[bookmark: _GoBack] 	ADVANTAGE HCS 
Employment Application 
Applicant Information 

Full Name:  _________________________________________________________________ Date:________________
 	Last	First	        M.I. 	 
 
[bookmark: _Hlk17803210]Address: _____________________________________________________________________________________ 	 
                 Street Address                                                                                                                                                  Apartment/Unit #	 
 
              _____________________________________________________________________________________	 	 City                                                                                              State                                                            Zip Code	 

 	 
[bookmark: _Hlk17803252] Phone Number: ______________________________________ 	Email:___________________________________

Birth Date:  ________________________    Date Available: __________________ Desired Salary $_______________


Social Security Number: ___________________________      Position Applying for: ____________________________

Are you a Citizen of the United States:  Yes___     No___   If no, are you authorized to work in the U.S.? Yes___ No___

Have you ever worked for this Company?  Yes___ No___  If yes, when: _____________________________________

Have you ever been convicted of a felony? Yes___ No___    If yes, explain: __________________________________




Emergency Contact Information:

Full Name:_________________________________________________________________________________
           Last                                                                  First                                                               M.I.
Address: _____________________________________________________________________________________ 	 
                 Street Address                                                                                                                                                  Apartment/Unit #	 
 
              _____________________________________________________________________________________	 	 City                                                                                              State                                                            Zip Code
Phone Number: ______________________________________      Relationship:___________________________



Education

High School: __________________________________	 Address:________________________________________

From: _______ To: ________     Did you graduate?   Yes____ No ____   Diploma: _____________________________ 
 
College: ______________________________________     Address: _______________________________________

From: _______ To: ________    Did you graduate?   Yes____ No ____    Degree: _____________________________
Other: ____________________________________       Address: ______________________________________
From: _______ To: _______   Did you graduate:   Yes ____ No ____    Degree: ___________________________
References 
Please list three professional references
[bookmark: _Hlk17804691]Full Name:_______________________________________________ Relationship:________________________
Company:______________________________________________  Phone:_______________________________
Address:_____________________________________________________________________________________

Full Name:_______________________________________________ Relationship:________________________
Company:______________________________________________  Phone:_______________________________
Address:_____________________________________________________________________________________

Full Name:_______________________________________________ Relationship:________________________
Company:______________________________________________  Phone:_______________________________
Address:_____________________________________________________________________________________









Previous Employment 
Company: ___________________________________________  Phone: _________________________________
Address: _________________________________________________   Supervisor: ________________________
Job Title: ______________________________  Starting Salary: $_____________ Ending Salary: $_____________
Responsibilities: ______________________________________________________________________________
From: __________  To: ___________    Reason for leaving: ___________________________________________
May we contact your previous supervisor for a reference?   Yes_____   No_____

Company: ___________________________________________  Phone: _________________________________
Address: _________________________________________________   Supervisor: ________________________
Job Title: ______________________________  Starting Salary: $_____________ Ending Salary: $_____________
Responsibilities: ______________________________________________________________________________
From: __________  To: ___________    Reason for leaving: ___________________________________________
May we contact your previous supervisor for a reference?   Yes_____   No_____

Company: ___________________________________________  Phone: _________________________________
Address: _________________________________________________   Supervisor: ________________________
Job Title: ______________________________  Starting Salary: $_____________ Ending Salary: $_____________
Responsibilities: ______________________________________________________________________________
From: __________  To: ___________    Reason for leaving: ___________________________________________
May we contact your previous supervisor for a reference?   Yes_____   No_____

 
 	 	 	 







Military Service 

Branch: ________________________________________________  From:____________ To: _____________

Rank at Discharge: ________________________________  Type of Discharge: ______________________________

If other than honorable, explain: _____________________________________________________________________

Disclaimer and Signature 
I certify that my answers are true and complete to the best of my knowledge.  
If this application leads to employment, I understand that false or misleading information in my application or interview may result in my release. 
Signature: _____________________________________________________________  	Date:  ___________________

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  




ADVANTAGE HEALTH CARE STAFFING 

Name: _______________________________________     Date:_______________ 
The following information is needed to complete your file.  If you have any questions, please call our office (432)466-1994 
 
 
 
	__ Copy of Driver’s License  
	 
	 
	

	__ Copy of MMR or Titer 	 
	 
	 
	

	__ Copy of Nursing License  
	 
	 
	

	__ Copy of Credentials 	 
	 
	 
	

	__ Hepatitis B Documentation 
	 
	 
	

	__ Drug Screen Agreement/Test 
	 
	 
	

	__ Application 	 	 	 
	 
	 
	


__ Copy of Social Security Card 
__ Copy of CPR Card 
__ TB Test within 1 year 
__ Hepatitis B Consent/Declination 
__ Release for Background Check 
__ References  
__ Confidential Statement 
__ Management Safety Policy 
__ Independent Contractor 
__ Authorization to Release 
__ W4 
__ Skills Check List 
__ License Verification 
__ Signature Sheet 
__Other: _______________________________ 
 
 
 
_________________________________________     __________________ 
Signature 	 	 	 	 	 	 	     Date 
 
 
 
 
 
 
 ADVANTAGE HEALTH CARE STAFFING 

HEALTHCARE PROFESSIONAL RESPONSIBILITIES AGREEMENT 
 
 
Practitioner Name: _____________________________________________________________________ 
I understand that as a healthcare professional, I am responsible for maintaining an active professional license while accepting work/shifts through Advantage Health Care Staffing. I attest that there are no legal proceedings or inquires in process that could result in suspension or revocation of my license.  I also agree to IMMEDIATELY inform Advantage Health Care Staffing in the event of any inquiry or legal proceeding that could result in suspension or revocation of my license/certification.  
I understand that if I fail to notify Advantage Health Care Staffing and the company discovers that I worked with an expired suspended or revoked license I will no longer be eligible to work through Advantage Health Care Staffing. I attest that I am not currently excluded, suspended, debarred or otherwise ineligible to participate in Federal health care programs (i.e., Medicare, Medicaid, etc.), I further attest that I have not been convicted of a criminal offence related to the provision of health care items or services, nor are there any judgements pending against me that will result in my being excluded, debarred or otherwise declared and “ineligible Person”. 
I agree to immediately notify Advantage Health Care Staffing of any event that results in my being classifieds as an 
“ineligible Person”. 
I understand that if Advantage Health Care Staffing learns that I am on a state (if applicable) or federal exclusion list (GSA) list or OIG Sanction report), I will immediately be removed from the Companies active practitioner list and will not be eligible for work at any of Advantage Health Care Staffing facilities. 
The information I have given is true and accurate to the best of my knowledge.  I hereby authorize Advantage Health Care Staffing to release this Critical Care/E.R./Telemetry/Medical/Surgical Checklist to Client facilities of Advantage Health Care Staffing in relation to consideration of my working as a licensed medical professional with those facilities. 

