UMS cutrently has agreements to provide contract nurses to over fifty medical
facilities in Lafayette and the surrounding areas. These facilities require basic
information about the nurses who petform services at their facilities. In an effort
to provide better services to both the contract nurses and the facilities, UMS has
assembled the information required by the various facilities in the enclosed
packet.

If you wish to contract your services to any of our facilities, please fill out the -
enclosed package and return it to our office. We will in turn forward this
information to any facility you choose to work with. Please advise our staff of
your available shift times and areas or departments of preference.

Thank you for choosing to contract your services through UMS. If you have any
questions, please contact our office.

L.FN



Information Checklist
The following items are contained in the information package:

1. Contract Nurse Information

2. Payment Instruction Form

3. W-9 Tax Form

4, Agreement for Contract Nursing

5. Hepatitis B Form |

6. Age Specific Criteria Checklist

7. Skills Assessment Checklist

8. Skills Checklist (ER, ICU, Med/Surg, etc.)
9. Consent for Criminal Background Check
10. Confidentiality Statement -

11. HIPPA Privacy Protection

If you wish to contract your services through United Medical Staffing, Inc,,
please submit the following:

Driver’s license

Social Security Card

Current Nursing License

Current CPR card

- Other certification you may have

**Ex. CPI, NALS, PALS, ACLS, IV certiflcation (LPN)
Current TB/PPD verification or Recent Chest X-ray
Proof of Malpractice Insurance (If applicable)
Proof of Worker’s Compensation (If applicable)

9. Proof of Hepatitis B series if applicable

10. Name tag with name and title

I R

ol

All medical facilities require a yearly TB skin tesf, a current nursing license and
a current CPR card. Please fax or bring your new Nursing License to UMS each
January. Fax updated credentials to 337-769-9069.



Contract Nurse Information

Inatructions; T.'hia form is a professional document and must be complete, true, and
aceurate. This information may, upon request, be furnished to those facilities which
receive services from a contract nurse, Please fill in all blanks,

Name:

Last First Middle
Address:

City/State: ) ZipCode___
Home phone: ‘
Cellular phone:
Pager:
Alternate phone # :
Email Address:
Soclal Security No. - -
Date of Birth:

Referred by:

Pleage Check One:
Registered Nurse

Licensed Practical Nurse
Certified Nursing Assistant
Other '
Preferred Shifts

Work Historv -- (Begipning with most recent)

Name of Company
Address
City/State/Zip
Phone No.
From To
Position

Duties

Name of Company
Address
City/State/Zip
Phoune No.
From ‘ To
Paosition

Duties




Name of Company
Address
City/State/Zip
Phone No.
From To
Position

Duties

Name of Company
Address
City/State/Zip
Phone No.
From To
Position

Duties

Edygation:
School name #1: ' Yr. grad:
City/State: R Degree:

School name #2: Yr. grad:
City/State: s Degree:

School name #3: . Yr. grad:
City/State; R | Degree:

Other Li re:
State: Lic.#: Expires:

Nursing License Number | State
Has your nursing license ever been suspended? If so, explain why,

Malpractice Ins. Co. _
Policyi:
Exp. date;

Worker's Compensation Insurance Co. and Policy No.
Exp. Date

Signature and Title: ' Date:




United Medical Staffing, Inc,
Payment Instruction Form

1, the undersigned, do hereby instruct and direct United Medical Staffing, Inc,
(UMS) to pay all sums due to me for services rendered as an independent contractor upon
my submission of invoice. |

I understand that I am an independent contractor and not an employee of UMS
and it is my desire that UMS regard the information signed by me on the daily time slip
as accurate, However, 1 do understand that UMS has total authority to verify any time
slips before submitting payments,

I understand that I am self-employed and am responsible for filing and paying my
own federal, Social Security and F.I.C.A. taxes, [ further understand that UMS is not
responsible for my tax liability for fees received while sub-contracting my services
through UMS. \

| authorize UMS to release my check to the following named persons:

bl ol S

I understand and agree that this release will remain valid until I notify UMS in
writing, either by mail or personally hand deliver to UMS a written statement canceling
this releasc. 1 further agree that I will hold UMS harmless for the monies due me if
misappropriated by the above named individuals.

I would like my check mailed to me. (Initial if applicable)

Signaturc

Date
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Request for Taxpayer

Adcreag (number, striet, 40 AT, or 3ulte no )

Requester's name ard adkress {optional)

Give form to the

(Rev. October 2004) requestar. Do not

O dentification Number and Certiication wond to the IRS,

it Panesrs Sifvilar
Narvw (a3 mported on your income tax retuen)
Busirwed fume, If different from athove
Individual/

5 ¢ pros 3 corverntion [ Partnemnip [ cther » e | D e backup

iy, state, and ZIP code

o
:
g Check appropriate box; D 8ou propristor

List socount number(s) here (optional)

m: Taxpayar ientHication Number (TIN]

Entar your TIN in the appeoptiate box, The TIN provided must match the name given on Line 1 to avoid
backup withnolding. For individuals, this I8 your sacial securlty number (S5N), However, for 2 reaident

align, sl proprietor, or dimregarded entidy, see the Part | instructions on page 3. For othar entitles, it is
yaur smpkayer idemtification number [EIN), It you <o not hava a number, sse How 10 gat a TIN on page 3, o

MNote. /f the account i in rmore than one neme, see the chart on page 4 for guidelines on whosa number

1o antar,

Part It Cartification

Under panalties of perury, | cortify that;

1. The number shown on this form is my comedt Axglyar identification number (G | Am walting for a nymber to b issued to me), and

2. 1 am not sybject to Backup withholding bacause; (8) | am exempt from bagkup withholding, or (b) | have not besn notifled by tha (ntemal
FRevanue Servios (AS) that | am subject 1o backup withholding as a reswit of 2 fallure 1o report all interesl or dividends, or (C) the IRS hns

notifisd me that | am na tonger subjact 1o backup withholding, and

3. lam a U.S. person (ncluding a U.S, resichnt alien).

Cantfication instructions. You must cross owt Him 2 above if you have bewn rotifisd by the IRS that you ave currently subject to bheokup
withholding betause you have failed to report all interest and dividends on yéur tax return, For real sstate transactions, item 2 dows not apply.
For morigage intersst paid, acquisition o abandonment of secured propany, canceliation of debt, contributions to an individual retiremant
arrangement {IRA), and genarally, paymentz other than intarest and dividendy, yeu are not required to sign the Certifleation, but you must

provide your correct TIN, (Se4 the Instructions on page 4.)

Sign Sgneturs of
Here | ug persen b

Oata I

Purpose of Form

A person who 18 reguired to file an information return with the
IRS, must obtain your corect taxpayer identification number
{TIN) to repont, for example, income paid (o you, real estate
transactiony, mortgage interest you paid, acquisition or
abandonmant of secured preperty, cancellation of debt, or
contributions you made to an IRA,
\.5. person. Use Form W-0 only if you are a U.S, person
{including a resident alisn), 16 provide your canmect TIN to the
person requesting it {the requester) and, when applicable, to:
1, Certify that the TIN you are giving is corect (or you are
waiting for a number to be issuad),

2, Certify that you are not subject to backup withholding,

o

3, Claim exemption from backup withholding if you are a
U.E, mumpt payee,
Note. if a raguester gives you a form other than Form W-8 to
request your TIN, you must use the requester's form if it is
substantially similar 1o this Form W-§.
For federal tax purposes you are considered a person if you
arg;
® an individual who i a citizen of realdent of the United
States,
* a partnership, corporation, company, or assogiation
created or arganized in the United States or under the laws
of tha Linited States, or

Cat. No. 10231X

® any estate (other than a forsign astata) or trust, Soe
Reguiation section 301,7701-6(a} for additional information.

