9921 Stephen Decatur Road Suite C3

° Ocean City, MD 21842

Nurse Professionals Phone: A43.664.6915
Fax: 443-664-6879

HOme Cal'e, L oL e C e Email: nurseprof @comcast.net

www.nurseprofessionalshomecare.com

Dear Applicant:

Thank you for your interest in Nurse Professionals Home Care, L.L.C. We are looking forward
to you joining our community of quality health care providers. We are an established nursing
staffing agency that provides quality RNs, LPNs, GNAs, CMAs, and CNAs to clients who either
need skilled nursing care or additional nursing assistant care in a home setting. We have
placements available in pediatric and adult care. We are hiring reputable, reliable and
compassionate care givers on the Eastern Shore of Maryland. Our emphasis on placement of
nursing staff is based on the nursing staff’s need and specialty. Whether you desire to work
full-time or just on occasion, we will make every effort to find you a desirable assignment.

To complete the application process, please fill out the enclosed paperwork. If you have any
questions, please contact us at: 443-664-6915. We will also need for you to send a copy off
your current CPR card — the front and back of this card is needed, a copy of your latest PPD or
chest x-ray, a copy of your social security card and a copy of your driver’s license. Upon
completion of this required paperwork, please call us to set up an interview. You also may mail
the completed packet back and we will then contact you for an interview.

We look forward to hearing from you. Good luck in your chosen career.

Best Regards,

Q)Mfa éy,g&an faltte, 0. 85

Anita Logsdon Battista, R.N., B.S.

President, Nurse Professionals Home Care, L.L.C.



-\ | Nurse Professionals
| Home Care, L.L.C.

Employment Application

First Middle initial

Current address .
Streer address Ciey State Zipcude

Home P}Jone Work Ph«')ne

At this location uniil

Permanent address

Street address City Stare Zip code
Phone
Best timefday to reach vou
Professional discipline Specialty
Social Security number Date available to travel
How did you learn about Nurse Professionals, 1..L.C.? - Email address
ﬁ,ICENSURE {(Include photocopies of all license held. ) - \
State: State: State:
Expiration date: Expiration date: Expiration date:
CERTIF ICATION (Include phorocopies of all licenses held )
Check one:
O Certified O Registered O Registry Ehgibic O Other:
Cerrificate: Registration [ Registration number: Expiration date: /
Has your professional license or certification ever been investigated or suspended? O Yes O No
If ves, atrach separate sheet with explanation. _
Have you ever been convicted of a crime other than a minor traffic violation? O Yes O No
Il yes, artach separate sheet with explanation.
Have you ever been named as a defendant in a professional liability action? OYes ONeo
Can you submit verification of your legal right to work in the U.8.2 OYes ONo
If you will be employed on a visa, please specify type of work visa:
' ] Month/Year |Diplomas, \
EDUCATION | Name and Location of School Graduated |Degrees received
Colicge
Graduare School
Orther School

\ (If applicable) | /

Person to notify in case of emergency:

Namc Relationship

Street address J Cury Stare Zipeade Phone



EMPLOYMENT PROFILE

Please indicate all of your employment for the past ten (10) years. beginning with your moest recent employer,

Applicant’s Name

Are you employed now? O Yes O No Ifso, may we contact your present employer? O Yes O No

J
<

Facility [ employer Dept.
Street address City State Zipeode
Datesemployed: From To Reason for leaving
Position held Specialey
Supervisor's name and tile Phone
Other supervisor? Phone
@1 assignment? OYes ONo Localstaffagency? OYes ONo
/
@cﬂity J employer Dept. \
Street address City State Zipcode
Datesemployed: From To Reason for leaving
Position held Specialty
Supervisor’sname and title Phone
Other supervisor? Phone
QV&I assiment? OYes ONo Localstaffagency? OYes ONo
ﬂaciiity femployer Dept.
Street address City State Zipcode
Datesemployed: From To Reason for leaving
Position held Specialty
Supervisor's name and title Phone
Ocher supervisor? Fhone
O Ne Local staffagency? OYes ONe

\vael assisnment? O Yes

"

Other Names under which you have been employed

Please document reasons for periods you were not employed.

The information provided in the application for employment is true, correct and complete. I acknowledge that any misstatement or omission of
fact on the application may result in my disqualification from employment. T authorize Nurse Professionals Home Care, L.L.C. to release this

application and reference information to Nurse Professionals Home Care, L.L.C. affiliates, and Nurse Professionals Ho
institutions only afier receiving my express written or verbal consent for each assignment opportunity. I nnderstand ¢
Home Care, L.L.C. permission to submit my application for assignment epportunities.
be required by certain states or client insticutions. Nuxse Professionals Home Care,
marital status, age, handicap, or national origin in the hiring, retention or promotion of employees,

or fringe benefits paid to them.