Signature: _______________________________________________  Date: ______________
 

CREDENTIAL ACKNOWLEDGEMENT 
 
AHCS strives to ensure each healthcare professional maintains proper credentials and certifications.  Each healthcare professional, however, bears the ultimate responsibility to ensure he/she has current credentials and certifications prior o working any shift.  Accordingly, AHCS will not schedule a healthcare professional for any shifts during a time when they do not have current certifications and credentials.  In the event a healthcare professional works a shift without current certifications and credentials, AHCS will not pay the healthcare professional for that shift.  By applying for shifts with ACHS and by accepting shifts from AHCS, you have acknowledged your understanding of this rule and waive any right to demand compensation for shifts worked without proper certifications and credentials.  If you work a shift for AHCS without proper certifications and credentials and AHCS pays you for that shift, you also grant AHCS the right to deduct the amount paid for such shifts from any future compensation due you. 
 
Signature______________________________________________     Date _____________ 
  
AGREEMENT TO SUBMIT TO DRUG SCREEN 
 
I have been informed that if Advantage Health Care Staffing or ay client facility or the employees or agents of such client or facility, based on my behavior, appearance or documentation discrepancies is concerned that I may be under the influence of drugs or alcohol or may otherwise have violated the client facility rules against drug and alcohol used or diversion of drugs and that my ability to perform my duties is therefore in question, I will be requested to submit to a drug and/or alcohol screen by blood, breath alcohol and/or alcohol screen by blood, breath alcohol and/or urine drug tests, which is to be administered by the client facility or designee. 
I have been informed and I understand that my agreement is submit to the requested alcohol and/or drug screens by blood, breath alcohol and/or urine drug tests is completely voluntary on my part, and that I have the right to refuse to submit to the test(s).  I am aware and have been told that my refusal to submit to the drug and/or alcohol screen by blood, breath alcohol and/or urine drug test and/or medical assessment may be grounds for my removal from Advantage Health Care Staffing list of eligible independent contractors. 
I have also been informed that the results of this drug and/or alcohol screen by blood, breath alcohol and/or urine drug test will be released to the Human Resources Manager of the client facility or his/her designee and to such other officials and employees as the Human Resources Manager or his/her designee may determine necessary.  I hereby consent to such release.  I understand that the information so released will be used to determine whether I violated the work rules concerning drug and alcohol use or diversion of drugs and that the results of such tests, along with other relevant information obtained investigating this matter, may form the basis for my removal from Advantage Health Care Staffing list of eligible independent contractors. 
I have read and understand the above information and have decided to voluntary=ily submit to the requested drug and/or alcohol screen by blood, breath alcohol and/or urine drug test, and/or medical assessment by the client facility or designee and laboratory and in recognition of this agreement, do sign this consent form. 
I acknowledge and agree that the sample given by me shall become the property of the administering client facility, and I hereby relinquish all rights to ownership and possession thereof.  
I agree to hold Advantage Health Care Staffing and any administering client facility and their respective officers, directors, employees, agents and servants harmless for their use of the results of these tests as well as release thereof as provided for herein. 


Signature: ________________________________________  Date: ____________________
 
 
 
 
 

 
BACKGROUND CHECK AUTHORIZATION 
I hereby authorize any law enforcement agency and/or background check service to furnish Advantage Health Care Staffing or its agent information related to my criminal history.  I hereby release AHCS and all its agents and employees, the law enforcement agency and all employees of the law enforcement agencies, all background check services and all employees and/or agents of background check services furnishing information, from all liability resulting from the furnishing of this information to AHCS.  I certify that the statements made by me on the “Background Check” form are true, complete, and correct to the best of my knowledge and belief and are made in good faith.  I understand that any false statements made herein will void my eligibility to accept work as a Self-Employed Independent Contractor through AHCS.  
PLEASE PRINT  
___________________________________________________________________________ 
LAST   	 	 	 	FIRST 	 	 	 	 	MIDDLE 
 
List any former names used: 
__________________________________________________________________________ 
Driver’s License, State and # 
___________________________________________________________________________ Date of Birth (MM/DD/YY): 
___________________________________________________________________________ 
Out of State Address and Dates of residency (from/to) 
 
Address _________________________________________     Dates __________________ 
 
 
Address _________________________________________     Dates __________________ 
 
 
Address _________________________________________     Dates __________________ 
 
 
Address _________________________________________     Dates __________________ 
 














REFERENCE AUTHORIZATION 
I, authorize my employers, schools, law enforcement agencies and/or persons who may aide Advantage Health Care Staffing in determining my suitability for providing profession services to customers, to provide reference information to Advantage Health Care Staffing, I hereby release all such employees, individuals and/or organizations contacted, from all liabilities for issuing this information to AHCS from all liabilities for issuing this information to customers or potential customers for the purpose of determining my suitability for providing professional services in AHCS customers’ facilities.  
YOUR RESPONSIBILITIES 
It is the responsibility of each employee to observe, learn and follow all safety rules and regulations for the office and independent contract labor personnel to observe, learn and follow all safety rules and regulations learned in orientation at each facility in which he or she accepts shifts.  If you feel that you have not been given proper and complete instruction on safety rules and regulations for a facility at which you have accepted an assignment, immediately ask you supervisor for the further instruction/information.  Each facility will have its own set of rules and regulations.  Do not assume that through orientation at one facility will apply at other facilities.  If you have any concerns that after asking for safety rules and regulations you are still not properly educated on how to perform your assignment safety, contact Advantage Health Care Staffing immediately. 

