Foreign person. |f you are a foreign parson, use the
appropriate Form W-8 {8ea Publication 518, Withholding of
Tax on Nonresident Alléns and Forgign Entitias),
Nonresident alien who bacomes g resident alen.
Genmﬂl?'. only a nonresicent alien individual may use the
terms of a tax treaty to reduce of sliminate U.S. tax on
cortain types of income. However, most tAx treaties contain a
provision known as a “saving clause,” Exoaptions specified
in the saving clause may permit an exemption from tax 1o
gontinue Tor certain types of income even after the recipient
has otherwise bocome a U5, reaidant allen for tax purposes,

If you are a U.S. resident alien wha (s relying on an
exception contained in tha saving clause of 3 tax treety W
claim an exemption from U.8. tax on certaln types of Income,
you must attach a statement that specifies the following five
iterna;

1. The treaty country. Generally, thiz must be the same
treaty under which you claimed exemption from tax as a
nonrasidant alien,

2. The treaty article addressing the income.

3. The article numbar (or logation) in the tax treaty that
containg the saving clause and its exceptions.

Form W-8 Rev, 10-2008)



Form W-9 (Rev. 10-2004}

Page 2

4. The type and amount of income that gualifies for the
exempthion from tax,

8. Sufficient facts to justity the exemption from tax under
tha terms of the traaty article,
Example. Article 20 of the U.$.-China income tax treaty
allows an exemption from tax for acholarship income
receivad by a Chinese student temporarily present in the
Linited Statex, Under U.S. law, thie student will become a
resident allen for tax purposes if his or her stay in the United
States exceeds 5 calendar yoars. However, paragraph 2 of
the first Protocol to the U.S.-China traaty (dated April 30,
1984) allows the provisions of Article 20 to ¢ontinue to apply
even after the Chinese student becomes a msident allen of
the Unitect States. A Chingee student who qualifies for this
exception (Under paragraph 2 of the first protocol) and is
relying on this exception (o claim an exernption from tax on
his or her scholarship or fellowship income would artash to
Form W-9 a statement that ingluges the information
described above to support that exemption,

If you are a nonresident alien or a foreign entity not subject
to backup withholding, give the requester the appropriate
completed Form W.8,

What iz backup withholding? Persons making certaln
paRyments 1o you must under eertain conditions withholg and
pay to the RS 28% of such payments (after December 31,
2002}, Thia Is called “backup withholding,” Payments that
may be subject to backup withhelding Inciude interest,
dividends, Broker and barter exchangs transactions, rents,
royalttias, nonempicyes pay, and certain payments from
fishing boat operators, FMeal estate transactiona are not
subject to backup withholding.

You will not be subject to backup withholding on payments
you receive if you give the requester your correct TIN, make
the proper certifications, and report all your taxabie interest
and dividends on yowr tax retum.

Payments you recelve will be subject to backup
withhokiing i:

1. You do not furnish your TIN to the requester, or

2. You do not certify your TIN when required (see tha Part
Il Instructions on page 4 for detafis}, or

3. The IRS tells the requaster that you fumished an
incorrect TIN, or

4, The IRS tells you that you are subject to backup
withholding because you did not report all your interest and
dividends on your tax retum (for reportabile interest ang
dividends only), or

% You do not certify to the requester that you are not
subject to backup withholding under 4 above (for reportable
interest and dividend acsounts opened after 1983 oniy).

Cartain payess and payments are exempt fram backup
withhaiding, Bee the instructions balow and the separate
ingtructiong for the Requester of Form W-9.

Penalties

Fallure ta furnish TIN, If you fail to furnish your comect TIN
to a requester, you ame subject t0 & penalty of $50 for each
such failure unless your fatlure is dus to reasonable cause
and fot to willful neglect.

Civil penalty for fatse information with respact to
withholding. If you make & false statement with no
reasonable basis that results in no backup withhelding, you
are subject to a $500 penalty.

Criminal penalty for falsitying information. Willfuly
falsifying certifications or affirmations may subject you o
criminal penalties including finea and/or lrmprisonment,

Misuse of TINs. If the requester discloses or uses TINS in
violation of Federal taw, the requester may be subject to civil
and criminal panalties,

Specific Instructions

Name

It you are an inglvidual, you must generally enter the nama
shown on your 0cial security card, However, if vou have
changed yaur last name, for instance, due to marriage
without informing the Social Security Administration of the
name change, enter your first narne, the last name shown on
your social security card, and your new last narme,

I the account is in joint names, list first, and than circle,
the name of the person or entity whose number you entersd
in Part | of tha form,

Sole propristor, Enter your individual nams aa shown on
your soclal security card on the "Name” line. You may enter
your buainess, trade, or “doing business as (DBA)" name on
the “Business name" line,

Limitad labibty company {(LLS). If you are a single-membar
LLG (including a foreign LLC with & domestic owner) that is
disreparded &3 an entity separate from s owner under
Treasuty regulations section 301.7701-3, anter the owner's
name or the *Name"” ling. Enter the LLG's name on the
“Business name” line, Check the appropriate box for your
filing status (sok: propristor, corporation, etc.), then oheck
the box for “Other” and enter "LLC" in the space provided.
Othar antities. Entar your business name as shown on
roquirad Faderal tax documents an the *Name” line. This
name should match the nama shown on the charter or other
legal document creating the entity. You may entar any
buainess, frade, or DBA ngma on the "Businass name” line.
Nots. You are requasted to check the appropriate box for
your statuy (individual/sole propriator, corporation, etc,).

Exempt From Backup Withholding

If you am exqmpt, enter your name as deseribed abave and
check the appropriate box for your status, then check tha
“Exempt from backup withholding® box in the line following
the business name, sign and date the form.

Generally, individuals (including scle proprietors) are not
exempt Mom backup withholding. Corporations are exempt
from backup withholding for certain payments, such as
interest and dividends,

Note. If your are exempt from backup withholding, you
should still complate this farm to avoid possible ermoneous
backup withhotding,

Exempt payses. Backup withholding ks not required on any
payments made to the following payees:

1. An organization exempt from tax under section 501(a),
any IRA, or a custodial accoum under section 403(b)7) if the
account satisties the requirements of section 401(fH2),

2. The United States or any of ite agencies or
ingtrumentalities, .

3. A state, the District of Columbia, » possession of the
United States, or any of their palitical subgivigions or
Iinstrumentalities,

4. A foreign government or any of its political subdivigions,
agencies, or instrumentalitios, or

5. An international organization or any of its agencies or
instrumentalities.

Other payeea that may be exempt from Backup
withholding include:

8, A corporation,



Form W-3 (Rev, 16-2004)

Pngqa

7. A foraign central bank of igsue,

8. A dealer in securities or commadities required to registyr
in the United States, the District of Columbia, or a
posseasion of the United States,

9. A futures commission merchant ragisterad with the
Commadity Futures Trading Commigsion,

10. A real estate investment trust,

11. An entity registerad at all times during the tax year
unger the investment Company Act of 1940,

12, A common trust fund oparated by a bank under
wection 584(a),

13, A financial institution,

14. A middieman known in the investment community s a
nominee or custodian, or

15. A trust exampt from tax under section B64 of
described in gaction 4847,

The: chart below shows types of payments that may be
exemnpt from backup withhelding. The chart applies to the
exempt recipients listed abova, 1 through 15.

IF the payment ia for . . . THEN the payment s exempt
for...

Interest and dividend payments | All exempt recipisnts axcapt
for 9

Broker tranaactions Exempt racipients 1 through 13,

‘ Also, a person registersd under

the Investment Advisers Aot of
1840 who regulary acts as
broker

Barter exchange transactions Exsmpt recipients 1 through 5

and patronage dividends

Fayments over 5800 required Generally, exampt recipients

to be raported and dinsct 1 through 7*

sales over 34,000 '

"Raw Form 1089-MISC, Mizcallaneous Income, and i instrustions,

'Howcwr. the following payments made to 8 corpantion (nelwling gmes
procesds pald to an atiormery under saction 80487, wvan If the attomey is 2
corporation) and reportabie on Form T005-MIBG are nat axempl from
backup withherting: madical and helith care payments, attomeys' fees: and
payments for servicas pald by 3 Federal executive agency.

Part |. Taxpayer ldentification
Number (TIN)

Emter your TIN in tha appropriate box. i you are a resident
allen and you do not have and are not aligible to get an SSN,
our TIN s your iRS individual taxpayer identification number
TIN). Enter it in the social security number box. If you do
not have an ITIN, see How 1o get a TIN balow.
If you are a sole propristor and you have an EIN, you may

enter either your SSN or EIN. Howavaer, the IRS prefers that
you usa your S8N,

If you are a single-owner LLC that is disregarded as an
antity separate from ita owner (868 Limited liability company
(LLC) on page 2), entar your SSN {or EIN, if you have one), if
the LLC is a corporation, partnership, etc., enter the entity’s
EIN.