Signature

Date

me Care, L.L.C. client
hat by giving Nurse Professionals
Tam also agreeing to any criminal background search that may

L.L.C. does not discriminate on the basis of race, color,

religion, sex,

net in decemining their rank or the compensation



EMPLOYMENT PROFILE

Applicant's Name

Complete for any other positions you have held for the past ten (10) years.

/Facilicy [/ employer

Dept.

Street address City State Zipcode

Dates employed: From To Reason for leaving

Position held Specialty

Supervisor’s name and tide Phone

Other supervisor? Phone

Travel assignment?  OYes ONo Localstaffagency?  OYes ONo
O v
Gmﬂit}r [ employer Dept. \

Street address Ciey State Zipcode

Datesemployed: From To Reason for leaving

Position held Specialty

Supervisor’s name and title Phone

Other suparvisor? Phone
Qave] assignment?  OYes ONo Localstaffagency?  OYes ONo /
/Facﬂity [ employer Depr. ﬁ

Street address Ciy, State Zipcode

Datesemployed: From To Reason for leaving

Pesition held Specialty

Supervisor's name and title Phone

Other supervisor? Phone

Travelassignmen?? OYes ONo Localstaffagency? O Yes ONo i
N A

\

Facility [ employer Dept.

Street address City, State Zipcode

Datesemployed: From To Reason for leaving

Position held Specialcy

Supervisor’s name and title Phone

Other supervisor? Phene

O No Localstaffagency?  OYes ONo-

vael asionment? O Yes




VIPLOYMENT PROFILE

AN

AN

X

Applicant’s Name
Facility [ employer Dept.
Street address Cicy : State Zipcode
Dates employed: From To Reason for leaving
Position held Specialey
Supervisor's name and title Phone
Other supervisor? _ DPhene
de assignment?  OYes ONo Localstaffagency? O Yes ONo
/Facﬁity { employer Dept.
Street address Ciry State Zip code
Dates employed: Fraom To Reason for leaving
Position held Specialty
Supervisor’s name and title _Phone
Other supervisar? Phone
Travelassignment? O Yes O No Localstaffagency? O Yes ONo
Gﬁcﬂity { employer Dept.
Strest address City State Zip code
Dates employed: From 'fa Reason for leaving
Position held Specialey,
Supervisor's name and ritle Phone
Other supervisor? Phone
Travelassignmen?  OYes OWNo Local staffagencs? O Yes O No
\L
/Facﬂicy," employer Depr.
Srreet address City State Zip code
Dates employed: From To Reason for leaving
Position held SpeciaEty-
Suparvisor’s name and title Phone
Other supervisor? Phone
Travel assignment G Yes ONo Localstaffagency? OYes ONo




SUBSTANCE ABUSE POLICY

It is the purpose of Murse Professionals Home Care, L.L..C. to provide a drug-free environment for our
clients and our employees. Nurse Professionals Home Care, L.L.C. has established the following policy
for existing and future emplovees.

PROHIBITED ACTIVITIES

The use, possession, solicitation for, or sale of any illegal drugs, narcotics, alcohol, or prescription
medication without a prescription on company or customer premises or while performing an
assignment is strictly prohibited.

DRUG TESTING

Nurse Professionals Home Care, L.L.C. may conduct drug testing under the following circumstances:

New Applicant: Applicant will be required to pass a drug screen prior to employment.

Randomly: An unannounced random selection of employees for testing may be conducted as
deerned appropriate by Nurse Professionals Home Care, L.L.C.

For Cause: When it is the belief of Nurse Professionals Home Care, L.L.C. and/or facility that a drug
Problem exists or behavior is inappropriate, drug testing may be required, to include on

site testing

POLICY COMPLIANCE

Applicants who fail to pass a pre-employment drug test will not be eligible for employment with Nurse
Professionals Home Care, L.L.C.

Employees of Nurse Professionals Home Care, L.L.C. who test positive, or who admit to substance abuse,
will be subject to Nurse Professionals Home Care, L.L.C. disciplinary action up to and including
termination of employment with Nurse Professionals Home Care, L.L.C.

Nurse Professionals Home Care, L.L.C. will report any such disciplinary action to the appropriate State
Board Licensing jurisdiction for review (for applicants and current employees).

Employees who test positive or admit to substance abuse will be referred to local agencies that provide
rehabilitation and counseling services for treatment at their own expense

CONFIDENTIALITY

Applicants and employees should know that as a condition of employment, Nurse Professionals Home
Care, L.L.C. and/or parties involved in the testing process may be required to provide documentation



regarding drug testing to clients and that the applicant or employee release Nurse Professionals Home
Care, L.L.C. to provide this information if required for placement.

Information regarding an individual’s drug testing results will only be released upon the written consent
of the empioyee except as noted in the above paragraph.