ALCOHOL AND CONTROLLED SUBSTANCES POLICY 
Advantage Health Care Staffing has adopted an alcohol and controlled substances policy to ensure the safety and well-being of all employees and Independent Contract Labor Personnel (ICLP).  Company policy forbids employee/(ICLP) from being under the influence of, in possession of and consumption of alcoholic beverages and the possession or use of any controlled substance on the premises, while on company business or en route to any business or services associated with AHCS in any way. 
The definition of a “controlled substance” is any drug, narcotic, inhalant, hallucinogen, barbiturate, amphetamine, mixture or compound not prescribed by a licensed physician for the legitimate treatment of a specific employee’s/ICLP’S medical condition. 
Employees/ICLP taking prescription drugs for an illness or other legitimate medical need must notify their direct supervisor in writing of the possible effects of the medication which my impair the individual’s physical or mental capabilities and/or impair ability to perform their job functions.  The notification should also include the length of time expected to take the medication. 
Users of controlled substances or alcoholic beverages present a danger, not only to themselves, but to all others with whom they come in contact.  Lack of mental alertness, slow reactions and other effects of alcohol and drugs lead to poor judgment and errors that place other persons in grave danger.  Management cannot and will not allow the safety of others in the office, facilities or on the roads to be compromised. 
Violation of any of the following rules may subject an employee to disciplinary action, including immediate termination, and my result in the removal of an ICLP from Advantage Health Care Solutions, list of eligible employees. 
1. No alcoholic beverages may be brought onto or consumed on Advantage Health Care Staffing’s property or the property of a facility contracted with AHCS.  Alcoholic beverages may not be consumed while conducting business, providing services or while in route to ay business or facility associated in any way with AHCS.  Employee and ICLP may not be under the influence of alcohol while conducting business or in route to any activities or facilities associated with AHCS in any way. 
2. No controlled substances may be brought onto or used on AHCS property or the property of a facility contracted with associated with AHCS.  Controlled substances may not be used while conducting business, providing services or in route to any business or facility associated in any way with AHCS.  Employees and ICLP may not be under the influence of controlled substances while conducting business, providing services or in route to any business activities or facilities associated with AHCS in any way. 
3. Employees/ICLP taking prescription drugs for an illness or other legitimated medical need must notify their direct supervisor in writing of the possible effects of the medication which may impair the individual’s physical or mental capabilities and/or impair their ability to perform their job functions.  The notification should also include the length of time expected to take the medication.  All medical information will be kept confidential and any breach of privacy and confidentiality will be dealt with accordingly. 
4. No employee may give, sell or otherwise transfer any controlled substance or prescription drug to any other person while conducting business, providing services or in route to any activity associated with AHCS in any way.  To do so is in violation of federal law and the persons involved will be reported to law enforcement authorities immediately. 
I understand that it is my responsibility to become familiar with and abide by these safety policies, insofar as they apply to the duties which I shall perform as an employee or an Independent Contract Labor Personnel.  I also understand that compliance with these safety policies is part of the terms of my professional relationship as an employee or Independent Contract Labor Personnel with AHCS and I agree to abide by them.  

Signature: __________________________________________ Date: _____________________











PPD SKIN TEST
 
 
Employee Name ______________________________________________ 
Have you ever had a positive reaction? ____________________________ 
Have you ever had a BCG vaccine? ________________________________ 
Are you pregnant? _____________________________________________ 
Date of PPD placement: ______________ Arm: R ___   L ___ 
0.1cc ID Manufacture: __________________________________________ 
Lot # _____________________     Exp ___________________ 
Given by: ____________________________________________________ 
Date read: ___________________     By: ___________________________ 
RESULT:  Positive ___________     Negative ____________ 
Employee Signature: ___________________________________________ 
 
 
 
 
 
 
 
 
 






 
HEPATITIS B VACCINE CONSENT/DECLINATION 
 
I. Declination of Hepatitis B Vaccine 
I am refusing the Hepatitis B Vaccine and hold harmless Advantage Health Care Staffing.  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 Vaccination. 
 
________________________________     ___________________ 
	Signature 	 	 	 	 	  Date 
 
 
II. Documentation of Hepatitis B Vaccine Series 
I have received the completed Hepatitis B Vaccine Series, and have attached to this form the documentation which proves my receipt of the HBC Series. 
Provide written proof of immunity (attach supportive documentation) Provide written proof of previous vaccination (attach supportive documentation)  
Provide written proof of medical contraindication (attach supportive documentation) 
 
________________________________     ___________________ 
	Signature 	 	 	 	 	  Date 
 
 
 
 
 
 
 





 
 
 
Direct Deposit Authorization 
Only applies to those who wish to be eligible for Direct Deposit 
 
I (we) hereby authorize ADVANTAGE HEALTH CARE STAFFING hereinafter called “COMPANY”, to initiate credit entries to my (our) account previously indicated and the financial institution previously named, hereinafter called “DEPOSITORY”, to credit the same to such account.  This authority is to remain in full force and effect until COMPANY has received written notification from my (or either of us) of its termination in such time and in such manner as to afford COMPANY and DEPOSITORY a reasonable opportunity to act on it. 
 
SELF EMPLOYED INDEPENDENT CONTRACTOR AND YOUR TAXES 
 
__     As a Self-Employed Independent Contractor, I elect to have ADVANTAGE HEALTH CARE STAFFING deduct and deposit to the IRS the mandatory 28% minimum of compensation earned while working as a self-employed independent contractor with ADVANTAGE HEALTH CARE STAFFING. 
 
__     As a Self-Employed Independent Contractor, I elect to receive my full compensation and accept complete responsibility for all necessary taxes. 
 