Nate. Seo the chart on page 4 for further clarification of
name and TIN combinations,

How to get a TIN. if you do not have a TIN, apply for one
immediately. To apply for an S§N, get Form S5-5,
Application for a Soclal Security Card, from your local Soclal
Security Adminlatration office or get this form on=ling at
www.socialsecurity.pavionline/ss-5.pdf. You may aiso get this
form by calling 1-500-?72-1213. Use Form W-7, Application
for IRS individual Taxpayer identification Number, to apply
for an ITIN, or Form 55-4, Application for Employer
[dentification Number, to apply for an EIN, You can apply for
an EIN cnline by accessing the IRS website at
www.irs.gov/businesses/ and clicking on Employer 1D
Numbers under Related Topics, You can g8t Forms W-7 and
§5-4 from the IRS by visiting www.Irs.gov or by calling
1-800-TAX-FORM (1-800-829-3676}.

if you are asked to complete Form W= but do ot have a
TIN, write *Applied For" in the space for the TIN, sign and
date the form, and give it to the requester, For interest and
dividend paymants, and certain payments made with respact
to readily tradable instruments, genaratly you will have GO
¢days to get a TIN and givo it to the requester before you are
subject to backup withholding on payments, The 60-day rule
does not apply to other types of payments. You will be
subjest to backup withholding on all such paymants until you
provide your TIN to the requester.

Note. Writing “Applied For" means that you have already
applied for a TIN or that you intend 10 apply for one soon.

Caution: A disregarded domestic entity that has a foreign
owrar must use the appropriate Form W-8,



Form W-0 (Rev, 10-2004)

Part Il. Certification

Te establish to the withholding agent that you are a U.S.
person, or resident alien, sign Form W-9, You may be
requested ta sign by the withholding agent aven if items 1, 4,
and 5 below indicata otherwise,

For a joint account, only the pereon whose TIN is shown In
Part | should sign (when required). Exempt recipients, ses
Exempt From Backup Withhoiding on page 2.

Signature requirements. Complgte the centification as
indlaatad in 1 through 5§ bealow,

1. Interest, dividend, and barter exchange sccounts
apened before 1984 wnd broker accounta considered
active during 1983, You must give your correct TIN, but you
do not have 10 gign the certification.

2. Interest, dividend, broker, and barter exchange
accounts openad sfter 1983 and broker accounts
considered inactive during 1883. You must sign the
certification or backup withholding will apply. If you are
subject to backup withholding and you are mevely providing
your correct TIN to the requester, you must croas out item 2
in the certifloation before signing the form.

3. Real sutxte transactions. You must sign the
certification. You may cross out item 2 of the certification.

4. Other payments. You must give your comect TIN, but
you do not have to sign the certification unless you have
been notified that you have praviously given an incormect TIN.
*Other payments” include payments mads in the course of
the mquester's trade or business for rents, royalties, goods
{other than Bills for merchandisa), medical and health care
sorvicas (inciuding payments 1o corporations), payments 1o &
nonemployee for services, payments to certain fishing boat
orew members and fishermen, and gross procesds paid to
attorneys (including payments 16 corporations),

8. Mortgage interest paid by you, acquisition or
abandonment of secured property, cancellation of debt,
qualified tultion program paymeits (under section 529),
A, Coverdell EBA, Aroher MSA or HSA contributions ar
distributions, and pension distributions. You must give
your cotreot TIN, but you do not have to sign the
certification,

Page 4
What Name and Number To Give the
Requester
Fw“tu-damh W_Emmmﬂi
1, ingfivicual The individum

2. Two or more individuals (oint
account)

3. Gustodian account of & mingr
(Uniform Gt to Minors Act)
4, 8. The usual revocatie
savings trust (grantor is
aleo trukieg)
b. So-called trust account
that is not a tegal or valid
trust under state law

The actual ewrir of the account
or, if combined funds, the first
individual on the seesunt °

The minor 2

Tha grantorstrustas '

The actual owner '

of Agriculture in the nama of
a public entity (such as a
state or local government,
school district, or prison) that
recaivas agricuitural program
payments

5. Solw proprietorship or The gwner ?
ninili-nwmr LLG
For this typa of socount Give riwne and IN o
B Sols propristorship or The ownar 2
singla-owner LLEG
7. A valid trust, esvate, or Loga!l ontity
pension trust
8. Covrporate or LLC alecting The corporation
corparate status on Form
8882
9. Assoclation, club, miigioun, | The organtzation
charitable, educational, or
other tax=axempt organization
10. Parnerghip or taultl-member | The partnership
LLG
11. A broker or registerad The broker or nomings
nominge
12, Account with the Department | The public entlty

'List first and cirtle the name of the parson whose number you fumish, ¥
only one person on a joind Booourt hts sn SSN, that person's number must

be fumizhed,

" gl the milor's name and fumish the minors SSN,

“Ymmmnmwyuwlndlvldudmomdymnwlhnmmbum
o "DBA" namo o the Sacond nima tins. You msy use sither your SSH o
EIN (if you nave ona), it you are & 3oio proprietor, [R5 encounage you

Use your 58N,

* Limt first and circla the name of the legal trust, estate, or pension it (Do

not famnish tha TIN of the personal

represantative
antity Rani? i not Gaignalig (R (e Aot Titk.)

of tnumes unigas the legal

Note. If no name i circlad when mors than ond nams it
listed, the number will e considered to ba that of the first

name listed.

Privacy Act Notice

Saction §109 of tha Internal Revenue Code requires you to provide your comact TIN to persons who must file information returns
with the IRS to report interest, dividends, and certain other income paid to you, mortgage interest you paid, the acquisition or
abandonment of secured propérty, cancellation of debt, or contriputions you made 1o an IRA, or Archor MSA or HSA. The RS
used the numbers for identification purposes and to help verify the accuracy of your tax return, The 1A may alse provide this
information to the Department of Juatice for civil and criminal litigation, and to citles, states, and the District of Golurbia to canry
ot their tax laws, We may also digcloge this information to other countries under a tax traaty, or to Federal and state agancies
to enforce Federal nontax criminal iawe and to combat terroriam. The authority to disclose Information to aambat terrarism
axpired on Decembaer 31, 2003. Legislation is pending that would reinstata this authority.

You must provide your TIN whether or not you are required to file a tax retum. Payers must
interast, dividend, and certaln other paymeants to a paysa who does not giva a TIN to 4 payer,

nerally withheold 28% of taxable
ertain penaltiea may Also APDIY.



AGREEMENT TO SOLICIT AND PROVIDE NURSING SERVICES

This Agreement outlines the arrungement between

hercinafter referred to as IC and UNITED MEDICAL STAFFING, INC.. hereinalter referred to na;
UMS. IC and UMS are the only parties to this agreemeant,

UMS"s principal place of business is locuted at 109 South College Road, Lafayette, Louisiana
70503. IC's principal place of business is located at:

Street Address:
City/State/Zip:

In consideration of the terms hereinafter expressed, IC, the undersigned Independent
Contractor, hereby contracts with UMS, to solicit professional nursing services on behalf of IC 1o
be rendered by IC. 1C hereby agrees to provide professional nursing services as a LICENSED
PRACTICAL NURSE to variows medical facilities with whom UMS has agreed ito provide
supplementsa) staffing services (hereinafter referred to as FACILITY). 1C understands that IC is not
guaranteed a position with any FACILITY or with UMS for any period of time and that IC will be
asked to provide professional nursing services to FACILITY for periodic staifing projecis as the
needs of the FACILITY dictate and that this is beyoand the control of UMS.

IC understands that In providing the services described in this contract that IC Is not
employed by UMS within the meaning of Louisiana Revised Statutes I34THI12)E or Internal
Revenue Service Ruling 61-196, page 715 et seq. IC understands that the monies paid to IC are not
wages and that this contract is not a contract of hire, IC agrees to provide professional nursing
services 1o the FACILITY at a negotiated rate to be determined by UMS and IC on 8 case by case
hasis and that 1C will be paid for those services by UMS on a case by case basis. IC understands that
IC is mot a member of the regular staff of UMS and that IC is not guaranteed a position with Ay
FACILITY or with UMS. The express intention of the parties is that ¥C i an Independent
Contractor and not an amployee, agent, joint venture or partner of UMS, Nothing in this Agresment
shall be interpreted or construed as creating or establishing the relationship of employee and
employer between 1C and UMS or any employee or agent of 1C or UMS, Both partics acknowledge
that 1C is not an employec for state or federal tax purposes. IC understands that IC will perform
professionul nursing services at his or her sole discretion and control as requested by FACILITY,

IC understands and warrants that 1C has a professional status and that 1C holds himself out
to the public and to UMS5 a3 capable of exercising an independent calling requiring speciatized skills
and that IC ordinartly has full discretion in administering IC's professional services and that IC is
not under the direction or control of UMS so as to ereate an employment relationship with UMS, IC
further declares that IC has complied with all federal, state and Jocal business permit and licensing
requirements necessary to conduct business.