Nurse Professionals Home Care, L.L.C. will maintain ali employee test records in confidence; however,
the testing laboratory will disclose information related to a positive drug test of an individual to
individual, Nurse Professionals Home Care, L.L.C. or the decision maker in a lawsuit, grievance, or other
proceeding initiated by or on behalf of the individual and arising from a certified positive drug test.

Any employee who is the subject of a drug test conducted under this policy shall upon written request
to Nurse Professionals Home Care, L.L.C. have access to any records relating to his/her drug test and any
records relating to the results of any relevant certification, review, or revocation of certification
proceeding.

REGULATORY COMPLIANCE

Any provisions of this Substance Abuse Policy statement that may be in compliance with any local, state,
or federal law will be applied by Nurse Professionals Home Care, L .L.C. 50 as to be in compliance with
any local, state, or federal law.

| have reviewed and understand the contents of the Substance Abuse Policy.

l understand and agree to submit to a urine, blood, or hair specimen for testing under the circumstances
and conditions outlined within this Policy. Furthermore, | understand and agree that if | am involved in
an accident or other unusual occurrence, which requires medical treatment, the treating physician may
order testing which includes a urine, blood or hair specimen.

I hereby hold harmless all parties concerned and involved in the process of administering such drug
testing and will not use Nurse Professionals Home Care, L.L.C. or the parties involved for any action
taken as a result of said drug testing under this Policy that may prohibit me from securing a job with
Nurse Professionals Home Care, L.L.C. or prevent any continued employment with Nurse Professionals
Homecare, L.L.C. or with any other company or party.

I understand that as a condition of employment, Nurse Professionals Home Care, L.L.C. and/or the
parties involved with the drug testing process may be required to provide documentation regarding
drug testing to clients. | release Nurse Professionals Home Care, L.L.C. to provide this information if
required for placement,

| hereby attest that | have read and understand the Substance Abuse Policy and that | must be drug and
alcohol free as a condition of employment and continued employment with Nurse Professionals Home
Care, L.L.C.

Employee Signature Date



L] k-l %
Nurse Professionals Skills Checklist
0 Home Care, L.L.C.

R : This profile is for use by nurses with more than one year’s
experience in their discipline and specialty. It will not be the
only determining factor in your acceptance for employment.

Last name:

IS S — 4 Il

R N N
Social Security number-

Please mark your leve] of experience

Theor}r, no practice One - two years experience
B , Intermitrent experience @ Two plus years experience

.-\.CARDIOVASCULAR A B Cc D B. PULMONARY A B e D
L. Assessment I. Assessment
a. Ausenltarion (rate, thythm) ... O O 0O O a. Breath sounds..........cevvunre O 4 O 0O
b. Blood pressure/non-invasive ... O 0 O O b. Rate and work of breathing .............. O O O
¢-Doppler ... O o o g 2- Interpretation of lab results
d. Heart soundsfmunm!rs ____________________ O 0O O O a. Blood chemjstr_y Tt O O O o
¢. Pulses/circulation checks...__ O O g o b.Blood gases........ovoeoco O O g g
2. Equipment & procedures 3. Equipment & procedures
2. Telemetry 2. Airway management devices/suctioning
(I) Basic I2 lead interpretation .......__.. O 8B oo (I) Endotracheal tube/suctioning ...._.... O o oo
(2) Basic arthythmia interpretation ..... O O o o (2) Nasal airway/suctioning .............. . O O o o
(3) Lead placemen................ 0O o o o 3 Oropharyngeal[suctioning .............. O O o o
b. Pacemaker () Sputum Specimen collection ... O o o g
{I)Permanent ... O o o o (5) Tracilenstomylsuctioning ............... O 0o g g
@ Temporary ] O 0O b. Assist with intubation..........._______ 0O o 0 o
3. Care of the patient with: €. Assist with thoragentesis R ROR i N  | O O
a. Abdominal aortic bypass ... O 0O 0 O d. Care of the patient on a ventilator ..._... [ £ O O
- Aneurysm""'"‘""""“"' """"""" u L-’] D D e. Care of the Pacient with g chest tube
€ ABGIDR o o 0 o o (1) Assist with set-up & insertion ... 0o o o 0o
d. Cardiac arrest ..o o O 1 @) Measuring and emptying ... 0 0 O 0O
:‘* gﬂrdizlm}’zpath)’ g g g 8 ()Removal.oooo . o o d o
TR S N o f. Chest physiotherapy O 0O 0O O
& Congestive heart failure (CHP) e . 0 o g. Incentive SPIEORE s | O O O
}1-\§emora;;R°P1iEEﬁl . g g E[ S h.O, therapy & medication delivery systems
A MYOCATALIS oot
Ly 3000 | O o oo
K. Post i A T 0 o 0O (3) Facemasks ... O 0O 0O O
L. Postcardiac cach.........______ errreacas S O o ) Inha]ers O O o 0O
m. Post cardiae surgery ... ... U o o o (5)Nasal cannula ... O o o o
o df:;‘]_’;’::“Phkb’“ """""""""""""""" HO oo (6) Porcable Oy cank ... oo oo
a. Heparin (lrip .......................................... 0O O o O (/) T-rach B — g g g g
b. Oral e 1 S O O o o L —
c. Oral & Ivp antihypertensives ..., o 0O 0o o
d. Oral & topical nitrases . ........... O O o o