Consult your tax advisor if you have any doubts or questions as to which selection would be best for you.  
DIRECT DEPOSIT 
Fill in only if you wish to participate in Direct deposit 
	Date 
	Name (Print) 
	
	Social Security Number 

	 
	 
	
	 

	 
	
	

	Financial Institutions Name 
	
	Financial Institutions Address 

	 
	
	 

	 
	
	

	Routing Number 
	
	Account Number 

	 
	 


 
 Signature: 	 	 	 	 	 	 	 	 	 Date: 

 
 
 
 
 
 
 
 
 
 
 
ADVANTAGE HEALTH CARE STAFFING 

CHICKEN POX A.K.A. VARICELLA ZOSTER VIRUS (VZV) VERIFICATION/ADVISORY 
 
 
PLEASE FILL OUT SECTION 1 OR 2: 
 
I, _________________________________, have experienced a chicken pox (varicella zoster) virus infection at a previous time in my life. 
 
 
_________________________________________     __________________ 
Signature 	 	 	 	 	 	 	     Date 
 

 
 
SECTION 2: 
 
 
I, _________________________________, have never had a chicken pox 
(varicella zoster) virus infection or I do not know whether I have ever had the chicken pox. I have been advised by ADVANTAGE HEALTH CARE STAFFING to have an antibody titer to screen for immunity to the chicken pox virus.  I have been advised to seek immunization if titer is low or negative.  I acknowledge that chicken pox can be a serious disease in adults, and I may become exposed through clinical practice. 
 
 
___________________________________________     __________________ 
Signature  	 	 	 	 	 	 	     Date 

 
 
 

ADVANTAGE HEALTH CARE STAFFING
PLEASE PRINT CLEARLY

Last Name: ________________________ First : ______________________  M.I. ___________
Profession:
RN     Years’ Experience ________________

LVN/LPN  Years’ Experience ____________

CNA    Years’ Experience________________
                                                                                                      Yes          No         Date Completed
	I.V. Certified
	
	
	

	Chemo Certified
	
	
	

	Formal Critical Care Course
	
	
	

	Arrhythmia Course
	
	
	




Type of Chart Documentation: _____________________________________________________

Special Procedure/Medication System Used: _________________________________________





ADVANTAGE HEALTH CARE STAFFING

AGE
SPECIFIC
	Age Groups
	Months/Years
Experience
	Performed 
Infrequently
Or never
	Moderate
experience
	Proficient

	Newborn (birth-30 days)
	
	
	
	

	Infant (30 days-1 years)
	
	
	
	

	Toddler (1-3 years)
	
	
	
	

	Preschooler (3-5 years)
	
	
	
	

	School aged children (5-12 years)
	
	
	
	

	Adolescence (12-18 years)
	
	
	
	

	Young adults (18-39 years)
	
	
	
	

	Middle adults (39-64 years)
	
	
	
	

	Geriatrics (64 + years
	
	
	
	





Signature: ________________________________________

Date: ______________________





Exhibit C
Confidentiality Agreement for Assigned Employees

Assigned Employee Confidentially Agreement 
As a condition of my assignment by AHCS to CLIENT, I hereby agree as follows:
I will not use, disclose, or in any way reveal or disseminate to unauthorized parties any information I gain through contact with materials or documents that are made available through my assignment at CLIENT or which I learn about during such assignment. 
I will not disclose or in any way reveal or disseminate any information pertaining to CLIENT or its operating methods and procedures that come to my attention as a result of this agreement.
Under no circumstances will I remove physical or electronic documents or copies of documents from the premises of CLIENT.
I understand that I will be responsible for any direct or consequential damages resulting from any violation of this Agreement. 
I agree to a non-compete for 12 months from the last day of employment with AHCS.

__________________________________     ___________________________________
Contractor                                                             Witness

__________________________________     ___________________________________
Signature                                                               Signature 

__________________________________     ___________________________________
Printed Name	                                                      Printed Name

__________________________________     ___________________________________
Date                                                                       Date

Exhibit B
Benefits Waiver for Assigned Employees

Agreement and Waiver
In consideration of my assignments to CLIENT by AHCS, I agree that I am solely a contractor of AHCS for benefits plan purposes and that I am eligible only for such benefits as AHCS may offer to me as a contractor.  I further understand and agree that I am not eligible for or entitled to participate in or make any claim upon any benefit plan, policy, or practice offered by CLIENT, its parents, affiliates, subsidiaries, or successors to any of their direct employees, regardless of the length of my assignment to CLIENT by AHCS and regardless of whether I am help to be common-law employee of CLIENT for any purpose; and therefore, with full knowledge and understanding, I hereby expressly waive any claim or right that I may have, now or in the future, to such benefits and agree not to make any claim for such benefits. 


___________________________________    ____________________________________
Contractor                                                              Witness

___________________________________    ____________________________________
Signature                                                                 Signature

___________________________________    ____________________________________
Printed Name                                                        Printed Name

___________________________________     ___________________________________
Date                                                                          Date



ADVANTAGE HEALTH CARE STAFFING
RN and LVN Critical Care/ E.R./ Telemetry/ Medical/ Surgical Skills Checklist

	First Name:

	Last Name:

	SSN:

	Date:



1= Performed Infrequently or Never
2= Moderately Experienced
3=Proficient
                                                              1    2    3
	
	
	


A. Cardiovascular
	Abnormal heart sounds/murmurs
	
	
	
	
	
	Femoral Artery Sheath Removal
	
	
	

	Auscultation (rate, rhythm)
	
	
	
	
	
	MAP
	
	
	

	Blood Pressure/non-invasive
	
	
	
	
	
	PA/Swan-Ganz Insertion
	
	
	

	Doppler
	
	
	
	
	
	PCW Pressure
	
	
	

	Pulses/Circulation checks
	
	
	
	
	
	PVR
	
	
	

	1. Interpretation of Lab Result

	
	
	
	
	
	Radial A-Line
	
	
	

	Cardiac enzymes & isoenzymes
	
	
	
	
	
	SVO2
	
	
	

	Coagulation Studies
	
	
	
	
	
	SVR
	
	
	

	2. Equipment & Procedures
	
	
	

	
	
	Intra-aortic balloon pump
	
	
	

	Arterial line insertion
	
	
	
