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 perform 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 retum 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.

"N



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. Agpe 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:

1. Driver’s license

2, Social Security Card

3. Current Nursing License

4. Current CPR card

5. Other certiflcation you may have

#+Ex. CPI, NALS, PALS, ACLS, IV certification (LPN)

6. Current TB/PPD verification or Recent Chest X-ray
7. Proof of Malpractice Insurance (If applicable)

8. Proof of Worker’s Compensation (If applicable)

9, Proof of Hepatitis B series if applicable

10. Name tag with name and title

All medical facilities require a yearly TB skin test, 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.

[T



Contract Nurse Inforpation

Inatructions: This form is a professional document and must be complete, true, and
accurate. 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: | . Zip Code -
Home phone:
Cellular phone:
Pager:
Alternate phone # ;
Email Address:
Soclal Security No. - -
Date of Birth:
Referred hy:

Please Check One:
Regiztered Nurse

Licensed Practical Nurse
Certified Nursing Asststant
Other

Preferred Shifts

Work History — (Beginning with most recent)

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




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

Education:
School name #1: ' Yr. grad:

City/State: R Degree:

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

School name #3: Yr. grad:
City/State: » Degree:

Other re:
State: Lic.#: Expires:

Nursing License Number, State

Has your nursing license ever been suspended? If so, explain why.

Malpractice Ins. Co.

Policy#:
Exp. date:

Worker's Compensation Insurance Co. and Policy No.

Exp. Date

Signature and Title: Date:




United Medi ffing, 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. ‘

T 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. Jowever, I do understand that UMS has total authority to verify any time
slips before submitting payments.

I understand that T am self-employed and am responsible for filing and paying my
own federal, Social Security and F.1.C.A. taxes. | further understand that UMS- is not
responsible for my tax liability for fees received while sub-contracting my services
through UMS.

I authorize UMS to telease my check to the following named persons:

B b=

I understand and agree that this release will remain valid until 1 notify UMS in
writing, either by mail or personally hand deliver to UMS a written statement canceling
this release. 1 further agree that [ 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)

Signature

Date
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(Rev. Cclobar 2004)

Oepartmant of te Trosury
It Advervm Service

Request for Taxpayer
Identification Number and Certification

Give form to the

requaster. Do not
sand to the IRS.

Nama {28 reported on your income tix mdum)

Business rnarm, H difkeend itom dbove

Ingivigual/

Crwcx appropriate box: l:] Sole propristor D Corporation

D Paringahip D Othar =

D Extmpl !rom backup

Addtean [number, streat, and apt. o Suite no.)

Reguaster's name and adoress (apll‘-mm

City, stats, and ZIP coda

Liat mocount numbaer(s) here (optionat)

Print or type
Ses Specific Instruciions on page 2,

Taxpayer \oentifioation Number (TIN)

Enter your TN in the appropriate box. Tha TIN provided muet mateh the nama given on Line 1 10 avold
backup withhoding, For individuals, this Is your social securlly number (SSN), However, for a rasidant |

sregarded entity, see the Part | inatructions on page 3. For other entithes, it is
your empkiver identification number (EIN). if you do not have 8 number, 8aé How to gat a TIN on page 3. or

Note, If the aecount I8 in e than one name, see the chart on page 4 lor guicelines on whose number

alion, acle propristor, or di

o anter,

Sociel security bt

|+ 1+ [} ]

Employer ipntification number

L+ L 1 [ 1 1]

m Certification

Undar penalties of perjury, | cortify ihat;

1. Tha number shown on this form /B my correct taxpaysr |dentification number (o | am waiting for a numbae o be issued 10 me), and

2. 1 am not subject ta backup withholding bacause: (3) | am exempt from backup wihhalding, or (B | have not besn notifisd by the Intemal
Revanus Servioe (IRS) that | am subject 10 backup withholding as n result of a lailure 19 repont all interest or dividends, or (o) the IRS has

notified me that | am no longer subject 10 backup withholding, and

3, | am a U.8. person {including a U.S. resident allen),

Cartification Inatructions. You must ¢ross out item 2 above if you have baen notified by the IRS that you are curmently subblect to backup
wilhhalding bacause you have Tailed to report all interast and dividends on your tax return. For real estate transactiona, item 2 dogs Aot apply.
For martgage interest paid, acquisition or abandonment of secured property, cancellation of datt, contributions to an individual retirement
arrangement (A), and generally, peyments other than interast and dividends, you are not required to sign the Cartification, but you must

provide your comest TIN. (See the instructiens on page 4.)

Sign | monetre of
Here U.8. parson

Date

Purpose of Form

A parson who is required to fila an information return with the
{AS, muat obtain your comect taxpayer icentification number
(TIN) to rapart, for exampls, income paid to you, real estate
transactions, mortgaga interest you paid, acquisition or
abandonment of sacured property, cancellation of debt, or
contributions you mace to an 1RA,

U.S. person. Use Form W-9 only if dyou ara a U.8. parson
{including a resident alien), to provide your oorrect TIN to the
person requesting it (the requester) and, when applicable, 1o

1. Certify that the TIN you are giving is comect {or you are
waiting for a number 10 be isgued),

2. Cartify that you ate not subject to backup withhoiding,

ar
3. Claim exemption from backup withholding if you are @
LLS. exempt payoe.

Nota. If 8 requestar gives you a form other than Form W-9 ta
request your TIN, you must use the requester's form if it is
substantialy simdar to this Form w-9,

For federa! tax purposes you are considered a person if you
are:

® an individual who is a citizen or resident of the Unitad
States,

¥ a partnership, corpoaratian, company, or assaciation
created or organized in the United States or under the laws
of the United States, or

Cait. No. 10211X

® any satate {other than a foreign estate) or trust, Ses
Reqgulation saction 301.7701-6{a) for additional information,

Forwign person. If you are a foreign person, use the
appropriate Form W-8 (see Publication 515, Withholding of
Tax on Nonresiclent Aliens and Foreign Entities),
Monreaidant mlien who hecomes a resident afien.
Gonerally, only & nonrssidant alien individual may use the
terms of a tax treaty to racuce or aliminate L1.5. tax on
certain types of income. Howevar, most tax treaties contain a
provigion known as a “saving clauss.” Exceptions specified
in tha saving clause may permit an axemption from tax to
continue for certain types of incoma aven after the recipient
has otherwise become a LS. resident allen for tax purposes,

If you are a U.S. resident alien who is relying on an
exception contained in the eaving clause of A tax treaty to
claim an exemption from U.S. tax on cenaln types of noome,
you must attach a statement that specifies the following five
itemns;

1. The treaty country. Ganerally, thiz must be the same
treaty under which you claimad axamption from tax as a
nonresident alien.

2. The traatly article addrassing the incoms,

3, The article numbar (or location) in the tix traaty that
containa tha aaving clause and itz exceptions.

Form W=9 (Mev. 10-2004}
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4. The type and Amount of income that qualifies for the
axemption from tax.

5. Sufficient facts to juetify the exemption from tax under
the termg of the treaty article,
Exampla. Articie 20 of the U.S.-China Insome tax treaty
allows an axemption from tax for scholarship income
received by a Chingse student temporarily presant in the
Unitad States. Under U,S, 1aw, this student will become a
resicent alien for tax purposaes if Mg or her stay in the United
States exceeds & calendar years. However, paragraph 2 of
the fimt Protacol to the U.S.-China treaty (dated April 30,
1984) aliows the provisions of Articie 20 to eontinue 1o apply
cven after the Chinese student becomes a resident alien of
the United Statea, A Chinese student who qualifies for this
sxception (under paragraph 2 of the first protoool) ana is
ralying on this exception to ¢laim an exemption from tax on
his or her schotarship or fellpwship income wouid attach to
Forrm W-9 a statement that includes the information
described above to support that exemption,

If you are ® nonresident alien or a foreign entity not subjeat
to backup withhalding, give the requester tha appropriate
complated Form W-R,

What i= backup withholding? Persons making certain
payments to you must under cevtain condilions withhold and
pay 10 the IAS 28% of such payments (after December 31,
2002). Thig i3 called "backup withholding.” Paymeénts that
may be subjest (o backup withholding include interest,
dividends, broker And Barter exchange transactions, rems,
royalties, nonemployee pay, and certain payments from
fishing boat operators, Heal estate transactions are nat
subject to backup withholding.