IC understands that the fees for his or her services will be billed directly to the FACILITY by UMS
at a rate different from what IC has negotiated with UMS and that IC may not directly bill the
FACILITY to receive monies from the FACILITY. IC understands that IC  will be paid at 1C's
discretion, upon submission.of a written invoice to UMS,

IC agrees that if IC provides services directly to the FACILITY during the term of this
agrecment other than as an independent contractor through UMS, 1C will be required to pay UMS
$1,000.00 in damages. This will apply only to FACILITIES for whom IC's services have been
solivited through UMS.

IC represents to UMS and the FACILITY that he/she is duly licensed as a LICENSED
PRACTICAL NURSE in the State of Lonisiana and that in providing the referenced professional
services, 1C will be free from any control or direction by UMS in the performance of professioant
services under this contract. IC further understands, warrants and represents that the referenced
professional services will be provided outside of all of the places of busincss of UMS for which that
service is performed and that IC is customarily engaged in the independently established profession
as a LPN, IC understands that 1C will be under the direction and control of only the FACILITY in
need of the services IC will remder. IC declares that 1C has obtained professional liability insurance
for any and all employces or agents of 1C and that IC shall make all applicable premium payments,
deductibles, and renewal payments for such policies af TC. IC also declares that IC has obtained



workers' compensation for IC and any and all employees or agents of IC. IC agrees to hold
harmless and indemnify UMS for any and all claims arising out of any injury, disability, or death of
IC or any employees or agents of IC. IC understands thai the insurance contract and other
information 1C rruvides to UMS may be disclosed to any FACILITY desiring to utilize IC's

r;fusionnl nursing services. IC understands that UMS shall not obtain or pay for any insurance on
alf of IC. '

1C reserves the sole right to control or direct the manner in which services are to be

performed. 1C shall retain the right to perform similar services for other entities during the term of
this Agreement. . '

IC shall perform the services required by this Agreement at any place or locatlon and st any

time as IC deems necessary and appropriate. IC shall be responsible for all costs and eXpense

locidental to the performance of services contracted through UMS, including without limitation, all

costs of fees, fines, licenses or taxes required of or imposed against IC and all other IC’s costs of

doing husiness. UMS shall not be responsible for any expenses incurred by IC in performing services
coniracted through UMS.

IC, may at its own expensc, hire assistants or substitutes to perform services with or on
behalfl of IC subject to acceptance of assistants or substitutes by the FACILITY. All such assistants
shall be employees and/or subcontractors of IC and not of UMS, (C assumes full responsibility for
assistants, including but not limited to all applicable state and federal- taxes, uremployment
insurince, social security, workers’ compensation and other applicable taxes or withholdings.

IC further understands and agrees that as an independent contractor, 1C will be responsible
for all city, parish, state, federal, FICA, unemployment, professional and ather taxes or Tees which
may accrue or become due as a result of any professional fees earned by IC through professional
services rendered by IC pursuant to this contract. [IC agrees to hold UMS completely harmiess for
the payment of the aforesaid taxes or fees and to fully indemnify UMS for any sums including ail
taxes, fees, costs, attorney fees (expended by UMS) and penalties (incurred by UMS) should IC not
pay the aforesaid taxes or fees for any reason and/or any agency seeks to collect from UMS any taxes
or fees due by IC. IC understands that [C will be responsible for flling a quarterly tax return and to
pay on & quarterly basis all federal and State taxes due as a resoit of the fees which IC recelves and
that the taxes are due monthly and the tax returns ave due on April 30, July 31, Qctober 31, and
January 3 of each year.

The term of this agreement shall be for a period of 1year from the date specified below.
This agreement signed in Lafayette, Lafayette Parish, Louisiana this day of

] *

Accepted By:
UNITED MEDICAL STAFFING, INC.

“Authorized Agent -
‘ Independent Contractor



Hepatitis B Vaccine Verification

| understand that due to my occupational expostre to biood and other
polentially infectious materials | may be at risk of acquiring Hepatitis B virus
(HBV) infection. | have been given the opportunity to be vaccinated with
Hepatitis B vaccine from & physician or other facility of my choice and at my own
expense. If | have already received the Hepatilis B vaccine or receive the
vaccine in the future, | agree to provide the written documentation to verify the

same to UMS if | will continue to contract my services through UMS as an
indepandent contractor.

{ understand that by dedlining this vaccine, | continue to be at risk of
acquiring Hepatitis B, a serious disease, (f.in the future | continue o have
occupational exposure to blood or other potentially infectious matariats and |
want to be vaccinated with Hepatitis B vaccine, | can receive the vaccination
series from a physician or other faciity of my choice and st my own expenass,

With my gignatyre in the appropriate space below, | hereby agree that {

decline the Hepatitis B vaccine or have or will provide the written documentation
lo verify that | have recelved the Hepatitis B vaccination series.

| decline the Hepatitis B vaccine,

| have recelved the Hepatitis B vaccine.

| wilt provide verification of the Hepatitis B vaccine.

1 will take the Hepatitis 8 vaccine and provide that info to UMS,

Date




AGE SPECIFIC CRITERIA CHECKLIST

Please check all applicable areas: Check all age groups that you have

experience working with or N/A if no experience,.

Natal

oristrics

Y

IN/A

“E

A

Y

Y

Y

A




(List aveas and time spent there)

k.

Shkills List: (Check if you are experienced in the following areas)

Paych Exp. __ Assistwith Blood Admin. __  Dsg, Changes__
PICUNICURxp. = Assistwith TPN Admin___  Stump Care__
Ree. Room Exp,__ Ostomy Care__ Oxygen Care___
Pedintric Exp, __ Wonnd Care___ Trach Care__
Onecelegy Exp. Decubiti Care___ Raad Tele. Strips__
Orthe/Newro Exp.___ Foley Cary___ ROM_

ER Exp__ Insertion of Foley___ Nowre Checks__
Rehab Exp,_ IV Coartified___ Vet Pis.__
ICUExp. Admin. MedsviaPey Venipuncture
Laber & Delivery Exp.___ PEG Twbe Feedings_ Asesment of Pts,__
OB/GYNExp. Uluthlk::IWC____ ;;.nu-.m.._
Cordisc Exp._ Kanewledge of WNL Isb valnes etal

Dislysls Kxp.___ Chest Tube Moattoring Amm_
Nursiag Heme Exp.

List any other skilh:

Signature, Date




MEDICAL/SURGICAL CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

Level Of Proficiency

A = Navar Performed. You have never parfiommed the staled

tagk and havg no gxparience with thia typs of skill.

B = Famillar with, You ars tamiliar with the stated task: bt you
would need mord exparience and practics to lesl
comiortable and profickent in this typa of sidii,

C = Expariencad in. You have performed this task several

times; you feel moderately comforiable functioning

independenity, but you would require a rgaQUICe person
to be nearby,

Please select the colum that most accurately describay your proficlency level... D= Experl. You have a pedformad this lask frequently; you
fee! comfartable and proficient in thig gkill; you would not

Date

Name

Signature

require supm:smn or practioe,
SKILL lala‘cl_ﬁ“"‘-gsmu NEEL
CARE OF-PATMENTS: ‘ ‘| ASSESSMENT;
Pationi Conirolled Anaigesia (PCA} 4 Cardiovasgular
Coiostomy *‘L’:_ Respiralory
llaoztomy ]
Aneurysms = GU
Isolation ;‘;, Nutrilional status
[ Pemoral-popliteal bypass Sl Mantal staius
[ Thoracic surgery Fi| Muscoskelotel
Carotid endartereclonty ‘fﬁ"‘; Neurological
CVA af Iritmgumantary
Spinal cord injury fﬁ Pain
Cranlotomy s Psychosacial staluy
5T It?‘fl Wound care
Overdose "%l Lab values
 Burma ﬁf Vital signs
Gl bleeding oL Effacts / side efiacts meaication
AIDS 7| Drug / arug Hleractions
ARDS w;:q Drug ! Tood IMeractions | i
Near Drowning .-EHDGGRW! R :u‘-q-iel;‘-;_:
CARBIY _,,‘;!'?; ‘W” 5 “ o f;rr’ Preparation uf In_ln =
Hearl soundl it Administration of Insulin
Blood Pressurs Inlerpretation ‘z Site rotation for injection
124.ead EKG_ Eﬁ‘?ﬁls and symptoms of hypo/hygerglycemia
Basic arthythmia interpretation Uring iasling
Lead placement 1] Blood tasting
Doppler Foot and skin care
Heart sounds / murmurs g*.‘»: Exercisefactivity/rest
[Puilsen / circulation chacks 5{\, Sick day routine
" Facamaker [T| Gare of patlen wih Addison's disemae