| I i A i 1 i 1 ] i H 1 ] 1
First name:
A B C D
b. Catheter care
(8) 3~way Foley.. oo O 0 Ll _ G
{2) Supra-pubic ... O] LK L3 0O
--¢. Bladder irrigations
{ErEonbanbus s e 5 O O (]
2} Intermittent..........oooeoo «. 13 O 0 4
d. Specimen collectien
(1) Routine . O i3 0 a
{2) 24 hour... . O g O O
4. Care of the patient mth:
. Hemodialysis oo 5 ] D O
b Nephrectomy oo 0 0 i O
¢ Perttoneal dialysis........co.o............ G i1 I 0
% Renalfailore oonmmmsppenmes T I O i
<. Benal transplant ..o O 0 c 0
R R o 18 (] B 1
g. Unnary diversion/
i leal condnit nephrostomy ..o g ] 3 0
h. Urinary ractinfection ..o (O {3 i1 d
. EN DOCRI\FT!METABOLIC
l. Assessment
a. 5/3 diabetic coma............ B o 0
b. $/S insulin reaction 0 0 0
2. Equipment & procedures
2. Blood glucose monitoring
(1) Elgcironic measuring device
type
(23 Performing finger stick ......... . O i 3 0
(3} Visual blood glucose strips .............. [ 0O, g O
b. Indwelling insulin pump oo 0 ] 0 {1
3. Care of the patient with:
a. Dizbetes mellitns ..o [ | O 0
0. Disorders of adrenal gland.........._.... 01 ] ]
{(Addison's disease}
. Disorders of pituitary gland oo, o 2 c a
{Diabetes insipidus)
d. Hyperthyroidism (Grave's disease)........ O 4 &l O
2. Hypothyroidism... SOSRSI X. & ] [}
£ Thyroidectomy ... ] [} | O
4. Medications { admmlstﬂhon and teaching
8 ISR O i {d
b, Oral bypogiyeemic o] ] i O
c. Steroids... O O 0
d. Thytoid... O D 1
H. WOUND \J{A\IAGF\JE\YF
1. Assessment
a. Skin for impending breakdown ... [} I [ O
b Stasiswleers ... 0 [ ]
c. Surgical wound healing ... OJ O Ed 0
2. Equipment & procedures
&, Air fluidized, low airloss beds. . s B J O 0
b. Sterile dressing changes............_._ 0 0 EY (|
c. Wound earefirrigations ... i 0 [ il

{ ST | H i i 1 i 1 1 1 ] t L

Last pame:

i 3

d.

3. Care of the patient with:

©. Pressure sorcs
c. Staged decubitus uleers. ...,
d. Surgical wounds with drajn{s .....................
e. Traumatic wounds

ONCOLOGY

. Assessment
a. Nutritional RIS st S G

b. Pain contro]

2. Interpretation of lab results
a. Blood chemistry

b. Blood counts

Equipment & procedures:
a. Reverse isolation

)

4. Care of the patient with:
3. Bone mamow transplant.

b. Fresh oncologic surgery ......

2

Inpatient chemothzrapy ...
d. Inpatient hospice

C. LeuKeMIa oo e
£ Radiation implant ...
5. Medications: Chcmoth»rapvcemﬁcatmu"
INFECTIOUS DISEASES
1. Interpretation of Iab results: blood count

2 Equipment & procedures
a. Fever management

b, Isolation .o
3. Care of the patient with:
2. AIDS iy
K. PHLEBOTOMY / 1V THERAPY
1. Equipment & procadures

a. Administration of blood/blood products
(LyAlbumin .

(2) Cryoprecipitate........o.........

(3) Packed red blood cells.....

{4} Plasma ...,

(5) Whole blood.........cocoooer.ooi.,
b, Drawing blood frem cenirzl line

¢. Drawing venous blood._.
d. Starting TVs
(1) Angiocath ...
(Z)Butterfly ...
(3) Heparin lock.........