You will not be subject to backup withholding on paymants
you réceive if you give the requester your comact TIN, make
the propar cartifications, and report all your taxable interest
and dividends on your tax return,

Paymams you recsive will be subject to backup
withholding it

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

2. You do not certify your TIN when required (see tha Part
Il instructions on page 4 for details), or

3. The IRS tells the requester that you fumished an
incomact TIN, or

4, Tha RS tells you that you are Bubject to backup
withholding because you did not report all your interest and
dividends on your tax return (for reportable interest and
dividends only), or

5. You do not certify to the raquastar that you are not
subieat to backup withhalding under 4 above (for repartable
intareat and dividend accounts cpenad after 1983 only).

Certain paysos and payments are exempt from backup
withholding. See the instructions below and the separate
instructions for the Requester of Form W=,

Penalties

Fallure to furmizh TIN. If you fail to furnizh your comect TIN
to A requester, you are subject to a panalty of $50 for each
such fallure unless your failure is due to reasonable cause
and not to wiliful neglect.

Civil panaity for false infformation with reapect to
withholding. if you make a false statement with no
reasonable Dasis that msuits in no backup withholding, you
ara subject to & $500 penalty.

Criminat penalty for falaifying Information. Willfully
falsifying certifications or affirmationa may subjlect you ta
criminal penalties Inciuding fines and/or imprisonment.

Misuse of TINs. If the requester disclosas or uses TINs in

viplation of Federal law, the mquester may be subject to ¢ivil
and criminal panalties.

Specific Instructions

if you are an individual, you must generally entar the name
shown an your social security card, However, if you have
changed your last name, for instangs, due to marmage
without informing the Social Security Administration of the
name changa, snter your first name, the last name shown on
your social security card, and your naw last nama.

if the account is in joint names, list first, and then circle,
the nama of the person or entity whose number you entered
in Fart | of the form,
Sole proprietor, Enter your individual name aa shown on
your social security card on the “Name” line. You may snter
your business, trade, or “doing business as (DBA)” name on
the “Business name” line.
Limited fiatlity company (LLC). If you are a single=member
LLC (including a foreign LLC with a domestic owner) that is
disregarded as an antity separate from its owner undar
Treasury regulations sedtion 301,7701-3, enter the owner's
name on the “Name" line. Enter the LLC's name on the
“Buginess name” line. Check the appropriate box for your
filing statug {sole proprietor, corporation, etc.), then check
the box for *Otnar and enter “LLC" in the space peovicded,
Other entities. Enter your business name as shown on
required Federal tax documents on the "Name” line. This
name should match the name ahown on the charter or other
lagal document creating the entity, You may enter any
business, frade, or DBA name on the “Businesa name” line.
Hote, You are requested to check the appropriate box for
your status (individual/sole proprietor, corporation, ete.).

Exempt From Backup Withholding

If you are wxempt, enter your name as described above and
check the appropriate box for your status, then check the
“Exempt from backup withholding” bax in the line following
the busineas name, sign and date tha form,

Genarally, individuala (including sole propristors) are not
exempt from backup withholding. Corporations are exempt
from backup withholding for certain payrnents, such as
interest and dividends,

Note. If you are exempt from backup withholding, you
sheuld still complete this form io avaid poasible emonecus
backup withhuldirg.

Exemnpt paysea. Baskup withholding is not required on any
payments made to the following payess.

1. An organization exempt from tax under saction S01(a),
any IRA, or a cusiodial account under saction 403(b)7) if the
account satisfies the requirements of section 401{f{2),

2. The United States or any of its agencies or
instrumentalities, ‘

3. A state, the District of Columbia, a possassion of the
United States, or any of their political subdivisions or
instrumentajities, .

4, A foreign govemment or any of its political subdivisions,
agencies, or instrumentalities, or

8. An International organization or any of its agencies or
inatrumentalities.

Other payees that may be exampt from backup
withholding include:

8. A corporation,
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7. A foraign central bank of issus,

B. A dealer in sacurities or commodities required o ragister

in the United States, the Qistdot of Columbia, or a
possegeion of the United States,

9. A futures commission merchant registered with the
Commadity Futurgs Trading Commission,

10. A real estate inveatment trust,

11. An entity registered &t all times during the tax year
under the Investment Company Act of 1940,

12. A common trust fund operated by a bank under

saction 584(a),
13. A financial institution,

14, A micdleman known In the investment community as a

nominee of custodian, or

15, A trust axampt from tax under section 664 or

described in saction 4947,

The char below shows types of payments that may be
exempt from backyp withholding. The chart applies to the
exernpt recipients listed above, 1 through 15,

IF the payment is for ., .. THEN the peyrent s exempt
for. ..

Imerast and dividend payments All axampt recipients axcept
for B

Broker transactions

Exempt recipierts 1 ttmough 13,
Also, a person registered urvder
the Investmant Advisers Act of
1840 whao reqularty acta as a
broker

Barler axchange trantaotions

Exempt reciplents 1 through 5

and patronage dividends

Payments over $800 required Generally, exempt recipients
10 be reported and direct 1 through 7+

falns over $5,000 '

"Son Form 1009-MISC, Misclsrwous INCOMS, A its instructions,

*l-lowevu'.mlfohudng paymantt made 1o a corporation {inchuding groas
procneds pakd to an stiorney under section G045(), avan if th aftamey 18 &
COTpOTATIoN) And repodatia on Form 1000-MISC ane not exempt from
Backup withhokding: madical and healh care payments, attomwys’ lees; and
payrmants for services paid by a Fedaral axecutive sency,

‘Part I. Taxpayer Identification

Number (TIN)

Enter your TIN In the appropriate box. if gou are a rasident
alian and you do not have and are not eligible to get an SEN,
our TIN 18 your IRS individual taxpayer identification number
ITIN). Enter It i1 the soclal security number box. If you do
not hava an ITIN, see How to get a TIN below, ‘

If you are a sole propristor and you have an EIN, you rmay
anter aither your S5N or EIN. Mowever, the IRS prefers that
you use your SSN.

If you are a single-owner LLC that is disregarded a3 an
antity separate from is owner (see Limited liabilily company
{LLC) on page 2, enter your SSN {(or EIN, if you have one), if
E:ﬁ LLC I8 & corporation, partnerahip, 8tg,, enter the entity’s

Note. Sea the chart on page 4 for further clarification of
name and TIN cembinations.

How to get a TIN, Hf you do not have a TIN, apply for one
immediately. To apply for an S8N, get Form 55-5,
Application for a Social Security Card, from your local Social
Security Administration office or get this form on-line at
wwiw, socialsecurity.gov/onfine/ss-5.paf, You may also get this
form by calling 1-800-772-1213. Usa Form W-7, Application
for IRS Individual Taxpayer identification Numbar, o apply
for an [TIN, or Form 55-4, Application for Employer
Identification Number, to apply for an EiN, You can appiy for
an EIN online by accessing the IRS wabalte at
www.irs.gov/businesses! and clicking on Employer ID
Numbers under Related Topics. You can gat Forms W-7 and
£8-4 from the IAS by visiting www.irs.gav or by calling
1-800-TAX-FORM (1-800-829-2676).

If you are asked to complete Form W-9 but do not have a
TIM, write *Applied For” in the space for the TIN, sign ang
cate the form, and give it to the raguester, For intefest and
dividend payments, and Gertain payments made with respect
to readily tradable instruments, generally you will have 80
days to gat & TIN and give it 1o the requester before you are
subject to baskup withholding on payments, Tha 60-clay rule
does not apply to other types of payments. You will be
subject to backup withholding on all such payrherts until you
provide your TIN to the requestsr.