MEDICAL/SURGICAL SKILLS EVALUATION - SELF ASSESSMENT

SKILL |A|‘§]c|u T SKILL, ]Ali_lclb
lubocmui (CONTINUED) =] G {CONTINUED)

Dhurdmoftm pituitary gland win] Jackson Pratt

Grave's diskasy :r Hemovac

'Folw catheter insertion

Foley cathater removal

"Apnaa monltor

k :"(T?'H‘ Foley calbater iriation
Oralpharyngeal suction W# 3-Way foley catheter
Nasotragheal suction ] 3-Way folsy catheter removat
Tracheosmmy_ﬁuu s Suprapubic fuba inssrtion
Tracreostomy Suctoning ..- Suprapubic iube removal
Alrwy MAanagiment u Suprapubic cAthaler irigation
Bputurn specimen collection [551 Nephrostomy tube imigation
Chest physiotharapy 5_'-’:1,: Parfoneal dialysis
Indentive Spiromeiry 1‘._5 Condom cathoter
Oxygen therapy iwil Bladder training
Quimelry ; Bpacirhen coliection
Care of the patient on a ventilator T-:H_Renal {rangplart
Care of t7s paleni with a ches! ube Ti| TURP
Use of inhaler ™ Urinary diversion / lisal conduit nephrostony
Usg of Pulmonalde

| NEUROEORAL ——

Postural drainage and percussion

N o

| Pain control measLres

3 B

Assist with andotracheal Infubation -1 Neuro checks
Breathing exerciaes i:g TENS
(G| _ o 3-‘ Assist with lumbar punctura
NG insertion/removal T Lisa of hypcr!hypnﬂ'lermm blankat
Nasogasiric suction .’E:.;\f; Aneurysm precautions
T-tube ! asal exull fraciure
Gaatrostomy ‘ !\ Cloned head injury
Jejunosiomy 3 Cama
igation T
Admiristration of whe teeding vl DT's
SaI8M Sump 10 SUCHan 4| Encephaifs
Manual disimpactian ék Extemaiized VP shunts
[Digital recial exam | ManingiTs
Cara of ostomy

:ﬂ} Fosl Cranictomy




MEDICAL/SURGICAL CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

SKILL [ATe[ec]0b e IAIBICID_
WOUND GARE: - &. IV THERAPY (CONTINUED)
Wt (o diy dragaing X Braviac
Packing . || Grosheng
Debridement “L Hickman
Blerile dressing changas " Fonacath
[ Burns 1 Guinion
Pragsyrs sores Heparin lock
Staging decublius Ulcars “ oNCOLOGY
Surgical wounds with drain(s) i) Pain conlrol
Irrigation Zed Muldtional stalus
[ Ccciusive dressing 'r,i, Reverse molalion
-mms.msmEs: . [ Bone marrow transplant
lfwﬁmmhtliﬁn 01. lab .;'asults: hlopd count vo} Inpatien chemotherapy
[ Care of the patiant with AIDS =] inpalient haspice
Care of the patient with Hapatilis = Leukems
[ Fever Managament 1 PAIN MANAGEMENT:
lgolation Care of patlent with Epidural anesthesia
Unlvaraal Frecautions IV conscious sedation
Blood_ﬁomﬁithogen Narcotic anakgesia
Disposal of Hazardous Wasle B Patient controlled analgesia
Pariiculale Respiraiors fk Pafient teaching
B P S i R
Addrmiry strutlon of biood "-SP_EGJ ALITV EWNGI.
Packed red blood cells ol [3 Madlcal #_H,;;ears s Q’Burqit;ll
Whe biood “E.l s
Piasma
Cryopracipilane
Drewing blond from cantral ling
Drawing venous blood
Starting V's
Peripheral Ene
Central line dregsing




CRITICAL CARE / ICU/ TELEMETRY CLINICAL SKILLS EVALUATION - SELF
ASSESSMENT

Date,

Name

Signature

Please select the colamn that most accurately deseribes your proficiency levef,,, D= Exped. You have a parformed this task freqy

Level of Proficlency

A Nevar Parformed. You have never parformed the stated

task and have no experience with this typa of zkill.

B = Familiar with. You are famiisr with the stled tagk; bul you
would need more expenience and practice to feel
cormtorabie and proficiant in thig typa of skilt,

= Exparienced In, You have parformad jhis lagk several

times: you feel moderately comfortabie functioning
Independently, bul you would require a resoUGSE parson

to be rearby.

L You

feel comfortable and proficient In this skill, you woukd nol

require supervision or practics.
BKILL IAIBI"E_I 5] S |AIBICID
CARE OF PATIENT WITH; %l CARE OF PATIENT WITH: (CONTINUED)
Acule MI {:Qr: ARDS
Camdiopulmonary Armest ;’ﬂ«' Pulmonary embalus
Angina &»% Lung ransplant
[Chest trauma 5] Abdominal trauma
Siab Wounds {5 Gunahot wounds
Clogad chest trauma &;"‘ Acule liver failure
CHF \l;u;-?'\‘-'. Subtolal gasirectamy
Cardiogenic shock Vit Cancer
Cardlac Tamponade 'ﬁ; AIDS
[Pre and pazt open haar surgery |_“. Diabeles
Pré and pos! cardiac transplant b Bume
T riple A fepar 1 Epidural anasthasia/analgesia
Endartersctomy 7 ;33. IV conscious sedation
Post op vascular surgery F:’H ["Patlent controlied analgesia
Valve replacement =311 Narcolic administration
Acule Tiead frauma "CARDIOVASCUCAR: . K
Subarachnoky hMemerhage | Abnormal heart soundstmuﬁnurs J
" Subdural hematoma 1",.: Doppler ‘
["Drug overdose Tl Pulses / GICWIBNOR checks
Alcohiol gverdose "'“-‘ Intarpratation of cardiac enzymes
Seiryres/siatus epileplicus }{w Intgrprgtation of coagulation studies
Cagenerative neurologic diseass fl ASEISL with caniral Lng insgriign
Airwiy obatretion ',;? Agsiat wilh arterial ling insertion
E 5| Resst wilh PA Gatheior | Swan-Genz
Asthma N Assist wilht pericardiogenissin
Respiratory fallure E»ﬁ‘ Cardioversion
Chaat trauma F?*; Hemodynamic Monitoring;
Puimonary sdama i Cardiac outpul




CRITICAL CARE/ ICU TELEMETRYCLINICAL SKILLS EVALUATION - SELF

ASSESEMENT

SKILL IA|a|c]D$;_'aKu_L IAIi_Ic‘D
CARDIOVASCULAR (CONTINUED) 5 | CARDIOVASGUUAR MEDICATION.(CONTINUED): .« . ...~ b Az i)
Hermodyramic monitering {continued) | TRA

CVP monitoring ,‘" Varapamil

MAP o[ PURKONARY: RS
[~ PA/ Swan-Ganz ;| Breath sounds

PCW prasaire _limi Sputum collection

Radlal ading M\; _Rnpiralnry isolation

Intra Aoriic balleon pumnp 21| Nasotrscheal suctioning
12 kead EXG Interpretation "] Endowacheal suctioning
Arhylhemia imerpretation ;};Q Oblaifing ABG'S
Lead-placement il Pleural tubes

_ﬁhy‘lhm ship usseisment

[J:#‘a-} |-‘Frac:h care

Exiernal PFacemaker

| Vertilator settings / complications
Permanent pacemaker s MV
[ Temporary pacemaker il SIMV
F_Tumtrpfwc phcemaker (epicardial) s ~ FEEE
Veninicular assist devios I Prosgurc suppon
Pre | past cardiac cath .\ CPAR.
~Fre 7 post angioplasty 2| Weaning medes and T-meca waaning
CARDIOVASCULAR MEDICATIONS: Iy, | Sipap mask
Cardarong ;‘“t 100% NREB
Aroping ;,% Use of AU beg
Bicarhonate ::r"; Pulse oximeter
Digoxin .: Qxygen tharapy
Bretylol B fube
Cardizam 5& Face mask
Dobutamine &W Tnsal cannuia
Eplmphrlne i Poriable oxygen tark
Esmal| G‘,; Traek ecllar
negar ,_a r: Aspiration
Lidocaine 7l Laryngospesm
Lagwossor ] Tension Pneumothorax
s | FREMONARY WeDiCATIONS: —
Procainamide tfi“ Theophylling
Relavasze | Alupent
[ Sirepiokinase 5‘;; .Ventalin