	
	
	Monitoring
	
	
	

	Central venous pressure
	
	
	
	
	
	12 Lead EKG Interpretation
	
	
	

	Open chest emergency
	
	
	
	
	
	Arrhythmia interpretation
	
	
	

	PA Catheter/Swan-Gan insertion
	
	
	
	
	
	Lead Placement
	
	
	

	Pericardiocentesis
	
	
	
	
	
	Rhythm Strip Assessment
	
	
	

	Transesophageal
	
	
	
	
	
	Set up and run 12 Lead EKG
	
	
	

	Automatic internal cardioverter defibrillator
	
	
	
	
	
	Pacemaker
	
	
	

	Cardioversion
	
	
	
	
	
	External Permanent
	
	
	

	CAVH-D
	
	
	
	
	
	Temporary
	
	
	

	Hemodynamic monitoring
	
	
	
	
	
	Transthoracic (epicardial)
	
	
	

	Cardiac Index
	
	
	
	
	
	Ventricular assist device (RVAD or LVAD)
	
	
	

	Cardiac Output
	
	
	
	
	
	CVP Monitoring
	
	
	

	    3. Care of Patient With                                                    
	
	
	
	
	
	
	
	
	

	Abnormal aortic aneurysm repair
	
	
	
	
	
	
	
	
	

	Acute MI
	
	
	
	
	
	
	
	
	

	Cardiac arrest
	
	
	
	
	
	B. Pulmonary 
	
	
	

	Congestive
	
	
	
	
	
	Adventitious Breath Sounds
	
	
	

	EP Study & Ablation
	
	
	
	
	
	Rate and Work of Breathing 
	
	
	

	Heart Transplant
	
	
	
	
	
	*Interpretation Of Lab Results
	
	
	

	Immediate post open-heart surgery
	
	
	
	
	
	*Equipment & Procedures 
	
	
	

	Infective Endocarditis
	
	
	
	
	
	Air Leak troubleshooting
	
	
	

	Myocardial
	
	
	
	
	
	Mediastinal 
	
	
	

	Pericarditis
	
	
	
	
	
	Pleural Chest tube removal
	
	
	

	Post AICD insertion
	
	
	
	
	
	
Airway Management devices/suctioning
	
	
	

	Post atherectomy
	
	
	
	
	
	Endotracheal tube/suctioning
	
	
	

	Post intracoronary stent placement
	
	
	
	
	
	Extubation
	
	
	

	Post Percutaneous balloon valvuloplasty
	
	
	
	
	
	Nasal airway/suctioning 
	
	
	

	Post roto blade
	
	
	
	
	
	Oximeter
	
	
	

	Pre/Post angioplasty
	
	
	
	
	
	Sputum specimen collection
	
	
	

	Pre/Post Cardiac
	
	
	
	
	
	Tracheostomy/suctioning 
	
	
	

	
	
	
	
	
	
	
Identification/Interview for Respiratory complications 
	
	
	

	4. Medications
	
	
	
	
	
	Aspiration
	
	
	

	Amiodarone
	
	
	
	
	
	Laryngospasm 
	
	
	

	Atropine
	
	
	
	
	
	Tension Pneumothorax 
	
	
	

	Bicarbonate
	
	
	
	
	
	Use of Pleurevac or thoraclex drainage 
	
	
	

	Beryllium
	
	
	
	
	
	Use of water seal damage
	
	
	

	Digoxin
	
	
	
	
	
	
Therapy & Medication Delivery
	
	
	

	Diltiazem
	
	
	
	
	
	Ambo bag & mask
	
	
	

	Dobutamine
	
	
	
	
	
	ET Tube face mask
	
	
	

	Dopamine
	
	
	
	
	
	Nasal Cannula
	
	
	

	Epinephrine (Adrenalin)
	
	
	
	
	
	Portable O2 tank
	
	
	

	Esmolol (Brevibloc)
	
	
	
	
	
	Trach Collar
	
	
	

	Inocor (Amrinone)
	
	
	
	
	
	
	
	
	

	Lidocaine (Xylocaine)
	
	
	
	
	
	
	
	
	

	4. Medications- Continued
	
	
	
	
	
	
	
	
	

	Metoprolol (Lopressor)
	
	
	
	
	
	Medications
	
	
	

	Nipride (Nitroprusside)
	
	
	
	
	
	Alupent
	
	
	

	Nitroglycerine (Tridil)
	
	
	
	
	
	Aminophylline
	
	
	

	Procainamide (Reta Vase)
	
	
	
	
	
	Bronkosol
	
	
	

	Procainamide (Pronestyl)
	
	
	
	
	
	Corticosteroids
	
	
	

	Streptokinase
	
	
	
	
	
	Ventolin
	
	
	

	TPA (Alteplase)
	
	
	
	
	
	
	
	
	

	Verapamil (Calan, Isopitin, Verelan)
	
	
	
	
	
	C. Neurological 
	
	
	

	
	
	
	
	
	
	Cranial Nerves 
	
	
	

	Ventilator Management
	
	
	
	
	
	Glasgow Coma Scale
	
	
	

	External CPAP
	
	
	
	
	
	Level of Consciousness
	
	
	

	High Frequency Jet Ventilation
	
	
	
	
	
	Pathologic Reflexes
	
	
	

	IMV
	
	
	
	
	
	Reflex/Motor deficits
	
	
	

	Pressure Support
	
	
	
	
	
	Visual or Communication
	
	
	

	Weaning Modes & T-piece weaning
	
	
	
	
	
	
Equipment 
	
	
	

	
	
	
	
	
	
	Assist with Lumbar Puncture
	
	
	

	Acute Pneumonia
	
	
	
	
	
	Halo Traction/Cervical 
	
	
	

	ARDS
	
	
	
	
	
	Intracranial Pressure monitoring
	
	
	

	Chest Trauma
	
	
	
	
	
	Nerve Stimulators
	
	
	

	COPD
	
	
	
	
	
	Rotating Bed
	
	
	

	Cor Pulmonale
	
	
	
	
	
	Seizure Precautions 
	
	
	