Note. Writing "Applisd For” means that you have alrsady
applied for & TIN or that you intend ta apply for one soon.

Caution: A gisregarded domestic ontily that has & foreign
awner must use the spproprite Form W-8.
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Part I1. Certification

Ta satablish to the withholding sgent that you are a U.S,
person, of resident alien, sign Form W-9, You may be
requested to sign by the withholding agent even if itams 1, 4,
and b below indicate otherwise,

For & |oint account, only the person whose TIN is shown (n
Part | should sign (when required). Exempt recipients, see
Exernpt From Backup Withholding on pags 2,

Signature requiremaents. Complete the cartification as
indicated In 1 through 5 balow.

1. Intereat, dividend, and barter axchangs sooounts
openéd before 1084 and broker accounts conslidered
active during 1083, You must give your cormect TN, But you
deo not have 1o sign the certification.

2 Interast, dividand, broker, and barter axchange
acoounts opened after 1983 and broke accounts
considersd inactive during 1883. You must sign the
ceortification or backup withholding will apply. if you are
subject to backup withholding and you are mensly providing
your correct TIN to the requester, you must cross out item 2
in the certification before signing the form.

3. Real estate transactions. You must sign the
cartification. You may croee out item 2 of the centlfication.

4. Othar payments. You must give your comact TIN, but
you do not have to sign the cerification unless you have
been notified that you have previously given an insomect TIN.
“Other peymenta” include payments made i the colirse of
the raquaster’s trads or busineas for rents, royalties, goods
(other than bills for marchandise), medical and hgalth care
services (including payments to corparations), payments to a
noenempioyss for services, payments to cartain fishing boat
crew mambers and fishermen, and Qross procesds paid to
attorneys (inclyging payments to corporations).

5. Mortgage intarest paid by you, acquisition or
abandonment of sescured proparty, canceliation of debt,
qualified tultion program paymants (under saction 529),
IRA, Coverdell ESA, Archer MBA or HSA contributions or
distributions, and pension distributions. You must give
yeur correct TIN, but you do not have to sign the
certification,

Fage &
What Name and Number To Give the
Requester
For_this type of sccount Glve name and 33N oh
1, indlvidual Thy indivicual

2, Two or more individualg (jeint
account)

3. Gustedian account of a minor
(Unlfarm Gift to Minora Act)
4, &, The usual revocable
savings trust (grantor is
also trustes)

b. So-called trust socount
that is not o legal of valld
trust uncler atate law

The actual owner of the account
or, if combined funds, the first
individual on the accourt '

The minor

The gramor-trustea !

The actual owner '

5. Sole proprietorship or The owner *
aingle-owner LLC
For thia type of acount Qive nisme ard EN of:

€. Sola proprietorship or
zingle-ownet LLG

7. A valid trust, smtate, or
pension trust

8. Comporate or LLC alacting
corporate taus on Form
Ba32

9. Associghon, ¢lub, religious,
charitaty, sducational, or
othar tav-sxempt arganization

" 10. Parinership or muli-member
LS

11, A broker or regletered
nominge

12. Account with the Dapartment
of Agriculture in tha name of
a public entity {Such as &
state or local government,
achool district, or prison) that
receives agricultural program
. payments

The owner ?
Leggal entlty *

The corperation

The organizatien

The parmership

The brokar & nermines

The public emity

'umﬂmundchGhMrlmdhwmnmmwmhmﬁh.ﬂ
only one parson on a joirt BESount Nes an SSN, that parson’s nUMBIe

be fumished,

*Gircla the minor's naimg and fumish the minors 55N,

Ivmmumnhmmimwmmywmaymmmm
o “DBA" name on the sscond nama ine. You may use ekher your SBN or
EN (if you have one). B you are a 30l propristor, IRS snoourege you Lo

uge your 55N,

* List firat and clrcle the neme of the legal trust, estate, or penelon trust. (Do

A turnish the TIN of the pamonal

listive or trustes unlees the legal

antity iteolf i nol designated in the scoount thie.)
Note. If no narme iz circled when more than one name is
listed, the number will be considered 1o be that of the first

name listed,

Privacy Act Notice

——

Section 8109 ol the Internal Revenue Code requires you to provide your correct TIN to persons who must fle information retums
with the IRS to report interest, dividends, and certaln other Income paid to you, mortgage interest you paid, the acquisition or
abandonmant of secured property, cancellation of debt, or contributions you made to an IRA, or Archer MSA or HBA. The IRS
uees the numbers for identification purpases and to help verity the accuracy of your tax retum, Tne RS may also provide this
information to the Department of Justice for civil and criminal litigation, and to cities, states, and the District of Columbia to cany
out their tax laws. We may aiso diecioss this infarmation to other countries under a tax treaty, or to Federal and siate agencies
1o enforce Foderal nontax criminal laws and to combat terrariam, The authority to discloge information to combat terrorism
expirad on December 31, 2003, Lagislation is pending that would reinstate this authority.

You must provide yoaur TIN whather or not you are required to file a tax return. Payers must generally withhold 28% of taxable
interest, dividend, and certain othar payments to a payse who does not give a TIN to a payer. Certain penalties may also apply.



AGREEMENT TO SOLICIT AND PROVIDE NURSING SERVICES

This Agreement outlines the arrangement between + hereinafter
referred to as IC and UNITED MEDICAL STAFFING, INC., hereinafter referred to as UMS, 1C and UMS
are the only parties to this agreement, ‘

UMS’s principal place of business is located at 109 South College Road, Lafayette, Loulstana 70503,
IC's principal place of business is located at:

Street Address:
City/State/Zip:

In consideration of the terms hercinafter expressed, IC, the undersigned Indepeadent Contractor,
bereby contracts with UMS, to solicit professional nursing services on behall of IC to be rendered by IC. IC
hersby agrees to provide professional nursing services as a REGISTERED NURSE to various medical
facilities with whom UMS has agreed to provide supplemental staffing services (hereinafter referred to as
FACILITY). 1C understands that IC is not guarantecd 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
staffing projects as the needs of the FACILITY dictate and that this is beyond the control of UMS.

1C understands that in providing the services described in this contract that IC is not employed by
UMS within the meaning of Louisiana Revised Statutes 23:1472(12)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
coniract of hire. IC agrees to provide professional nursing services to the FACILITY at a negotiated rate to
be determined by UMS and IC on a case by case basis and that IC will be paid for those services by UMS on a
case by case basis, 1C understands that IC is not a member of the regular staff of UMS and that IC I3 not
guaranteed a position with any FACILITY or with UMS. The express intentlon of the parties is that IC is an
Independent Contracter and not an employee, agent, joint venture or partner of UMS. Nothing in this
Agreament shall be interpreted or construed as creating or establishing the relationship of employee and
employer between IC and UMS or any employee or agent of IC or UMS. Both parties acknowledge that IC is
hot an employec for state or federal tax purposes, IC understands that )C will perform professional nursing
services at his or her sole discretion and control as requested by FACILITY.

IC wnderstands and warrants that IC has a professional status and that 1C holds himself out to the
public and to UMS as capable of exercising an (ndependent calling requiring speclulized skills and that IC
ordinarily has full discretion in administering IC's professional services and that IC I8 not under the
direction ar control of UMS so as to create 2n employment relationship with UMS. IC further declares that
IC has complied with )l federal, state and local business permit and ticensing requirements necessary to
conduct business.

IC understands that the fees for his or her services will be billed direetty to the FACILITY by UMS at a rate
different from what IC has negotiated with UMS and that IC may not directty bill the FACILITY w0 receive
monics from the FACILITY. IC understands that 1C will be paid at IC's discretion, upon submission of a
written invoice to UMS.