0o

| Oo0dan w

0o

1

Oooonod

3
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%

0 1 O 6 Y
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Lt e B 0 e B o o B Yoo B b B ¥ e § g Tog

First name: Last name;

e
o
@]
=,

>

4. Care of the patient with: 3. Careof the patient with:

2. Bronehoscopy .ooocveeiciicceec. (0 d N | 2. ATIDREATION w1
b COPD womsmnwiiiittmiemm— LF £ 3 0 b. Arthroscopic surgery S——1
. FPresh tracheostamy .oooovenoneiie 0 0O 4o O S i RS o
d. Lobectomy oo, 0 O O O d. Osteoporosis ———.....coememreverrciooo O
e. Pneumonectomy , O O O O e. Pinned fractures....ccocoooeoeeeneeeeen i
Fr DreHiiohil . e i o o & o . Rheumaric/arthritic disease................ [J
z. Pulmenary embolismcoooee.. O O i % g. Total hip replacement.c...................... O
k. Thoracntomy ................................... o (] 0 1 “h. Total knee replacement ... £
‘ i Tuberculosis . oo, O O o O E. GASTROINTESTINAL
C. NEURQLOGICAL
LA 1. Assessment
. Assessment : o
5 : g i
e il s T T e —
b. Level of consciousness......oooo..... 3 3 (| B F}uuiiiiaianec O
2. Equipment & procedures & DA v 0 O
a.  Assist with lumbar PURCHUTE e 4 O 0 [3 & Interpretauon ofblood chemistry R &
b, Useof hy-ger]hypothe:rmm blanket...... O O O [} 3. Equipment & procedures
3. Care of the patient with: . a. Administration of rube feeding
a, A.ncur}am DIacantions....o.veneeciens O D O G (])F&eding PRI ccvmrmcssnisss v O
b. Basalskull fracture oo, O 0 | ad (2) Gravity feeding_.-.......__‘.._.__.....,._.. 50
¢ Closed head injury ...ocooovicivnrnnnnnnns | . ] O (3) Seline lavage ..o O
COMA e riiemirrr ettt ee e 0 | (] fiol b. Flexible feeciing tube
— 0 i o O (i.e.,Cotpak, Dobboff) oo T
c. Management of
A - d ] = O (I) Gastrostomy tube ........ocvvereceen.. L
g Encephalitis....ooooooi a 0 % U (2) Jejunostomy tube...oooovenr e, (]
h. Extemalized VPshunts..ccccceeeee. 0 OO O O3 (3) TAube oo O
. ; s ke ] i .
Lo Meningitis e L= B O L d. Placement of nasogastric tube..... .3
j- Neuromuseulardisease ... O O O O e. Salem SUmp o SUCEION —o\ovvvvoeeveoe .|
k. Post eraniotomy | O 0 ] 4. Care of the patient with:
T ] ] O ] a. Bowel obseruetion ... (!
o Spinal cord FRER. vy O 0O o 0 b. Colostomy/ileostomy -vvererverarerecnernn. LJ
4. Administration of anticonvulsanes.____... ] | O 1 c. GI blceding """"""""""""""""""""" U
d. Glsurgery ... . &
D. ORTHOPEDICS & FIOPEIES occnsovivmsanipiim st s 0
1. Assessment :
; f. Inflammatory bowel disease................. [
1. Circulationcheeks................... = a O & 2 i o B . 1
g. Invasive diagnostic testing .................. 3
L T T W 0 ] i ; Liver failure —
- 0 0, i e iy i
¢ ool Mot e i s O O & O
1 Ekin 0O 0 o oo i Paralyticileus ... 0
2. Equipment & procedures ..o F. RENAL/GENITOURINARY
2. Continucus passive motion devices....... td g | ! 1. Assessment
b. Support devices a. Arterio venous fistula/shunt .....oconennn, 0
EI) Cane. i d O O [} b. Fluid balance ... ereennne SO
2 ) Cerrsabelit s s O O 0 il 2. Interpretation Oﬂnb resuhs
{3) Gaitbelr ..., a O O ] ? BET;;\I &;reatmma"""'""“'""""""'"" g
(4) Prosthetic .ociverreeriinmirene e, 3 O 1 0 3 D“ .ectm }’Tj .................................... .
X B - I:i O o 3. Eqmpment &prcce&uh—:—s
P} e — a. Insertion & care ofstraig]xt and Pcﬂay catheter
{6) Transfer boards........ e a Ll £ L - {I) Female ...,
7y Walker oo = o S —— a
(8) Wheelehair ..o SR 1 O O
€. TTaCtION oot eaees L O 4 il

o
©
o}
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SO SO SO, TN SN S VOIS S OO O SN O NN S QO SN O U SO U SRS T (N SO N I N NS S N S SRR
First name: Last name:
A B c D A B C D
2. Care of the patient with: L. PAIN MANAGEMENT
4. Central line{ catheter | rlressing 1. Assessment of pein hwe'irf tolerance........,... 0 O i ]
G G R W O O o - 2. Care of the patient with:
(2)Groshong ... @ 0 O O a. Epidural anesthesiafanalgesia.............. O .G 0O 0
() Hickman.oocviie. @ O g o b. IV conscious sedation ..o O 8- O O
(1) Portreath i e cmsssinssaseresinsssense O 2 O g c. Narcotic analgesia cooiciicccciniiviinee. 4 0 o O
(F)QuiBtE s mmis s emiseas: Ll ] O O d. Patient controlled analgesia
b. Peripheral linefdressing ......ccccco... 0] 1 B | (PEAPUTIPY ovowmssmmienmrsesms 1) B | g O