CRITICAL CARE/ ICU/ TELEMETRY CLINICAL SKILLS EVALUATION - SELF

ASSESSMENT
SKIEL lAlBlCng,_,SKILL lAIBIC]D
NEURO: 7| RENALIGU
Lumbar Punciure -~ | Insertion/carefremoval of foley cotheter
Glasgow coma scala .| Continuous bladdr irnigation
Naurp/cranial assazzmant i Care of suprapubic catheter
ICPAentriculosiomy Insertlon- monitoring J Electrolyte fluid balance
Application of halo traction Hemaodialysis
" Siryker fama Peritoneal dialysis
Epidural administration AV fatula/shunt
intracranial pressure monitoring Interpratation of BUN and crastine
Nerve stimulators Irtarpretation of garum elecirolytes
Rofeing b ENDCCRMDEDBY = 7 (TG L
Pathologic reflexes Interpret iab reauits
Refleximotor dehicity

: ;i| Bair hugger warming blanket

Viaual or communication defcits

[0} Interpratation of blood glucose

N Intarpretation of thyroid sludies
L 4] Medication - Insulin drip
Decadron | "PHEEBOTOMYAVITHERARY: !
Eiantin & Cryeprecipitale
Phenobarbital o Fackad red bIood Cols
Mannitl ;-::?E_Plnma 7 albumin
Vallum ,;%.‘4*' Whole bloog
Alivan i':“-"" Drawing blood from ceniral fine
TPA

W Drawing venous biood

1| Starting V'3

Bowal Sounds

i) Care of patient with central line

Abdominal paipation : Care of patieni with Broviac
NG inserligniremovalimedication nstilation ?:' Groshong

[ Pericantesis i Fickman
Gastrosiomy Portacath
Jajunogtomy Quinton
Balioon tamponade Epidural anesinesia/analgesia
Interpretation of sarum ammania 1 IV conscious sedation
Intempretation of serum amylase Patisnt controlled analgasia
LFTs | MISCEELANCOUS: o e w0 G el e i TR
¢ fei_Anaphylactic shock

e DIc

HZ blackers ", Hypovolemic shock
peacac ‘H‘ Septic shock
Anflemelics Fo| Organflissue donation




EMERGENCY ROOM CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

Date

Narng

Signature

Please sélect the colimn that most accurately descrlbes your proficiency level..

Level Of Proficlency

A= Never Perlormed. You have never performed the stated

lask and hiave no expanence with this type of skill,

8 = Familiar with, You are famillar with the slated task; but you
would need more experience and practios 1o fool
comfartable and proficient In this type of skill.

C = Expariencad in, You have performed this tagk saveral

times; you fesl moderately comfortable functioning
independently, but you would require a resource person

to be nearby.
D = Expait. You have a performed this taak fraquently; you

feel comfortatle and proficient in this SKill you would not

require suUpervision of prachce.

iny] Flrst dagree burna

SKILL |A|B|c|na;~-.:‘tsxlu. |Ala|c|o
GARE OF PATIENT WITH: 44| CARE OF PATIENT WITH: (CONTINUED)

Acute MI | Immobilizer

Ardlirysm 5| Casls

Angina 5o Gl bleed

Cardinc amesi . 2| Abdeminal trauma

GHF Bowel opstruction

[Myocardils ” Hepatills

Aspiration 7| Fepaic 1alure

COPD = Ronal falore

Remopneumothorax O

Laryngospasm **'*;' Diabatic keloacidosis

" Preumonia Diabatic coma

[ Preumathorax T Hyperthrycidism

"Puimonary edema 75| Hypolhyreadism

Pulmonary embeli Hypothermia

Tension pneumathorax Hypolhermia

Skull fradture 5| Penetraling eye injury

" Closed head injury 7] Chemical exposure

CVA ~21] Nose Dlasd

OTs F 1 TRAUMA CARE: "
Overdose .An-apt.t.ylactic shc.n.:k .
[Encephails I Cardiogenic shock

Meningita %] Hypevalarmio sheck

Nawsomusoulsr disease ? ‘ Neuragenic shock

Seizures i Septic shock

Asthma ] Human bites

Spinal cord injuries =] Animal biles

Qpen fraclures i Venemous blies

Closed fractures




EMERGENCY ROOM SKILLS EVALUATION - SELF ASSESSMENT

SKILL IAlBlCID{ﬂ&KlLL |A|n|c|n
TRAITMA CARE: (CONTIKUED) 7] PBYGHIATRIC (CONTINUTED)

Second degree bum :"‘ Drs

ll'lh'd degres burn ﬂp' Dual diagnosis

Electrocution iﬂ:iﬁ Suicide precautions

Gunahot wounds- i tialte InLervention

Slab wounds o Resirainte

Hazardous malenal exposyre

w AMA procedures

Traumatic amputation

{72 hour hold prooedures

Poison ingestion

7| CARDIGVABGULAR: -

MR
S,

x Aqscullitiun

"_.'-l"l.'_.I.Uﬂ'l; C.ent;r.lﬁx;;anlenne Dapplar
Loval | | Heart soundz / murmurs
Ltve | H_ Basic 12 lead interpretation
Laval il | Baslc arrhythmia interpretation
Apalcation of MAST 8ot 3 | PSR Insarion of Arera e
Champion Traums soore i& CVL
[Poison index T FA catheter | Swan-Ganz
Glasgow coma scale :'-.;‘3 acemaker
Bum rule: of nines Cardiovarsion
| PULMONARY:

< Breath souhdl

Near drowning ] interpretation of arterial blood gases

Suspected abuse =l Endalracheal ube suctioning

Stalus asthmaticus Nasal airway suctioning

Epllepsy ‘ -1 Oropharyngeal suclioning

e N e Ry | Sptum specmen colaton

Frecipitous delivary it] Asuist with intubation

Spontanecus abortion ] Assisl with extubation

Preaclampsla ,, Assict with thoracentasis
Ecampsa Y Poksr oxmetly

Premature labor 72| NEUROLOGICAL:

Dic 1:1.: Glasgow coma scalle

Rape vicims “ x‘;-; Reflex/motor deficits

2 Visual o communication defigits

FEHEATRIE 5t A b
g Overdose wis] Asgist with lumbar punciure
Alcohol Overdose R

] Incregsed ICP managesment




EMERGENCY ROOM CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

Intracranial preasure monitoring

A .

SKILL IA[B[Q‘:'D;"__‘:';BKILL IA|BIc|u
NEUROLOGICAL: ' i ENDOCRINOLOGY: -
T Signs and symptoms of diabetic coma

Interpretation of ekgcirolylas

R,

e

’} NGE. b L Signs and symptoms of insulin reaction
Clreulalion chacke Blood glucosa monitoring
Galt MEDICATIONS: | . '
'_Ranga of motian Adenucard ‘ —
Asslst with placament of cagt Adrenalin
Use of supporl devices (cane, sing, etc,) 2 Irp—
Gl » .\: Cardizem
Abdaminal / howdl sourds Dobutamine
[ Fiuid balance Dopamine
Nuritlonal statua Esmolol
Iterpratation of bladd cheristry Lasix
Placement of nasogasiric fubas Nitroglycerin
Salem sump 1o suction 7, 1 Nitraprusside
Saline lavage -1 Aminophyiline
RENALIGU: | Brorkosal
Asxess fluid belance Epinephrirm
Interpratation of BUN and craatinine Isupra
insertion of straight and indwelﬁng catheter Steroids
Urink spaciman collction Terbuialine
Decadron

Ths L

o

Mannital

Phenobarbital

Solu-Medral

1 Antiemetics

¥ Antispasmadic

pecac

Insulin

Administrallon of biood and blood products

Cental ine/cahaterdrassing

Broviac

Grashong

PICC




PEDIATRIC CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

Level Of Proficiency
Date A= Never Parformed. You hava never pefformed the stated
task and have no experience with this typs of skill.

Narme B = Familiar with. You are famillr with the stated tesk; bt you
WiUld haed more experiency and practice 1o feel
) comionably kil proficient in this type of kil
Signature C = Expefienced in, You have performed this 128k several

times; you feel moderately comfortable funcioning
Indgpandantty, BUE You WO requlre 3 Tesource person
to be nearby.

D= Exparl. You have a perforrmed this 1ask frequentty; you
fael comionable and proficient in (kg skill; you would noy
require supervision or practios,

Please sefect the column that most aecurately describes your proficlency level...