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

IC represents to UMS and the FACILITY that he/she Is duly licensed as 2 REGISTERED NURSE n
the State of Loulsiana and that in providing the referenced professional services, [C will be free from any
control or direction by UMS In the performance of professions] services under this contract., LC Turther
understands, warrants and represents that the referenced professional services will be provided outside of all
of the places of business of UMS for which that service is performed and that IC is customarily cogaged in the
independently established profession as a REGISTERED NURSE. IC declares that IC has obtained



professional liability insurance for any and all employees or agents of IC and that 1C shall make all
applicable premium payments, deductibles, and renewal payments for such policies of IC. [C also declares
that 1C has obtained workers' compensation for IC and any and al) employees or agents of [C, [C agrees to
hold harmless and indemnify UMS for any and sil claims arising out of any injury, disability, or death of 1C
or any employees or agents of IC. IC understands that the insurance contract and other information I1C
provides to UMS may be disclosed to any FACILITY desiring to utllize 1C’s professional nursing services. IC
understandy that UMS shall not obtain or pay for any insurance on behalf of I1C,

IC reserves the sole right to control or direct the manner in which services are to be performed. IC
skall 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 location und at any time as
IC deems accessary and appropriate. IC shall be responsible for all costs and expense incidental to the
performance of services contracted through UMS, including without Yimitation, all costs of fees, fines, licenses
or inxes required of or imposed against IC and all other [C’s costs of doing business. UMS shall not be
responsible for any expenses incurred by IC in performing services contracted through UMS,

IC, may at ity own expense, hire assistants or substitutes to perform services with or on behalf of IC
subject to acceptance of assistants or substitutes by FACILITY. All such assistants and/or substitutes shall
be amployees of IC and not of UMS. 1C assumes full responsibility for assistants and/or substitutes, including
but not lmited to all applicable state and federal taxes, unemployment insurance, social secority, workers'
compensation and other applicable taxes or withholdings.

IC further understands and agrees that as an independent contractor, IC will be responsible for all
city, parish, state, federal, FICA, unemployment, professional and other taxes or fees which may Accrue or
become due 8¢ a result of any professional fees earned by IC for professional services rendered by 1C
pursuant to this contract. IC agrees to hold UMS completely harmless for the paymeat of the aforesaid taxes
or fees and to fully indemnify UMS for any sums including all taxes, fees, costs, attorney fees (expended by
UMS) and penaltics (incurred by UMS) should IC not pay the aforesaid taxcs or fees for uny ressun or should
any ageucy seek to collect from UMS any taxes or fees due by IC. IC undcrstands that IC will be responsible
for Qlling quarterly federal and state tax returns and for paying all federal and state taxes due as » result of
the fees earned for services rendered by IC. IC further acknowledges that federal and state taxes are duc
monthly and federal and state tax returns are due oa April 30, July 31, October 31, and January 31 of each
year.

The term of this agreement shall be for a period of Iyear from the date specified below.

This agreement signed in Lafayette, Lafayette Parish, Louisiana this day of
20__, ,

Aceepted By:
UNITED MEDICAL STAFFING, INC.

Autharized Agent Independent Contractor



Hepatitis B Vaccine Verification

| understand that due o my occupational axposure to biood and other
potentially infactious materials | may be at risk of acquiring Hepatitis B virus
(HBV) infection. | have besn glven the opporiunity to be vaccinated with
Hepatitis B8 vaccine from a physician or other facility of my choice and at my own
expense. If | have already recsived the Hepatitis B vaccine or receive the
vaccine in the future, | agree to provide the written documentation 1o verify the
same o UMS if | will continue to contract my services through UMS as an
indapandant contractor.

| understark! that by declining this vaccing, | ¢ontinue to be at risk of
acquiring Hepatitis B, a serious disease. If in the future | continue to have
occupational exposure to blood or other potentially infectious materials and i
want to be vaccinated with Hepatitis B vaccine, | can receive the vaccination
saries from a physician or other facllity of my cholce and at my own expense.

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

decline the Hepatitis B vaccine or have or will provide the written documentation
to varify that { have received the Hepatitis B vaccination series.

| decline the Hapatitis B vaccine.

| have received the Hepatitis B vaccine.

I will provide verification of the Hepatitis B vaccine.

) will take the Hepatitis B vaccine and provide that info to UMS.

Date




AGE SPECIFIC CRITERIA CHECKLIST

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

experience working with or N/A if no experience.

Nuo-

Goriatrics

Inva N

"1k

N/A

N

N A




Name:

RN Skills Assessment Checklist

Certifications (List):

Date:

Experience:

(List areas and time spent there)

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

Psych Exp._ Trach Care___ Dsg. Changes___
PICU/NICU Exp.___ Vent Pts.____ Stump Care___
Rec. Room Exp. Ostomy Care ___ Blood Admin. __
Pediatric Exp, Wound Care___ TPN Admin.
Oncology Exp.___ Decubiti Care Accuchecks
Ortho/Neuro Exp. Foley Car¢____ Gait Training___
ER Exp. insertion of Foley___ Assesment of Pt,
Rehab Exp.___ Read Telem. Strips ___ Chemo Admin. __
ICU Exp.__ Access/Flush Central Lines_ Neuro Checks___
Labor & Delivery Exp.__ Access/Flush Mediports___ BERP Charting___
OB/GYN Exp.___ Chest Tube Monitoring ROM____
Cardiac/Tele Exp. Use of Walker/WC____ Venipuncture___
Dialysis Exp._ Knowledge of WNL lab values_ Oxygen Care_
List uny other skills:

Signature Date




MED!CAUSUﬁGICAL CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

Date

Nm"ne

Signature

Plense select the column that moxt accurately describes your proficlency level.,.

Level Of Proficlency

A= Never Pedformed. You havwe never performed the stated

lask and have no exparience with this lypi of skill,

B = Familiar with. You are famiiar will: the siated task: bul you
would noed more expernsnce and practice to feel
comiforiablg AnA profickent in this type of skill.

C = Experianced in, You have performed this 1ask several

timay; you lgel madarately comfortable functianing
indepandenily, but you would require a resource parson

to be nearby.

D = Expert. You have a performed this task froquently; you

feel comfortable and proficient in this skill; you would not

refulre aupervision or practice

SKiLL IA‘B_]C|D‘- SHILL 1A|BIGID
CARE OF PATIENTS: 1" | ABSESSMENT:
Falieni Contrdlied Analgesia (PCA) ++ | Cardiovascular
Colostomy . | Rusplratory

ligostomy Gl

Ansurysms ' ]

igolation o | Muteitional status
Fermorarpopliieal bypass T Wienan st
"Thaoracic surgery | Musooskeleat

Carolid endarterectomy ‘| Neurotagleal

CVA g Intagumantary

Spinal ¢ord Injury .. | Paln

Cranlotony Psychosoclal slatus
DT's | Wound care
Overdoze B Lab values

Bums Vital signs

Gl bleeding FHecls / side effects medication
AIDS B g f drug interaclions
ARDS { Brg ! food interacliony
Naar Diowning | ENDGGRINE:
W' v Fraparation of Insuiln
H.ear.t su.l;n.t.is = - Administration of Insuln

Blaod Pressure Interpretation

" | She rotation for injodtion

12-Lead EKG

Signs and symploms of hypo/yperglycemia

Basic arrhythmia interpretation Lirina tesling

Lead placement Blood testing

Dopplet © 7| Fool und akin care
earl sounds / MUrmurs "Exerclselacivity/rest

Pulses / circllation checks

Sick day routine

- Facemaxer

“Care of patient with Addizon's disedso




MEDICAL/SURGICAL SKILLS EVALUATION - SELF ASSESSMENT

SKILL I A I [] I [+ l D SHKILL | A | B l C l D
ENDOCRINE (CONTINUED) GI (CONTINUED)
Disorders of the pHulary giand Jackson Prall
Grave's diseasc " Hemovag
Hypathyroidism RENAL/GU:
[ Thyroidectomy Faiey catheler inseftion
_P?'-!‘-MQ,W T . El Foley catheter removal

