELATED TO

ANYONE WHO IS AN INMATE IT MUST BE REPORTED
IMMEDIATELY TO A SUPERVISOR.

| HAVE READ THE ORENATION PACKET AND UNDERSTAND THE
RULES AND REGULATION,AND THE DRESS CODENURSES
THAT REPORT OUT OF UNIFORM, WILL BE SENT HOME.,

AGENCY NAME

PRINT NAME

SIGNATURE

UPDATED 7/13/2009
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	The Department will also introduce these rules and regulations to the� Independent Contractor during orientation.

	Any  Independent Contractor suspected of substance abuse will be reported and will be barred from accepting any shifts.    Advantage Medical Staffing requires your compliance.



	IN CASE OF NEEDLE STICK
	HEPATITIS B VACCINE DECLINATION
	AFFIRMATIVE ACTION QUESTIONNAIRE
	AUTHORIZATION RELEASE
	INCOME TAX INFORMATION
	INCOME TAX PLANNING
	PHYSICIAN’S STATEMENT
	PROFESSIONAL LICENSURE/CERTIFICATE DETAIL SHEET
	MEDICAL STAFF, OPS, AGENCY          JANUARY 2006