SKILL IAIBlCIDE&.‘L‘EBKILL |A|B|c]D
CARE OF THE:CHILD WITH: ti.| GARE OF THE CHILD WATH: (CONTINUED)
Bacterial andocarditls ‘:;“ 1 Fallure 10 thriva

Cardiomyopathy w intestinal parasiles ;
Congenttal baar detects T eostomy

CHF it Pytoric stenosis

Myocardiis [ Ulcerative oot

Pericarditis Circumgcision

Post camdinc cath i) Glomenlarmephitis

Pozt cardiac surgery M Hamodinlysia

Rheurnatic faver :,;::: Hypospadias

Asthma ;&: ligal conduit ureteral

RSV “”_J Intanti polycystic disease

erD :d Kidney transplant

[~ Cyslic Tkrosis m Feritoneal dialysis

TR ] Renai falure

Parlussis o Ut

"Freumons | WS furmor

[ Yonsllitis =] Cushing's syndrome

8 o] Juvenie abeTes

Battered Ghid syndrome =7 Thyroid maifunction

Closed haad traume =l Anemia

Encephalic "] Bon€ angw wanspiant

Multiple scierosis ee] OIC

Neardwﬁg Jq, Hemophiﬁa_

Osteogenic sarcoma u':* Hodgkin's disease

Osleamysits ET Teukemia

Spinal Cord injury ;t Sickle call anemia

Anal fissure 5% AlDS

“Clen ipipaiate =x[ CWV




PEDIATRIC SKILLS EVALUATION - SELF ASSESSMENT

Placement of nasoforogastric tube

SKILL lAlBlGI-D:E,‘"‘SKILL 1A|B|¢[‘E"
CARDIOVASCULAR: % | GI: (CONTINUED)
Interpretation of blood gases i ; Gavage
interpretation of hemoglobin/nematocrit i Peripheral hyperalimentalion
Basic EKG imerprefation -&, Gastrostormy
Ner-invasive cardiac monitoring j':; Jaunal feading
Heant sounds / mumurs ] NG fubes
Periusion I%Z" Penrose draina
SRR P

Brnth sounds

| RENALIGU:. - . ._
Bulb syringg for suctloning ;::‘_ Astansment of llu-d balance
Nasal suctioning [T Intarpratation 6f BUN and creatining
Oral suctioning :w Lrinatysis
Tracheostomy suctioning F'?": Assist with suprapubic tap
Apraa monltor 5;1; Catheter insartion
Chast physiotherapy S 3"5!'-‘-!““1',';“.'-2?."-?',-. e ‘! B
Chast ubes Tl Inlerprotation of DIood giucose
Orxirewtir : Interpratation of thyroid studies
Oxygen delivery. face mask, it Blood glucoss testing
Hood :HEMA'FOLMWONGOLOG? R
1sclatte Assessment of nutritonal stalus.

Nasal cannula

il Interpretation of lab resulls

o Ten

Reverse izolation

Trach collar

- Chemotherapy

Water seal drainage system

| PHLEBGTOMVI TV TRERAPY: -

N

NEUROORTHOPEDICS: :7i] Cryoprecipliste
Azacas lovel coraciouinest ,g Facked 1oa bIood Calls
plication of splinta i<r| Whole blood
Aasist with lumbar punciure F'.:T;;; Drawing blood fram central line
Cast 1::;’, Drawirg vinaus biood
Pinned fractures L:E Starting IV's
[ Trachion +] Cantrai line
4 Rroviac

Abdominal messmén{ @‘. Groshong
Nutritional assassment ?ﬁ Hickman
intarpratation of gerum slacirolies ;‘Zf; Portacaih
" Bottie teeding 3 Quinton




PEDIATRIC CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

SKILL lAlBIQlD%{;ﬁSKILL IA|I|C|D
' WOUND MANAGEMENT; .| MEDICATIONS: (CONTINUED)
Aszezs skin for breakdown E-'. Growth hormone

Stasis ulcers {;l Ingulin

Surgical wound healitg J;;* Thyroid

Burnz ﬂ‘:ﬂ Prednizone

Fressure sores ;,1 Chamotherapy

Staging dacubitus ulcers ;Nﬁ' Immunizations

Sterile dreasing Wﬂ. MIBCELLANEOLS:

Traumalic wound carne g@ Marmal Qrowth and development
Uza of air fluidized law alrloss bads 3#&; Normal Isboralory values
Wound inigation i

?ml ﬁecognize signs and symptoms of abysa/naglect

MEDICATIONS: o] Anorexia

Alupant ?;_"? Bulirmia

Thlophymne iii'i;‘-_ ENT surgery

(stpral xlm{ 'Ew surgery

Vantolin o Ingestion of foreign body

c in Ingeation of poigon or foxin

Corticoataroids Plaslic surgery

~Olisntin i o] Suicidal tweals  actons

 Fhanobarbital 4,3 My pedistric eaperience is primarily in:
= CiMedical CJ8urgical  [JOnthopedies [Onoclogy

Tegretol ey

Voo ©a| CINeurology [JRenabifftation  (lOther




NICU/PICU CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

Date

Name

Signature_

Level Of Proficlency

A= Never farformed. You have never parformad the stated

task and hava no exparience with this type of skill,

B = Famliiar with. You are famblar with the staled task; but you
woulkd need more expenence and practioa to feel
comfortable and proficient in this type of skill,

C = Experienced in, You have performed this task saveral

times; you feal moderataly conviortable functioning ,
indepandently, BUt you would feguire a resource person

ta be nearby.

Ficase select the column hat most accurately describes your proficlency level... D = Experl. You have a performed this task frequently: you
feal comforiable and proficlent in this Sk you would not

require supervision or practice.

KL

IAlBlClD"'-SKiLL |AIE|G|D
CARE QF PATIENTE; 71| CARE OF PATIENTS:
Prematwre Infant Low Apgar Scois
[ Post-mature infan Low Birh Waight
Birth injuries T Smal Tor Gestational Age
Soft Tsue Injury Large for Gestational Age
Head Trauma Apnea of PromarJrity
Intracranigl hemorrhage "-;:",- Seirures
Pennatal Hypaxic-lsehmmic Brain injury i Sepais

Fractures Meconium Aspiralion
Paralysis | Persistent Patent Ductus Arteriosia
Dermatnlogic Problams Persistent Pulmonary Hyperiension
Candidiasis A Retinopathy of Prematurity
[~ Erythema Toxium Neonatorum Narcofic-Addicted Infant
" Bulous impetigo Fetal Alconol Syndrome
Cancar -— Spina Eifida
Anamia ' , Hydrocaphalus
Hyperbifirubinemia Skelotal Defects
Hypocalcemia T | ACHUired Infections From Mother
Fiypergiycemia T AIDS
Hypoglycamia 3 Chick#npox
Hemeylic Desse T Chlamydia
Femonhagic Disesss 57 Gonococcal Disease
Phenyketonura (PKL) -1 Hepatis B
Hepatic Fhotolharagy e Harpes
[ Galaciosamia 1’;@: Listeriosis
Congantia! Hypolhyroidism il . Lyme Disease
[ Down's Syndrome i Rubela
TRUS s Syphilla
Bronchopuimonary Dysplasia (BPD) :“ ) Toxopissmosis




NICU/PICU CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

SKLL [ATBrTET0 [Fsar EEERE
| ASSESSMENT: ' 1 PULMONARY (cont...):
Cardiovascular T Use of Pumonaice
Reapiratory | Use of Inhalers

Gl Ul Uea of Aerosolized Medication
GU w2l Hemovay

Musouloakalatal | Ventilators

Neurciogical TMVISIMY

Neurologlon [afexes PEEP

ImaguUmetary CPAP

Lab Valyss m CPR

Vilal Signs _ 7| EoBbish Airway

_EISE Madication

= ET Inlubation/Extubatlon

Drug/Drug Interactions

o4 Gl
CARDIOVASCULAR: '."'-;_-‘ NG Insartion/Removal
[ Hesn Sounds MJ Nasogastic Suction
BP Interpretation ~% T-Tube
-E_KG ‘ Gastrostomy
Cardiac Catheterizalion b QT Y—
Shunt 7| Imigation
ENDOCRINE: _, Checking Tube Placement
F'replarallnln of Insulin ‘_Jé: Faading Preparation
Administration of Insuiin :;ﬁ Feeding Mminlslmtlon
Urine Testing H Manual Disimpaction
Blood Testing 7 Digital Rectal Exam
 PULMONARY: " ;—L Ostamy Irrigation
Apnea Monitor i | Peronlomal Skin Care
Oralpharyngeal Suctioning :T Application of Appliance
Nasmradml_ﬁudtonlng 1.,'-‘52 ara of Ostomy Eq /Supplies
Tracheastomy Tube Gannula Ghange ;:,«: Jackson Praff
Trach Claaning ,,‘_' Hermouvag
[ Trach Suckioning 22| RENALIGU:
Stoma Care ..‘ I-:oley Catheter [rsestion
T Oxygen/Oxygan Equipment u:\ Falgy Cathater Remavel
Fostural Oralmage & Percussion y‘ Fotey Cathater mgation
"Ches! Tubes «,, 7| -Way Falay Cathwier Removal
Puimanary Tollet (GFT) T 3Way Foiay Cathalar Irrigation