Apnea monitor

Foley catheter imigation

“Oralpharyngeal suction

"I 3-way foley calheter

Nasotrachesl suction - | 3-Waoy foley catheter removal
Tracheoastomy Care Suprapubic fuba ingenlion
"Tracheostony Suctioning Suprapubic UDe removal

Airway managemani

Suprapubic calherer imgation

Sputum speciman gollaction

MNephrostomy tube irrigation

Chest physiotherapy Peritoneal dialysis
incontive Spirormetry " Candom caineter
Dxygen therapy Bladder training
Oximetry Specimen collection

Care of the patient on a ventilalor

Renal transplant

Care of the patient with a chest tube

TURP

Use of inhaler

Urinary diversion / ial gonduilt nephrostomy

Use of Puimonaide

NEUROLOGICAL;

Postural drainage and percussion

Pain conlml measines

Azgist with endotracheal intubation Neuro chacks

Breathing sxardises TENS

Gl Asazist with [umbar puncture
NG insartion/removal Use of hyper/hypothermia bianket
Nasogasiric suchon Aneurysm precautions
T-tube Rasal shull fracture
Gastrostomy Closed head injury
Jajunastamy Coma

Irsigiation CVA

Ademinisiralion of 1Gbe feeding DTs

Salarm sump to suction Encephalitis

Manusl disimpacion

Externaiized VP shunts

[ Digital recial exam

Meningitis

Cara of ostomy

05t Cranigiomy




MEDICAL/SURGICAL CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

SKILL IAlBIC‘D SKILL lnla[c[n
WOUND CARE: IV THERAPY (CONTINUED)

Wt (o dry dressing ' Broviac

'_Pa_oklnﬂ Groshong

Debrlgement Hickman

Sterile dressing changes Portacath

Bums Quintan

Fressure sores Heparin lock

Staging decubilus ulcers ONCOLOGY

Surgical wounds with drain(s) .| Fain control

Irrigatian

| Mutritional status

Oceiusive dressing

Reverse isolation

INFECTIOUS THSEABES:

Bone marrow transplant

interpratation of 1AL résults: blood count

. Inpatient chemotherapy

Cara of the patiant with AIDS

Inpatient hospice

Drawing blood from cantral ling

Lirawing venous biood

Starling Vs

Feripheral ine

Gentral ine areseing

1 Oncology __ years

~=| O Rehabiitation ___yars

wc| | HAVE EXPERIENCE WITH:

0] Computetized charting systama
O Medication sdministretion system

Care of the patient with Hopatitis lLeukamia
Fever Management | PAIN MANAGEMENT:
|stdation Care of palient with Epigural anesthosia
Universal Precautions 1V conscious sedation
Biood Bome Pathogen Narcolic analgesia
Disposal of Hazardous Waste Potient contralled analgesia
Particulate Respirators Patient teaching
. IV.THERAP' _ k3 Family (eaching
~Adminiataton of tiood SPECIALITY EXPERIENGE:
Packed red blood cells [ Medical ___vaars 0 Surgicat _yeam ' . _ -
Whole blood [ OB/GVN __ yaars Dlorthapedis - years i -
Plasma .| [ Telometry ____ years | O Neurblog;i:'_,iveﬁ:‘r. L
Cryaprecipiiaie

O Tramsplant-____years

OOHv " yeam ..
LI Other




CRITICAL CARE / ICU/ TELEMETRY CLINICAL SKILLS EVALUATION - S8ELF
ASSESSMENT

Dats

Name,

Signature

Please select ihe column that must accurately describes your praficlency level,..

Level of Proficlency

A= Naver Parlormed. You have never periormad the stated
\ask ahd have no experience with this type of akill.

B = Familiar with. You ace familiar with the stated task: but you
would nesd MOe experience and practice to fesl
comforinble and proficiant in thix type of skill.

€« Experienced in. You have parformed this task several

tites; you feel moderately comforiable functioning
indapendently, bul you would require a résource person

to be nearby,

D= Expert. You have & performed this task frequently; you

feel comfortabile ard profigient In Ihis skill, you would not

require sUPCRAsion oF procice.

SKILL |A|B|CID SKILL IA[BIG'D
CARE OF PATIENT WI'TH: | CARE OF PATIENT WITH: {CONTINUED) '
Acute Ml | ARDS
Cardiopukmonary Arrest Pulmonary embolus
Angina || Lung transplant
Chast trauma : Abdominal Irauma
Stab Wounds P .' Gunshot wounds
[ Cloasd chest rauma . Acula liver failure
"CHF Sublots! gasirecianmy
Cardingenie shock | Cancer
Cardiac Tamponade AIDS
Pre and post open heart surgery Diabetes
Pre and post cardiaz transplant Bums
Triple A repair Epidurai anesihesin/analgesia
'"Emlnrterectomy IV conacious sedation

Pos! op vasculal surgafy

Patient conlroled analgesia

Valve replacement Marcatic administration

Acute hoad trauma CARDIOVASCULAR:

Subarachnold hemorrhage ‘| Abnermal hean sounds/murmurs
- Subdural hematoms ' Toppler

Drug overdose Pulses / circulation checks

Alcohol overdose

Interpretalion of cardlac enzymes

" Seizuros/siatue epiieplicus

tnterpretation of coagulation studics

Doganerative neurcloglc disease

Assist with central line insertion

Airwity obstruction Asmst with adenial line insertion
T8 Assist witn PA cotheier / Swan-Ganz
Asthma | Aasisl with pericardioceniosia '

Resbiramry fallure

-+ | Gardioversion

Chest traurma

Hemodynamic Monitoring:

Pulmonary edema

Cardiac output




CRITICAL CARE/ ICU TELEMETRYCLINICAL SKILLS EVALUATION - SELF
ASSESSMENT

SHILL

[Al8lc]e

SKILL

[Al8]c]®

GARDIOVASCULAR (GONTINUED)

CARDIOVASCULAR MERICATION (CONTINUED)

Hemodynamic rmonitaring (continued)

TRA

CVP moniloring Veraparmil
MAF PULMONARY:

[ PA/Swan-Ganz Breath s00nds
PCW pressure Sputum collection
Radial a-line Respiratory isolation

Inkea Aortic balloon pump

.| Mpaotracheal suctioning

12 lead EKG interprefation

Endolracheal suetioning

Arthythmia interpretation

Obtaining ABG's

Lead-placement

Meural lubes

-'ﬁhythrn atrip assessment

.| Tiach care

External Pacemaker

Vertilator setlings / compligalions

Pemnanent pacamakar IMV
Temporary pacemaker SIMV
Transthoracic pacamaker (apicardial) TCEP

Ventricular assis device Pressure support
Pra f post cardiac cath CPAP
T Bra | post angioplasty Weaning modes and T-piece weaning
CARDIOVASCULAR MEDICATIONS: Fipap mask
Cardarone 100% NRB
Alropinie Use of Ambu bag
Bicarbonale Pulse oximater
[ Olgoxin Onygen therapy
Bretyiol £ lube
Cardizem Face mask
Dobutamine Nasal cannula
Epinephrinc Partabie oxygen tank
_Ea_molol Trach collar
Inocor I Aspiration
Lidocaine Laryngospasm
Lopressor | Tension Pneumothorax
Nipride PULMONARY MEDICATIONS:
Procainamiie Theophylling
Retavase ' Alupent
- Siraplokinase Ventoin