Please check the boxes below for each age group for which you have expertise in providing age-appropriate nursing care.
AGE SPECIFIC PRACTICE CRITERIA

A. Newborn | Neonate (birth - 30 days) D. Preschooler (3 - 5 years) G. Young adults (18 -39 years)

B. Infant (30 days - I years) E. School age children (5 - 12 years) H. Middle adults (39 - 64 years)

C. Toddler (I-3 years) F. Adolescents (12 - 18 years) L. Older adules (64+)
EXPERIENCE WITH AGE GROUPS: A B o D B e G H I
Able to adapr eare to incorporate normal growth and
development. ] O O 4 0 Ll ] 0 O
Able to adapt merhod and terminology of patient instructions to )

their age, compreheasion and marturicy fevel. (| 1 (] 0 O (] i 0 i
Can ensure a safe environment reflecting specific needs of
various age groups. 3 O E} 0 L L O a1 [
My experience is primarily in: {Please indicate number of years)

00 Medical L ; year(s) 0 Onecology L1 yyears) [0 OB/GYN L vearls)
3 Surgical 31 L3 year(s) [ Neurclogy L vear(s) O Psychiatry l__._, vear(s)

[ Telemeory 1_1__1 vear(s} O Pediatrics {_._| year(s) [0 Rehabilirarion ]_1_1 year(s)

1 Orthopedics | v year(s} {1 Qther {type) L__._;___z vear(s}

Certification: (mojday/yr)

1 1

] BCLS Exp. date: | / | /

L1 Computerized charting system:

datesi 5 5 L_.1

0

Medication administration system: AL L e e s

e

' /s /
[ Other (type): Exp.dared o o+ b 4+ 1w e g

The information given is true and accurate to the best of my knowledae. 1 hereby authorize Nurse Professionals Home Care, L.L.C. to release this
Skills Checkdist to Client facilities of Nurse Professionals Home Care, L.L.C. in relation to consideration of employment as a nurse with those facilities.

§ /s /
Signature Date




. PHYSICIAN’S STATEMENT
Nurse Professionals

.| Home Care, L.L.C.

AUTHORIZATION:

' do hereby authorize
(Name)

, to release to Nurse Professionals Home Care, L.L.C., its affiliates, and any of its hospitals

(Client Physician)

or instituuons any intormation acquired in my recent medical examination which is relevant to my employment.

Signature Date
TUBERCULOSIS SCREENING/IMMUNIZATION STATUS
(to be completed by physician)

TEST DATE DATE READ INDURATION READ BY RESULT
PLACED

Step 1 PPD (acceptable CINegative

only if fully documented) OPositive

Step 2 PPD (accepted CONegative

Only if fully documented) OPositive

Chest X-ray Attach written

(if PPD positive) results

BCG Inoculation

Does individual have a latex allergy? [ No @O Yes (If yes, the reverse side of this form must be completed.)

I have examined and obtained a current history on the individual named above, and to the best of my knowledge, he/she is in good
physical and mental health, is free of any communicable diseases, has no physical limitations and is able to function in his/her
professional discipline and specialty on a full-time basis at full capacity without any accommodations.

Signature of Physician Date

Printed name of Physician Date of physical exam
OTHER REQUIREMENTS

The following tests are typical requirements for employment with Nurse Professinals Home Care, L.L.C. and standard in the
healthcare industry. Please attach copies of results.

e  Positive titer or immune status for Rubella, Rubeola, Varicella and Mumps

e  Hepatitis B vaccine, titer or signed declination form

e  Hepatitis C titer

e Tetanus/TD Booster

As a condition of employment as an agency nurse, some healthcare facilities may have health requirements in addition to this list.

Nurse Professionals Home Care, L.L.C.




Two Step PPD Policy

The two-step test is not the usual PPD skin test in which you receive an injection of PPD and the test
area is observed one time at a specific time frame.

The two-step PPD test is used to detect individuals with past TB infections who now have diminished
skin test reactivity. This procedure reduces the likelihood that a boosted reaction is later interpreted as
a new injection.

The reason for the two stage PPD test appears to be the “booster phenomenon”. It occurs in some
people who were infected with TB in the past because the body loses its ability to react to the
Tuberculin solution. Thus, when these people are tested many years after the initial infection they may
have a negative reaction. However, if they are tested a second time within op to one year of the first
test, they may have a positive reaction. This positive reaction is due to a “boosted” ability to react to the
Tuberculin solution. To avoid misinterpretation between a boosted response and a new infection, many
facilities employ the two step procedure. In this procedure a person is given a baseline PPD test. If the
test is (), a second test is administered 1-3 weeks later (i.e. the second test can be read 7-21 days after
the first). If the second test is negative, the person is considered uninfected. If the second test is
positive, then the person is considered to have a “boosted” reaction to an infection that occurred in the
past.