NICU/PICU CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

[F[E=]°

B SKILL

Suprapublc Tube inmlon -

B sarerv weastinesi.

| A l B ‘ cl D_:,

i

B Aspimtion Precautions

Suprapubic Tube Removal

f Remove Environmental Bamiers

Suprapubic Catheter Imigation

B Oxygen Fracautions

Naphrogtomy Tube Imigation

N Evacuation Pans

[ Ferioneal Dialysis RN Bicoding Precaglions
Candom Catheler Seizure Precautions

Bladder Training

- PHLEBOTOMY HV THERABY!' 15,

Care of child or neonate with Central Line

Broviac

Intracranial pressure monilonng

Groshong

" Externalized VP shyny/rassrvoirs

Hickrnan

Spinal Cord Injury

Paortacath

Quinton

B FicC

IM Injection B Urnbitical artery line

50 Injection | Umbilical venous line
T)Iniection | Percutaneous arerial line
Venipunctura

| Percutaneous venous line

.Unlversai Prec:autluns =

"TH Pracautions Qaalational age

Blood Bome Pathogens Ballard

Disposal of Hazardous Waste Dubowiiz

Particuate Reapirtions Bereavemeni / postmoniem care

} Frepasation for transpor / transfer

TR

i

¥'-¢'

;.._‘. N

B Screen for hearing 1018

Dnbutrex (Dubulamlne)

f Biunt irauma

Imtropin (Dopamine}

craniofacial reconstruction

Adrenatin (Epinephrine) Bl un shot / open chest
Nitroprusalde (Nipride) B Kawasakl disease

[ Trd (Mitreglycenne) Near drowning
Sodium bicarbonate § Penetraling trauma
Antioonvulsart p Ingestlon / overdose

Administration of blood / blood producis

Immunizations




POSTPARTUM/ NURSERY CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

Level Of Proficiency

Date A= Never Performgd. You have never performed the stated
task and have no axparience with thig typs of ekill.
Name B = Familiar with, You ara famillar with the stated (sk; bt you'
woulkl nesd more experiance and praclice to feel
_ comioriable and proficlent in this typa of skill,
Signature C = Expetencad In. You have performed (hlt sk several

times: you feal moderately confortabe functioning
independently, bul you would require & resOUrCR parTon

16 be pearly,

Picase select the column that most accuralely drstrlbc.r your proficiency level... D= Expart, You have a performed thig task frequently; you

Preaclampsio

fasl comforiable and proficient in this akill; you would not
requite supervision of pracics.

BKILL IA[_ilcln SKILL |A|B|‘¢:
INTERVENTIONS/ASSESSMENT: CARE OF THE PATIENTWITH: B S
Blaader distention Asthma

Breast engorgemani Cardiac disease

DVT Diabates

Episiotomy | Substance abuse
[ Fiuid balance Infecticus disease
"Fundal height Multiple births

Lachia amount T Tubal igation

Vital signs

Perineal hematoma

[ MEDICATIONST

§ NI
Hemorrholds "] Antibiotics
v"ind
Interpretation of lab results ::R Cicytocin infusion
Contraceplive counseiing %] Rhogam administration
R

Inzertion of cathelar (foley or straight)

1 Administration of blssd/biood products

Fost C-section care

‘.| Drawing blood from ceniral line

[ Postanksthesia care: "] Orawing venous blaod -
Enidtnl Starting IV's
Genesal 3| Care of the patient with central ling
Local f Carg of the patient with peripheral ing
Spinal Eﬁ,; Assessment of pain favel and tolerance
F Taach and sssil/wilh: 5| Care of patient wilh @pIaural
Brauﬁmm [ plrent edunntmn "%_y IV conacious s4dation
Lateh-on procedures “" PCA
Positioning H
Use of electric braast pump

Use of manual braast pump

Formula preparation arkl feeding

Infant care restraint

Infan caretaking skills




POSTPARTUM/ NURSERY CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

BKILL IAIB'G‘D;;_‘:SMLL lAlB[C]_u_
| NORMAL NEONATAL CARE v2] NORMAL NEONATAL CARE (CONTINUED)
Ballard scale 31‘&*'— Bathe infant

[Clicuniarence &l CUTlUr® Suspect infeciols neonate

Dubowitz scale 5*51‘1 Incubatoriizolatiag

Length T Infan identification

Neaonatsl pundice 4] Monitor bladder and bowel patierns
Reflexes TT| Neonale cardiopuimanary resuscitaton
~Vhal signs f‘e Photothverapy

Weight {iiz] Thermal-newdral envifonment 1o prevent stress
Administer injections to neonate )

Atsist with circumcision

Assesy past op circumeision

Teach circumcislon care to patients




Conseut for Criminal Background Check

] hercby authorize AccuSereen Systews through Larry Bruce Childers and/or Darin N. Morgan,
suthorized agent under Title 40 R.S, 1300.51 to perform a criminal background check and/or o State
Police records check, | hereby hold harmiess AccuScroen Systems, Larry Bruce Childers, and Darin N.
Morgan from any cause of action that may arise from inaccurate information contsined in State Police
“tecords, | aleo wnderstand any adverse information contained within the files of State police and relesse to
the authorized agency will be provided to me upon written request within ten (10) business days of
receiving notice that a recoed exists. FAX this form to:(225) 3836445 or (225) 3439137

Siguature: Date:

To ensure a1t acourate and timely scarch, PLEASE PRINT clearly and complete this form ntirely.
PRINT Complete Namet

 DateofBirth: ________ Raos: Sex:
88N: Driver's Lic.#: State Isswed:
Street Address:
City, Stte, Zip:

If you have lived in any state other than Louisiana in the LAST 7 YEARS QNLY, complete the
following:
City, Stme, Zip
Country/Parish MoJYr,
All lust names YOU uaed while living here
CoumPars VoY
.
All last names YOU used while living here
City, Stase, Zip
Country/Parish _ MaJ/Y?.
All Inst names YOU used while living here

Profesionsl License or Educatien Verification
Prof. Lic/ Degree Earned License Number, _

Additional Comments:




Confidentiality Statement

You have the right to confidentiality — that means that the information
given by you will not be released without your written consent, except to
facilities in which you have or will work. We do not discriminate in the
delivery of services. This means you will not be treated differently from
others because of your race, color, sex, age, disability, religious beliefs,
nation origin or political beliefs.

This form gives UMS permission to release to any contracted facility
the Independent Contractors credentials, including, but not limited to:
background checks, health screenings, certifications and/or licenses, etc.

This agreement signed this day of 20

Accepted By:
UNITED MEDICAL STAFFING, INC.

Authorized Agent Independent Contractor



HIPPA PRIVACY PROTECTION

In accordance with the privacy regulations promulgated under the Health Insurance
Portability and Accountability Act, 45 (forty-five) CFR parts 160 and 164 (the “Privacy
Regulations™), United Modiea] StafTing, Inc., and
Independent Contractor understand and agree to abide by the Facility privacy policies and o
not use or further disclose and patient’s personal health information except as expressly

permitted by this Agreement or as otherwise authorized in writing by the patient through
a consent or authorization mecting the requirements of the Privacy Regulations.

United Medical Staffing, Inc. and Independent Contraetor may only use a patient’s personal
health information for the sole purpose of treatment, and/or health care operations and
may not release any information to uwneuthorized parties. United Medical Staffing, Inc. and
Independent Contractor agree to implement appropriate safeguards to prevent the
unauthorized use and disclosure of any patient’s personal health information received by
Facility under this Agreement. In addition, United Medical Staffing, Inc. and Independont
Contractor shall make available to the Facillty the protected health information for
amendment pruposes, should changes to the information be necessary or to provide an
accounting of disclosures of the protected health information.
If an unauthorized disclosure of personal health information occurs, United Medical
Staffing, Inc. and/or Independent Contractor shall immediately contact Facility to inform
them of the disclosure and any remedial action taken to prevent further disclosures.
United Medieal Staffing, Inc. and Independent Contractor undersiand that any unsuthorized
disclosure of a putient’s personal health information is grounds for immediate termination
of this Agreement and/or a staffing assignment.

INDEPENDENT CONTRACTOR'S Signature

UNITED MEDICAL STAFFING, INC.

DATE



IV Therapy Certification

I - verify that I have completed and

passed the IV Therapy course at

Contract Nurse Signature

Date