CRITICAL CARE/ ICU/ TELEMETRY CLINICAL SKILLS EVALUATION - SELF

ASSESSMENT
aKILL IAlalcln SKILL IAIBIC'D
NEURO: REMAL/GL

Lumbar Punclure

Insertionicarchiemoval of (oley catheter

Glasgow coma scale

Centinuous bladger imigation

Neuro/cranial assessment

Core of suprapubic catheter

ICP/ventriculostomy insertion- monltoring

Eleclinlyle fuld balonce

Application of hale Iraction

Hemodialysis

Sirykar frame

Peritoneal dialysis

Epidural administration

AV fislula/shunt

Intracranial pressure Monitaring

interpretation of BUN and creatine

MNearve stimulators

inlasprelation of serum clectrolytes

Rolating bed ENDOCRINOLOGY
Pathologic reflexes Interpret lab resully
[ Renhaximotor deficits Tair hugger warmng Biankel

Visual or communication deficits

Interpretation of Bigod glucose

“EEBQ\MFEIG:PHNS e ":'f ) Interpretation of thyroid shudies
[ Barbiturata induced coma Medication - Insutin drip
Dacadron PHLEROTOMY/V THERAPY:
Dilantin . Crycprecipitate
)'Fmrmnmital Packed red blmd cells
Mannitol Plasma / alburnin
Valum Whole blood
Alivan Drawing bload from central fine
TRPA Brawing venous blood
6T TN £ “Starting 1V's
BomlSﬂunda — . Care of patient with central line
Abdominal palpation Care of palienl with Broviac
NG Insarioniremaovatimedication insfilation Groshong
[ Pericaniaais Hickman
Gastrostomy Foracaln
Jajunostomy Quinton
Ballgon lamponade I-Epidural anesthesia/analgesia

Interpretation of sgrum ammanta

IV ctmscious sedation

Interpretation of serum amylase

‘Patlent cuntrolled analgesia

LFTs MISCELLANEOUE:
GIMEDICATIONR: Anaphylaciic shock R
AnuaMephyion Dz
H2 blockers Hypovolemic shock
Ipacag Soptic shock N o
Antiemetics Organitisaus donstion

L% ]



EMERGENCY ROOM CLINICAL SKILLS EVALUA.TION - SELF ASSESSMENT

Date

Name

Slanature

Lavel OFf Proficlancy

A= Never Performed. You have naver parformed the stated
task and have no experienca wilh this ype of akil.

B = Famiigr with. You are familiar with the siated task; bul you
would need more experience ard praclice (o feg
comtoriable and proficient in this type of skill.

C = Experienced in. Yau have performed this task several
{imes; you feei mederately comfortable funclioning
Indepandenily, bul you would require a resource parson
to be nearty,

Please select the colwmn that most accurately degcribes yous proficiency fevel, .. D = Expent. You have a parformed this task frequently; you

feel comfortatie and proficient in i skill, you would not
rogquire sUpervision or practice.

SKILL IA‘BICID BRILL |A|u|c|n
CARE OF PATIENT WITH: CARE OF PATIENT WITH: (CONTINUED)
Azute M| Immopiizer
Aneurysm Cagle
Angina Gl bleed
Cardlac amest -| Abdominal trauma
CHF Bowel obsiruction
Myocarditls | Hepaiitls
Aspiration Hapatic fallure
COPD Renal failure
Hemopncumothorax ™ UTl
Laryngospasm Cinbatlc ketoacidosis
Praumonia Ciabetic coma
Pneurnothorax Hypethryorlisin
Fuimonary adema Hypothyroidisen
Puimenary amball Hypothermia
Tansion piumothoray Hypaothermia
Skull fracture Penelrating eye injury
Closed head injury Chemical cxposure
CvA Nosa blead
DTs TRAUMA CARE:
Overdose Anapﬁy‘aaic shock

" Encephalitis Gardiogenic shock
Meningitis ) Hypovolemic shock
Meuromugcular dlasase . _ | Neurogenic shock
Seirures . Seplic shock
Aslhma Human bites
Spinal cord injuries Anlmal blles

Opean fraciures

Venwmous bltes

Closed fragturas

- First degree burng




EMERGENCY ROOM SKILLLS EVALUATION - SELF ASSESSMENT

[BKILL EREARE BKILL EEE
TRAUMA GARE: (CONTINUED) PEYCHIATRIC (CONTINUTED)
Sacond degree buch DT's
Third degres burn Dual diagnosiy
Elccirocution Suicide precautions
Gunshot wounds Crisis inlervention
Stab wounds Restraints
Hazardous matenal exposure AMA procedures

[ Traumatio amputation

72 hour h'old procedures

Poison ingastian CARDIOVASCULAR:
Assesmant and Frocedures Aascahaion
Trauma Cenier Gxperente Topplar
Lavel | Heart sourdds [ murmurs
Level i Basic 12 lead interpretation
Leves Il "Biamic arrhythmia interprelation

Application of MAST suit

Assizt with inserion af Anerial inge

Champion Trauma score

oL

PEDIATRICS: ...

Poison index PA cathetar / Swan-G3anz

Glasgow coma scale Pacemaker

Burn rule of nines Cardoversion
PULMONARY:

- Poison ingeation / averdose

Breath sounds

Neer acowning

Intepretation of arterial binod gases

"Suspected abuse

.| Endetracheal tube suctioning

Status asihimilicus

Nasal. airway suttioning

: mphawngcm suctioning

Epilapey _
wqwamm‘rﬂ-' _‘ R Sputum specimen collection
Frecipitous delivery Azsist with intubation
Spontaneous abortion . Assist with exiubation
[ Presciampsla Assist wilh thoracaniegsis
"Eclampeia . | Puise oximetry
Framallire labor NEUROLOGIGAL:
DIC Glasgow coma ecale
Rape victims Reflex/motor deficits
PSYGI-,IIATRH:“ L‘ . Vigual o mmnmunica{ion deficils
Drug Overdose Ausplgt with lumbar puncture

Algohol Overdosa

Increased ICF management




EMERGENCY ROOM CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

 SKILL IA|T|¢|D SKILL [A]8 <o

NEURDLOGICAL: ENDOCRINOLOGY:

Intracranial pressure monilorng | | I ] Signg and symploms of diabetic coma
WFHICS. Bes wh Signs and symploms of insulin reaction

Circulation checks Rlood glucese monilaring

Galt MEDICATIONS:

Range ot motion Adenocard

Assigt with placement of cast Adrenalin

Use of support davices (cane, sling, etc) Lanawity

Gi: Cardizem

Ahdominal / bowel sounds Dabutaming

Fhuid balance Dopaming

Nutritional stalus 1 Femeton

Interprotation of blosd chemislry - L asix

Flacerment of nasogastrio lubaa Nitroglyeerin

Salem sump to suction Nitroprusside
Saline lavade Aminophyliine
RENAL { GU: Bronkosol
AxZess ﬂl.iid balance Epinephiring
Intgrpretation of BUN and creatining I8upral
Insaclion of straight and indwelling catheter Sterolids
Urine specimen collaction Terbutaline
Interpretation of electrolytes Decadron
. ~ Lhlantin
............. Marmitol
- Phénoharbital
Sotu-Medrol
] Antiemelics
Antispasmodic
ipccac
T3 Ingulin

o

LBz i

e

.g-,‘.,

1

Administration ol blood and blood products

IV THERAPY:

Contral linefcathelarfdrssing

Sroviag

Gro 5hung

PICC




Date

PEDIATRIC CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

Level Of Proficiency
A= Nevar Parfarmed. You have never parformad 1ha slated

Name_

task ona have o experience with this type of skiil,

Signature

B = Familiar with, You are tamiiar with the stated task; bul you
would nead morg gxpaRence ang pracice 1o feel
comfortacle and proficknt in this type of skill,

G = Expenenced in. You have pedormad hia 1aek several

timas;, you fael moderately comforiabie functioning

indeperdently, but you woukl require 3 1e50urce person
10 be nearby.