Beyond that, secondary testing is useful to help offset potential false negative testing results. The
sensitivity of the Tuberculin testing in patients presenting with newly diagnosed pulmonary TB can be as
low as 80% in immune-compromised or otherwise unhealthy compromised patients. The 20% false
negative rate is due to a combination of immune-suppression of delayed hypersensitivity from cytokines
as well as factors relating to acute iliness and/or poor nutrition. Even once these patients have returned
to normal health and nutrition status, such as those in the general population, the sensitivity of
Tuberculin testing is still only approximately 95%. This one-in-twenty false negative rate could certainly
warrant the use of secondary testing, especially for those working in a healthcare setting.



We have begun to utilize the “4 visit” approach for two step testing (per CDC):

1. Visit1, Day 1: PPD antigen is applied under the skin

2. \Visit 2, Day 3: PPD test is read (within 48-72 hours of placement). If positive, it indicates TB
infection and a chest x-ray and further evaluation is necessary.

3. Visit 3, Day 7-21: A second PPD skin test is applied (for those that test one was negative).

4. Visit 4, 48-72 hours after placement: the second test is read. A positive 2™ test indicates TB
infection in the distant past. CXR and further evaluation will likely be necessary.



Employment Eligibility Verification USCIS
Form I-9
Department of Homeland Security

. ’ y OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

BSTART HERE. Raad instructians carefully bafore complating this form. The instructlons must be available during completion of this farm
ANTIDISCRIMINATION NOTICE: itis illagal to discriminate against work-authorized individuais. Employars CANNOT specify which

document(s) they will accept from an employee, The refusal {o hire an individuat because the documentation presemted has a fufure
expiration date tnay alsc constitute llegal discrimination.

Section 1. Employee Information and Attestation (Empioyess must complete and sign Section 1 of Form -9 no later
tharn the first day of employment, but nof before acecepting a job offer.)

Last Name (Family Name)

First Name (Giverr Mame) Middle Initial | Other Mames Used (if any}

Address (Straet Number and Name) Apt. Number | City or Town State Zip Cade

Date of Birth (mm/ddAvyy) 1U.S. Social Security Number | E-mail Address Telephone Number

| am aware that federai law provides for imprisonment and/or fines for false statements or use of false dacuments in
connection with the completion of this form.

| attast, under penalty of perjury, that I am (check one of the following):
[] A sitizen of the United States

[[] A noncitizen national of the United States (See instructions)

7] A lawful permanent resident {Alien Registration Numbetr/USCIS Nurntber):

7] An alien authorized to work until (expiration date, if applicable, mmiddAyyyy) . Some aliens may write "NIA" in this field.
(Sea instruclions}

Far afiens authorizad to work, provide your Alien Registraiion Number/USCIS Number OR Form /-94 Admission Number:
1. Alien Registration Number/USCIS Number:

3-D Barcode
OR Do Not Write in This Space
2. Form 1-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Fareign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: Date {mmidd/yyyy):

Preparer and/or Translator Certification {To be compieted and signed if Section 1 is praparad by a person other than the
employes.)

| attest, under penalty of perjury, that I have assisted in the compiefion of this form and that to the best of my knowledge the
Information is true and correct.

Signalure of Preparer or Translator: Date (mm/ddAiyyy):

Last Name (Famiy Name) First Name (Given Name)

Address {Street Number and Namas}

City or Town Stafe Zip Code

Employer Completes Next Fage

Form -9 03/08/13 N Page 7 of 9



Section 2. Employer or Authorized Representative Review and Verification

{Employers or thelr authorized rapresentative must comnplete and sign Section 2 within 3 business asys of the employee's first day of amployment. You
must physically exarine one decument from List 4 OR examine a combinalion of ona docimnent fram List B and one document fram List C as fisted on
the "Lists of Acceptabie Documents” ont the next page of this form. For each document you review, record fhe following Infarmation: document title,
issuing authorily, document number, and expiration date, if any.)

Employea Last Namae, First Nama and Middls Inftial from Section 1:

List A CR ListB AND Liat C
Identity and Employment Authorization |deniity Employment Authorlzation
Document Title: -1Document Title: Document Title:
Issuing Atthority: [ssuing Authority: Issuing Autharity:

Document Number:

“|Document Number;

Document Number:

Expiration Daie (if any)(mm/ddinyy):

- |Expiraiion Date (if anylmmidddyyyy):

Expiration Date (if any){mm/ddiyyy):

Decument Tille:

Issuing Authoerity:

Document Mumber:

Expiration Date {if any)(mm/adivyyy):

Dacument Titla:

[ssuing Authority:

Dacument Mumber:

IExpiration Date (if any)tmm/ddiyyyy):

3-D Barcode
Do Not Write in This Spaca

Certification

| attest, under panalty of perjury, that (1) | have examined the document(s} presentad by the above-named amployee, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the bast of my knowledge the
amployee is authorized to work In the United States.