	Fresh Tracheostomy
	
	
	
	
	
	Spinal Precautions 
	
	
	

	Lobectomy
	
	
	
	
	
	Stryker Frame
	
	
	

	Lung Transplant
	
	
	
	
	
	Use of Hyper/Hypothermia Blanket
	
	
	

	Near drowning
	
	
	
	
	
	
Care of the Patient with
	
	
	

	Pneumonectomy
	
	
	
	
	
	Aneurysm precautions 
	
	
	

	Pulmonary Embolism
	
	
	
	
	
	Basal Skull Fracture
	
	
	

	Pulmonary Edema/hypertension
	
	
	
	
	
	Closed Head Injury
	
	
	

	Status Estimations
	
	
	
	
	
	Coma
	
	
	

	Thoracotomy
	
	
	
	
	
	CDV
	
	
	

	Tuberculosis
	
	
	
	
	
	DT’s
	
	
	

	
	
	
	
	
	
	Encephalitis
	
	
	

	
	
	
	
	
	
	Increased ICP
	
	
	

	
	
	
	
	
	
	Laminectomy
	
	
	

	
	
	
	
	
	
	Meningitis 
	
	
	

	
	
	
	
	
	
	Metastatic tumor/intercranial
	
	
	

	
	
	
	
	
	
	Multiple Sclerosis
	
	
	

	Post Craniotomy
	
	
	
	
	
	Inflammatory bowel disease
	
	
	

	Spinal Cord Injury
	
	
	
	
	
	Liver failure
	
	
	

	Ventriculostomy
	
	
	
	
	
	Liver transplant
	
	
	

	
	
	
	
	
	
	Pancreatitis 
	
	
	

	Medications
	
	
	
	
	
	Paralytic ileus
	
	
	

	Barbiturate
	
	
	
	
	
	Penetrating trauma
	
	
	

	Decadron
	
	
	
	
	
	Medications
	
	
	

	Epidural Administration
	
	
	
	
	
	AquaMephyton 
	
	
	

	Phenobarbital
	
	
	
	
	
	Inderal
	
	
	

	Valium
	
	
	
	
	
	Kayexalate
	
	
	

	
D. Gastrointestinal
	
	
	
	
	
	Lactulose
	
	
	

	
Abnormal/Bowel Sounds
	
	
	
	
	
	Pitressin
	
	
	

	Nutritional 
	
	
	
	
	
	E. Renal/Genitourinary 
	
	
	

	Interpretation
	
	
	
	
	
	A-V Fistula/Shunt
	
	
	

	Serum Ammonia
	
	
	
	
	
	Fluid Status 
	
	
	

	Serum Amylase
	
	
	
	
	
	Interpretation of Lab Results
	
	
	

	LFT’s 
	
	
	
	
	
	BUN & Creatinine 
	
	
	

	Equipment and Procedures
	
	
	
	
	
	Fluid Status
	
	
	

	Administration of Tube Feeding
	
	
	
	
	
	
Equipment & Procedures 
	
	
	

	Balloon Tamponade
	
	
	
	
	
	Bladder Irrigation
	
	
	

	Feeding Pump
	
	
	
	
	
	Insertion & Care of Straight & Foley Catheter
	
	
	

	Flexible Feeding tube
	
	
	
	
	
	               (1) 3-Way
	
	
	

	Gravity Tube
	
	
	
	
	
	               (2) Female
	
	
	

	Iced Saline Lavage
	
	
	
	
	
	               (3) Male
	
	
	

	Management of
	
	
	
	
	
	Super-Pubic
	
	
	

	Gastrostomy Tube
	
	
	
	
	
	Care of the Patient
	
	
	

	Jejunostomy
	
	
	
	
	
	Acute Renal Failure
	
	
	

	T-tube
	
	
	
	
	
	CAVH Dialysis
	
	
	

	TPN and Lipids Administration
	
	
	
	
	
	Hemodialysis
	
	
	

	PPN
	
	
	
	
	
	Nephrectomy
	
	
	

	Placement of Nasogastric Tube
	
	
	
	
	
	Peritoneal Dialysis
	
	
	

	Salem sump to suction
	
	
	
	
	
	Renal Transplant
	
	
	

	Care of Patient with
	
	
	
	
	
	TURP
	
	
	

	Blunt Trauma 
	
	
	
	
	
	Urinary Diversion
	
	
	

	Bowel Obstruction
	
	
	
	
	
	Urinary Tract Infection
	
	
	

	Colostomy
	
	
	
	
	
	
	
	
	

	ERCP
	
	
	
	
	
	G.  Wound Management
	
	
	

	Esophageal Bleeding
	
	
	
	
	
	Skin for Impending Breakdown
	
	
	

	GI Bleeding 
	
	
	
	
	
	Stasis Ulcers
	
	
	

	Hepatitis
	
	
	
	
	
	Surgical Wound Healing 
	
	
	

	Ileostomy
	
	
	
	
	
	
	
	
	

	Equipment & Procedures
	
	
	
	
	
	
	
	
	

	Air Fluidized, low air loss beds
	
	
	
	
	
	Multi-System Organ Failure
	
	
	

	Sterile dressing changes
	
	
	
	
	
	Organ/Tissue
	
	
	

	Wound Care/Irrigations 
	
	
	
	
	
	Septic Shock
	
	
	

	Care of Patient With 
	
	
	
	
	
	AMA Procedures
	
	
	

	Burns
	
	
	
	
	
	Suicide Precautions 
	
	
	

	Pressure Sores
	
	
	
	
	
	
	
	
	

	Staged Decubitus 
	
	
	
	
	
	K. Pediatrics 
	
	
	

	Surgical wounds with drain(s)
	
	
	
	
	
	Equipment & Procedures
	
	
	

	Traumatic Wounds
	
	
	
	
	
	Child Care Abuse/recognition/reporting
	
	
	

	H. Phlebotomy/ IV Therapy
	
	
	
	
	
	Obtaining Content to treat
	
	
	

	Administration of Blood/Blood Products
	
	
	
	
	
	Pediatric Arrest
	
	
	