Please selvet the coliemn Hal Most acourately describes pour proficiency level... D= Bipent. You have a performed this task fraguantly; you

fesl comfortabie and proficient in this skil; you would not

SKILL

ratuire sypervision or praglice.
[ATe[c[o] [skit |A‘|='a|c|n

CARE OF THE CHILD WITK:

CARE OF THE CHILD WITH: {CONTINUED)

Baclerial endocarditis

Failu/e to (hrive

Cardipmyopathy - | Intestingl porasites
Congenital heart defects leostomy
CHF Pyloric atenosis

Myogardis Ulcerative coliis
Pericarditis | Clrgumaiglan
Foat cardiac cath : Glomerularnephritis
" Fosl cardac BUrgery Hemodialysis
 Rheumatic fever ) Hypospadias
Asthma Heal conduit uratsral
R8V Infantile polyGystic disgasc
BFD Kidney transplant
Cysilc fibrosis —{ Perilonzal Gialysis
7B Renal falure
[ Pertussiz Ut
Pneumonia Wilms {umar
Tonsillitis Cushing's syndrome
TB Juvenike diatsies

Battered child syndrome

Thyroid malfunction

Closed head trauma Anemia

Encephalitis Bone marrgw transplant

Mulliple sclerosis DIC

Naar drowning Hemophilia

Ostaogenic sarcoma . Hodgkin's disease
Osteomyeiiis Leukemia
[~ Spinal Cord injury Sickio coll anco

Anal fiasure AlDS

Cleft lip/palate CMmv




PEDIATRIC SKILLS EVALUATION - SELF ASSESSMENT

SKILL [Alnlclu SKILL |A|51cln
CARDIOVASCLULAR: Ql; {CONTINUED)
Inlgrpretation of blood gases Gavage

Intarpretation of hemoglobinhematogcrit

Paripheral hyperalimentation

Basic EKG interpretation

Gastrasiomy

Non-lnvasive cardiac monitoring

Jejuﬁal fegglng

Heart sounds / murmurs | NG tubes

Perfusion ' Penrase draing
.T’ULMONARY o 7 | Placement of nasoforogasiig e

Bl.'t;.'&lh ﬁn;r;;ia — RENALIGU;

Buh syringe for suctioning

Assessment of fluid balance

Nasal suctioning

Interpretation EEUN and crgdllning

Oral suctioning Uninatysis
Tracheostomy suctioning Assist wilth suprapubic tap
Apnea monilor Catheter insertion
Chest physiatherapy ENDOCRINOLOGY:
Chest tubes Interprelation of bided glucose
Orimeter Interpretalion ol thyrald studies
Oxygen delivery- face mask Blood glucose testing
Hood HEMATOLOGY / ONCOLOGY:
{solatte Azggasimont of nutritional status

Nusal cannula

Inlerpratation of lab results

Teant Revarse wolation

Trach coltar Chemoatherapy
Water scal drainage syatem PHLEBOTOMY / IV THERAPY:
NEURO/ORTHOPEDICS: Cryoprecipitate

Aspess level consclousness

| Packed rud blaod cells

Application of splinta

Whole blood

Aszist with lumbar punchure

Drawing blood from central line

Cast Trowing venous piaod
Pinned fracires Starting \V's
Traction Central ling
A 9}'5;;._ m“_‘ ok . “ o Broviae
Abdorminal asaessment " Groshonn
Nudrltional sesqasment 4 Hickrran
interpratation of serum ¢leciolytes Portacath
Bottic feeding | Quinton




PEDIATRIC GLINICAL SKILLS EVALUATION - SELF ASSESSMENT

SKILL

I

SHILL

lAIBlClD

WOUND MANAGEMENT:

MEDICATIONS: (CONTINUED)

Assans siin for breakdown

1 Browth hormone

Stasle ucers

Insulin
Surgical wourn healing Thyrold
Burr Prednisnng
_Pressure sores Chemeotherapy
Staging decubitug Llcors J Immunizations
Sterile dressing MISCELLANEOUS:
Traumatic wound carg: Mormal growih and developmert

Uae of air fluidized low airloss beds

MNormal laboralory values

Waund irrigation

Recognize signs and aymptams of sbuse/neglect

MEDICATIONS! Anorexia
Alupeni Bulimia
'7neophylline ENT surgery
Isuprel Eye surgery
Ventolin Ingsstion of forgign body
Clonopin Ingesiion of poison ar toxir
Corticosleroids Flaslic surgery
[ Dilantin Suicidal threals / actions
Phenobarbital My pediatric experience is primarily In:
Yegretol Medical [JSurgical [JOrthopadics [CJOncology
Valium [(ONeuralogy [JRehabiitation (JOther




NICU/PICU CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

Date

Name

Signatura

Level Of Proficiency

A= Never Pgrlormed. You have never performed tha slated

lask and have no oxporienée with this type of skill,

B » Familiar wath. You are famillar with the stated task; bt you
would necd more exporiencs and practics to feel
comortable and proficient in this lype of skill,

C = Exporioncad in. You have performod this task saveral

times; you feel moderately comforiable functioning
Independently, bul you would requing @ resource peraon

10 ba nearby,

Plaave select the colimn that most accnraiely describes your proficiency fevel... 0 = Expert, You bave 8 parfarmed this task trequently; you
feel comfortable and proficient in this skill; you would not

require supervision or practice,

SKILL ESER L SKILL IA’EICID
iAR! OF PATIENTS: CARE OF PATIENTS:
Pramature Infant -| Low Apgar Scores
[ Fost-mature Infant T Low Birth Weight
Birth Injuriss Small for Gestational Age
Salt Tittuc Injury Large for Gestational Age
Haad Trauma 1 Apnea of Pramaturity
Intracranial hemorrhage Seiruras
Ferinatal Hypaoxic-laschamic Braln injury Sepsis
Fractures Me<onium Aspiration
Paralysls Persistent Patent Ductus Areriosia

Darmatologic Problems

Parsistent Pulmonary Hypertension

Candidiasis

ﬁclirmpalhy of Prematurily

Erythema Toxlcum Neonaloium

Narcaotle-Addicted Infam

Bulious impetigo

Fetal Alcohol Syndrome

Cancer

Spina Bifida

Angmia

Hydrocephalus

Hyperbilirubinemis

Skeletal Defects

Hypocalcemia Acruirad Infeclions From Mother
Hyperglycemia AIDS
Hypoglycemia Chickanpox
Hemolytic Diseass Chlamydia
Hemoerhagic Disease Gonococcal Disease
Phenylketonuria (FKW) Hepatilis B
Hepatic Pholotherapy Hemes
{>alactosemia Listeriosis
Caongential Hypothyroidisem {.yma Disaase
Doawn's Syndrorme Rubella

RDS Syphivs
Bronchopulmonary Dyspinala (BFD) Toxaplasmosis




NICU/PICU CGLINICAL SKILLS EVALUATION - SELF ASSESSMENT

BKILL ENERERE SKILL EERERE
ABBE3EMENT! PULMONARY (cont...):
Cardiovascular Usi of Pumanaido

ﬂﬁi!ulralury Use of Inhalers

Gl Lisc of Asrosciized Madication
G Henmavac
Musculoskelsial Ventitatars
Neurglogical IMV/SIMY
Neuralogical Refexes FEEF
Inggumentary CPAP
Lat Valuas CPR

TVital Signs | Estaclish Airway -

E/SE Medication ET Inlubation/Extubation
Drug/Drug Interactions Gl:
CARDIOVASCULAR: NG InsertionTtemoval
Heart Sounds | Nasogastric Suction

8P Intcrpretation T-Tuba

EKG ARy

Coerdiac Cathsterizalion Jejunostomy

Shunt frvigation

ENDOCRINE: Chacking Tube Plagament
Preparation of Ingulin Feeding Preparation
Adminigtration of Insulin Feeding Administration
Uring Testing . Manteal Disimpaction

Blood Tesing Digital Rectal Exam
PULMONARY: Oslomy Iirigation
Apnea Monhor Periostomal Skin Care
Oralpharyngasl Suclioning Apphication of Appliance

Naaotraghes! Suctioning

Care of Ostomy £q./Supplies

Trachaastony Tube Cannula Change

Jackson Pratt

Trach Cleaning Hemovac

Trach Suctioning REMALIGU!