	Cryoprecipitate 
	
	
	
	
	
	Care of Patient With
	
	
	

	Packed Red Blood Cells
	
	
	
	
	
	Epiglottitis 
	
	
	

	Whole Blood
	
	
	
	
	
	Near Drowning
	
	
	

	Drawing Blood from Central Line
	
	
	
	
	
	Overdose/Poison Ingestion
	
	
	

	Starting IV’s
	
	
	
	
	
	Status Asthmaticus
	
	
	

	Angiocath
	
	
	
	
	
	Status Epilepticus
	
	
	

	Butterfly
	
	
	
	
	
	
	
	
	

	Heparin Lock
	
	
	
	
	
	L. EENT
	
	
	

	Care of Patient With
	
	
	
	
	
	Set up florescent/woods lamp exam
	
	
	

	Central Line/Catheter/Dressing
	
	
	
	
	
	Visual Acuity
	
	
	

	Broviac
	
	
	
	
	
	Equipment & Procedures
	
	
	

	Groshong
	
	
	
	
	
	Application of Eye Patch
	
	
	

	Hickman
	
	
	
	
	
	Ear Irrigation
	
	
	

	Portachath
	
	
	
	
	
	Eye Irrigation
	
	
	

	Quinton
	
	
	
	
	
	Morgan Lens Irrigation
	
	
	

	Peripheral Line/Dressing
	
	
	
	
	
	Nasal Packing 
	
	
	

	
	
	
	
	
	
	
	
	
	

	I. Pain Management
	
	
	
	
	
	M. Trauma/Shock
	
	
	

	Assessment of Pain Level/Tolerance
	
	
	
	
	
	Champion Trauma Score
	
	
	

	Care of Patient With
	
	
	
	
	
	Poison Index
	
	
	

	Epidural Anesthesia/analgesia 
	
	
	
	
	
	Triage
	
	
	

	IV Conscious Sedation
	
	
	
	
	
	Equipment & Procedures
	
	
	

	Patient Controlled Analgesia
	
	
	
	
	
	Air Transport of Trauma Patient
	
	
	

	
	
	
	
	
	
	Application of Mast Suit
	
	
	

	J. Miscellaneous
	
	
	
	
	
	Ground Transport
	
	
	

	Care of Patient With
	
	
	
	
	
	Care Of Patient With
	
	
	

	Anaphylactic Shock
	
	
	
	
	
	Bites, Animal
	
	
	

	Disseminated Intravascular Coagulation 
	
	
	
	
	
	Bites, Human
	
	
	

	Hypovolemic Shock
	
	
	
	
	
	Bites, Venomous Snake
	
	
	

	Bites, Venomous Spider
	
	
	
	
	
	Reporting Acts of Violence 
	
	
	

	Burns
	
	
	
	
	
	Care of Patient With 
	
	
	

	          (1) Rules of Nines
	
	
	
	
	
	Abruptio Placenta 
	
	
	

	          (2) First Degree
	
	
	
	
	
	DIC
	
	
	

	          (3) Second Degree
	
	
	
	
	
	Hemorrhage 
	
	
	

	          (4) Third Degree
	
	
	
	
	
	Placenta Previa 
	
	
	

	Dehydration
	
	
	
	
	
	Precipitous Delivery
	
	
	

	Electrocution
	
	
	
	
	
	Preeclampsia/Eclampsia 
	
	
	

	Gunshot/Stab Wound
	
	
	
	
	
	Spontaneous Abortion 
	
	
	

	Hazardous Material
	
	
	
	
	
	
	
	
	

	Hypothermia
	
	
	
	
	
	P. Infectious Diseases 
	
	
	

	Major Trauma
	
	
	
	
	
	Interpretation of Lab Results
	
	
	

	Minor Trauma
	
	
	
	
	
	Equipment & Procedures 
	
	
	

	Radiation Exposure
	
	
	
	
	
	Fever Management
	
	
	

	Shock
	
	
	
	
	
	Isolation
	
	
	

	            (1) Anaphylactic
	
	
	
	
	
	Care of Patient with AIDS
	
	
	

	            (2) Cardiogenic
	
	
	
	
	
	
	
	
	

	            (3) Hypovolemic
	
	
	
	
	
	Q. Intake
	
	
	

	
	
	
	
	
	
	Offering food substitutions 
	
	
	

	N. Orthopedic 
	
	
	
	
	
	Between meal feedings
	
	
	

	Circulation Checks
	
	
	
	
	
	HS Snacks
	
	
	

	Gait
	
	
	
	
	
	Offer fluids at regular intervals 
	
	
	

	Range of Motion
	
	
	
	
	
	Forcing Fluids
	
	
	

	Skin
	
	
	
	
	
	Measuring Intake
	
	
	

	Equipment & Procedures
	
	
	
	
	
	
	
	
	

	Assist with Placement of Cast
	
	
	
	
	
	R. Elimination 
	
	
	

	Cane/Crutch
	
	
	
	
	
	Bowl & Bladder Training 
	
	
	

	Cervical Collar
	
	
	
	
	
	How to place resident in bedpan
	
	
	

	Sling
	
	
	
	
	
	Enemas
	
	
	

	Transfer Boards
	
	
	
	
	
	Colostomy Care
	
	
	

	Care of Patient With
	
	
	
	
	
	Signs & Symptoms of Fecal
	
	
	

	Ankle Brace
	
	
	
	
	
	Impaction
	
	
	

	Ankle Splint 
	
	
	
	
	
	
	
	
	

	Cast
	
	
	
	
	
	S. Vital Signs
	
	
	

	Knee Immobilizer 
	
	
	
	
	
	Brush & Oral Temperature
	
	
	

	Pinned Fracture
	
	
	
	
	
	Rectal Temperature
	
	
	

	Wrist Splint
	
	
	
	
	
	Pulse
	
	
	

	
	
	
	
	
	
	Respiration 
	
	
	

	O. Women’s Health
	
	
	
	
	
	Blood Pressure
	
	
	

	Assessment-Assist with Pelvic Exam
	
	
	
	
	
	
	
	
	

	Equipment & Procedures
	
	
	
	
	
	T. Body Mechanics 
	
	
	

	Abruptio
	
	
	
	
	
	Turning Patient
	
	
	

	Pelvic Tray
	
	
	
	
	
	Transferring Resident
	
	
	

	Rape Kit
	
	
	
	
	
	Bed to Chair and Return
	
	
	

	Bed to Wheelchair and Return
	
	
	
	
	
	Z. Observation and Reporting 
	
	
	

	Wheelchair to commode and
	
	
	
	
	
	Nutrition/Intake
	
	
	

	Return
	
	
	
	
	
	Change in appetite 
	
	
	

	Helping Resident walk 
	
	
	
	
	
	Difficulty Swallowing 
	
	
	

	(Crutches or Walker)
	
	
	
	
	
	Documentation of Food Intake
	
	
	

	Lifting Device; use, care and 
	
	
	
	
	
	
	
	
	

	Storage
	
	
	
	
	
	AA. Skin
	
	
	

	
	
	
	
	
	
	Reddened Areas/Bruises 
	
	
	

	
	
	
	
	
	
	Bed Sores
	
	
	

	U. Isolation Techniques 
	
	
	
	
	
	Rashes
	
	
	

	Regular
	
	
	
	
	
	Color: Flushing, Cyanosis
	
	
	

	Reverse 
	
	
	
	
	
	Cold or Hot Skin
	
	
	

	Universal Precautions 
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	AB. Elimination
	
	
	

	V. Prevention & Contractures 
	
	
	
	
	
	Urine: Color, amount, 
	
	
	

	Positioning 
	
	
	
	
	
	Consistency, and odor
	
	
	

	Passive Exercises 
	
	
	
	
	
	Bowel: Color, amount,
	
	
	

	Range of Motion 
	
	
	
	
	
	Consistency & Frequency
	
	
	

	Use of Weighing Scales
	
	
	
	
	
	
	
	
	

	Use of Supportive Devices
	
	
	
	
	
	AC. Other
	
	
	

	Pillows
	
	
	
	
	
	Edema 
	
	
	

	Footboards
	
	
	
	
	
	Drowsiness 
	
	
	

	
	
	
	
	
	
	Alteration of vital signs
	
	
	

	W. Specimen Collection
	
	
	
	
	
	Unusual precipitation 
	
	
	

	Stool Specimen
	
	
	
	
	
	Unusual odors
	
	
	

	Test Urine for Sugar
	
	
	
	
	
	Lumps or sore spots
	
	
	

	Test Urine for Acetone
	
	
	
	
	
	Cough
	
	
	

	
	
	
	
	
	
	Dyspnea 
	
	
	

	X.  Infection Control
	
	
	
	
	
	Any complaint from resident
	
	
	

	AIDS/HIV Interaction
	
	
	
	
	
	Changes in Behavior
	
	
	

	Hepatitis Interaction
	
	
	
	
	
	Signs & Symptoms of
	
	
	

	Linen-Transport, store & handle
	
	
	
	
	
	Depression
	
	
	

	Cleaned
	
	
	
	
	
	Assessment of pain levels
	
	
	

	Soiled
	
	
	
	
	
	Response to pain medication
	
	
	

	Personal Clothing
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	AD. Care of Death
	
	
	

	Y. Documentation Techniques 
	
	
	
	
	
	Postmortem care
	
	
	

	Legible, Concise & in timely
	
	
	
	
	
	Facility policy for residents 
	
	
	

	Fully dated and signed
	
	
	
	
	
	Valuables and 
	
	
	

	Identification data on each page
	
	
	
	
	
	
	
	
	

	Correction Errors
	
	
	
	
	
	AE. Other Skills 
	
	
	

	Blank Spaces, Lines &Pages on 
	
	
	
	
	
	CPR
	
	
	

	records
	
	
	
	
	
	Diabetic Monitoring 
	
	
	

	
	
	
	
	
	
	Use of 911 in Public Setting
	
	
	

	
	
	
	
	
	
	
	
	
	

	Regulatory guidelines related 
	
	
	
	
	
	
	
	
	

	To the prevention of abuse
	
	
	
	
	
	
	
	
	

	And neglect of residents
	
	
	
	
	
	
	
	
	

	Incident and accident reporting
	
	
	
	
	
	
	
	
	




The proceeding information I have checked are true and correct.

Signature: _________________________________________
Date: _____________________________________________


















My experience is primarily in: ________________________   Certifications: ______________________
(Indicate Years)                                                                                      
     Field of Experience               Year(s)                                                  Course                             Date
	Trauma
	
	
	Critical Care Course
	

	Emergency Dept.
	
	
	Arrythmia
	

	Neuro
	
	
	Other
	

	Trauma Referral Center
	
	
	Computerized 
	

	Cardiothoracic 
	
	
	Charting System
	

	Cardiovascular 
	
	
	Medication Administration
	

	Coronary Care
	
	
	System
	

	Burn
	
	
	BLS
	

	PACU
	
	
	ACLS
	

	Community ER
	
	
	TNCC
	

	OB Labor & Delivery
	
	
	PALS
	

	Nursery Newborn
	
	
	CCRN
	

	Post-Partum
	
	
	CNRN
	

	Pediatrics 
	
	
	BTLS
	

	Psych
	
	
	NRP
	

	Geriatrics 
	
	
	S.T.A.B.L.E
	

	Nursing Home
	
	
	Other:
	

	ICU
	
	
	
	

	OR
	
	
	
	

	NICU
	
	
	
	

	Rehab
	
	
	
	

	Home Health
	
	
	
	

	Hospice
	
	
	
	

	Med Surg
	
	
	
	



This information I have given is true and accurate to the best of my knowledge. I hereby authorize ADVANTAGE HEALTH CARE STAFFING to release this Critical/ER/ Telemetry/Med-Surg Checklist to client facilities of ADVANTAGE HEALTH CARE STAFFING in relation to consideration of my working as a license medical professional with those facilities.


Signature: __________________________________ Date: ____________________________


Print Name: _________________________________________
1 
 
1 
 
1 
 
 