Stoma Cara Foley Catheter Inzertion

dxygenmxygun Equipment Foley Catheler Remaval

Postural Drainage & Percussion Foley Catheler rigahion

Chest Tubes A.\Way Foley Catheter Rgmuval
| Pulmonary Toilet (CFT) FWay Foley Gatheler Imgation




NICU/PICU CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

SKILL |A|a|c|n-"“sxtu. IAl!lcln
RENALIBU (Cont.i.): . " 25| SAFETY MEASURES: '
Suprapwbic Tube Insertion 21 Aspiralion Precaliions

Supraptibic Tube Remaoval

|

Rermave Environmental Barriers

Suprapubic Catheter Irrigation

i Cxygen Precaulions

L)

Nephrostomy Tube Imigation

& Evacuation Plans

Pwriloreal Dialysis

Bleeding Precaulions

" Gandom Catheter | Setzure Precautions
Bladder Training { PHLEBQTOMY / IV THERAPY
NEURDLDGK}AL N i Carg of child of neonate with Central Line
Assess Neurological Status 5| Broviac
intracranial prassure monitoring .:.: Groshang
Extamalized VP shunl/teadtvoirs ] Hickman
Spinal Cord Injury Fariacath
[ Status Eplicpticus Gutinton
NTRETIGNGIAVHBRAWAL: T Pe
M Injaction Umbihcat arlery ling
TS0 Injeciion @ Umbilical venous ling
ID Injection 21 Perculancous arteral ling
Venipunclure | Parculanesus venous line
INFECTION CONTROL: MIZCELLANEOUS:
Unwersal Pmcautions | Apgar Seoriog
T8 Precaulions Geslationat age
Blood Borne Pathogens | Ballard
Disposal of FaZardous Waste Dubowilz

[ Farticulate Eﬁplrnﬂona |% Bereaverment / posimariem care
Vanipuncture ir] Vroeparation for transport / transfer
I'AED!\C*ATION ‘ H Sereen for hearing loss
mmmmlne) Blunt trauma
intropin (Dopamine) 41 Craniofacial reconstruction

Adrenalin (Epingphring)

Gun shat / open chest

Administration of blood / blood produesis

i

immunizations

Mitroprusside {Mipride) _ Kawasaki 5¢asc

TridH (Nitroglyoerine) %1 Near drowning

[ Sodium bicarbonaly U] Peneliating rauma

Anticonwvulsant Ayl Ingestion / overdose
Chemotherapy | MY PRIMARY EXPERIENCE 15 IN:

_ [Pediatrc Intensive Care ClPediatric Stepdown [JGenetal Padiatrice

[ Level | NurseryNICU [ Levat | Noreary/NICU TlLevel 11 NUtNICL




POSTPARTUM/ NURSERY CLINICAL SKILLS EVALUATIDN - SELF ASSESSMENT

Date

Name

Signature

Please select the column vhat mast accarately desceibas pour proffefeney level,..

Leval Of Proficiency

A = Mever Performed. You have nover performed tha slated

task and have no expericnen with this lyps of skill.

B = Familiar with. You are familiar with the stated task; bul you
wealild nead more experignce and practice to teel
comfortable and profickent In this lype of skil.

C = Experiencad in, You have parformad this task several

times; yau feel magaraely comfonable funclioning
independentty, hut you would ragquire & resource persorn

o be nearby.

P = Expert. You have a performed this (ask lrequently; you

feal comfortable and proficient in thig skill you woulg pot

tequire supervision or practice.

SKILL |A|B|c|n SKILL IAlBlGlD

INTERVENTIONS/ASSESSMENT: CARE OF THE PATIENT WITH:

Bladder distention Asthra

Breast engorgement Cardlac diseass

ovT | Digbetay

Episictomy R Substance abuse

Fluid balance intaclious ciseasa

Fundal height Mulliple Lirths

Lochia amount Tubal igation

Vital signs | Freaclampsia

Pmrireal hamatomao MEDICATIONS:

Hemorinoids Anlibiotics

interpretation of lab results Dy ticin i sion

Contraceptive counseling Rhcgam administration

insertion of catheter (faley or atraight) Administration of blood/blood products

Fosi C-sedion che Drawing bload from central line

“Post anesinesia care; Drawing venaus blood

Epidural Starting IV's
General Care of the patien! with cemral lina
Local Care of the patient with peripheral ilne
Spinal . Agzesament of pain level and lolgrance

Teach and asgist with:

Gare of patent with epidural

Us# of manual breast pump

“Formuia preparation and feeding

Infart care restraint

Infant caretaking skills -

Breastfaeding / parent education T conacioun £Adaton
|ateh-on procedures FOA

[Pozifioning
se of eleciric breast pump




POSTPARTUM/ NURSERY CLINICAL SKILLS EVALUATION - SELF ASSESSMENT

GKILL IAIB!CID SKILL IA[B|c|D
NORMAL NEONATAL CARE NORMAL NEONATAL CARE {CONTINUED)
Ballard seafe Bathe infant
Circumference Culture suspwc! infedtious neonale
Dubowitz scale Incubalorfisolaties
Length Infant identification
Neonalal jeundice Monitor bladder and bowet pattemns
Raflgses Neonale gardiopulmonary resuscitation
[ Vital signs T Pholoiherapy
Weight Themal-netral environment 1o prevent stross

Administer injections to neonate

Assist with circumcision

Assass post op dreumeision

‘Teach circurncision care 1o patients




Consent for Criminal Background Check

I heveby authorize AccuScreen Systems through Larry Bruce Childers and/or Darin N. Morgan,
suthorized agent under Title 40 R_S. 1300.5] to perform a criminal background check and/or s State
Police records check, 1 hereby hold harmless AccuSereen Systemas, Larry Bruce Childers, and Derin N.
Morgan from any cause of action that may arise from inaccurate information contained in State Police
records. I also wnderstand any adverse information contained within the files of State police and release to
the suthorized agency will be providad to me upon written request within ten (10) business days of
receiving notice that a record exists. FAX this form t0:(225) 383-6448 or (225) 3439237

Sigagturet Date:

To ensure an accurate and timely search, PLEASE PRINT elearly and complete this form sntirely.
PRINT Complets Name:

Date of Rirth: Race; Se:

88Nt | Driver's Lic.#t State Isswed:s
Strest Address:

City, State, Zip:

lfywhve“ﬂinmﬁmmhumwmmmwmh
following:

City, Swe, Zip

Country/Purish MoJYr,
Al last names YOU used while living here

City, State, Zip

Country/Paish _ Mo Yr,
All last names YOU used while living here

City, Stse, Zip

Country/Parish MoJYr.
All last nemes YOU used while Hiving hers

Profsmionsl Licsnss or Educatien Verifieation
Prof. Lic./ Degree Bamed License Number,
State/ institution Issuing Licensse/ Degree Date Insned

Addittons) Commanis:




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 Medical Stafflng, Inc., and
Independent Contractor understand and agree to abide by the Facility privacy policies and to
not use or further disclose and patient’s personal health information except as expressly
permitted by this Agreemem or as otherwise authorized in writing by the patient through

a consent or authorization meeting the requirements of the Privacy Regulations.

United Medical Staffing, Inc. and Independent Contractor 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 unauthorized parties. United Medieal Staffing, Inc. and
Independent Contractor agree to implement appropriate safeguards 10 prevent the
unauthotized use and disclosure of any patient’s personal health information received by
Facility under this Agreement. In addition, United Medical Staffing, Inc. and Independent
Contractor shall make available to the Facility 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 occuts, 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 Medical Staffing, Inc. and Independent Contractor understand that any unauthorized
disclosure of a patient’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