The employee’s first day of employment (mm/dd/vyyy):

(See instructions for examptions.)

Signature of Employer ar Authorized Representative

Date (mmiddiyyy)

Tille of Employer ar Authorized Representative

Last Name (Family Name)

First Name (Given Namej

Employer's Business aor Organization Name

Employer's Business ar Organizatlon Address (Street Number and Name) | City or Town

State Zip Cote

Section 3. Reverification and Rehires (7o se completed and signed by employsr or authorized representative.)

A, New Name (if applicaile) Last Name (Family Name) First Name (Giverr Name)

Middte Initial |B. Date of Rehire (if applicable) (mm/dd/nvyy):

€. Ifempioyee’s previous grant of employment authorization has expired, provide the infarmation for the document from List A or List C the employee
presented hat establishes current employment authorization In the space provided below.

Dacument Title:

Dosument Number;

Expiration Date {if any) (mmvddiayyl:

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United Statos, and if
the employee presented document(s), the document(s) | iave examined appear fo be genuine and 1o rslate to the individual.

Signature of Employer or Authorized Representative:

Date (mm/ddfpyyyh

Print Narne of Employer or Autharized Represantative:

Form 1-9 03/08/13 N

Pape 8 of 9



. W-4 Employee’s Withholding Certificate OMB No. 1545-0074

Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

Department of the Treasury Give Form W-4 to your employer. 2 @ 25

Internal Revenue Service Your withholding is subject to review by the IRS.

Step 1: (a) First name and middle initial Last name (b) Social security number

Enter Address Does your name match the

Personal name on your social security

: card? If not, to ensure you get

Information City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

(c) |:| Single or Married filing separately
|:| Married filing jointly or Qualifying surviving spouse

|:| Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

TIP: Consider using the estimator at www.irs.gov/W4App to determine the most accurate withholding for the rest of the year if: you
are completing this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your
marital status, number of jobs for you (and/or your spouse if married filing jointly), dependents, other income (not from jobs),
deductions, or credits. Have your most recent pay stub(s) from this year available when using the estimator. At the beginning of next
year, use the estimator again to recheck your withholding.

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, and when to use the estimator at www.irs.gov/W4App.

Step 2: Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
Multiple Jobs also works. The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for the most accurate withholding for this step (and Steps 3-4). If

you or your spouse have self-employment income, use this option; or
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate . . . . . . . . . .

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate if you complete Steps 3-4(b) on the Form W-4 for the highest paying job.)

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent )
and Other Multiply the number of other dependents by $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enter the totalhere . . . . . . . . . . 3 |$
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won't have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4a)|$
Adjustments (b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere . . . . . . . . . . . . . . . . . . . . . .. |4a0|%
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2025)



FORM

MW507

Purpose. Complete Form MWS07 so that your
employer c¢an withhold the correct Maryland
income tax from your pay. Consider completing
a new Form MWS507 each year and when your
personal or financial situation changes.

Basic Instructions. Enter on line 1 below, the
number of personal exemptions that you will be
claiming on your tax return; however, if you wish
to claim more exemptions, or if your adjusted
grass income will be more than $100,000 if
you are filing single or married filing separatety
(5150,000, i you are filing jointly ar as head
of fousehold), you rmust complete the Personal
Exemption Worksheet on page 2. Complete the
Personal Exemption Worksheet on page 2 to
further adjust your Maryland withholding based
upon jtemized deductions, and certain other
expenses that exceed your standard deduction
and are not being claimed at another job or by
your spouse. However, you may claim fewer (or
zero) exemptions.

Additional withholding per pay period
under agreement with employer. If you are
not having enough tax withheld, you may ask
your employer to withhold more by entering an
additional amount on line 2.

Exemption from withholding. You may

be entitled to claim an exemption from the

withholding of Maryland income tax if:

a. last year you did not owe any Maryland
Income tax and had a right to a full refund
of any tax withheld; AND

b. this year you do not expect to owe any
Maryland income tax and expect to have
a right to a full refund of all income tax
withheld.
If you are eligible to claim this exemption,
complete Line 3 and your employer will not
withhoid Maryland income tax from your wages,
Students and Seascnal Employees whose
annual income will be below the minimum
filing reguirements should claim exemption

from withholding. This provides more income
throughout the year and avoids the necessity of
filing a Maryland income tax return.

Certification of nonresidence in the State
of Maryland. Complete Line 4. This line is
to be completed by residents of the District
of Columbia, Pennsylvania, Virginia or West
Virginia who are emploved in Maryland and who
do not maintain a place of abode in Maryland for
183 days or more.

Line 4 is NOT to be used by residents of other
states who are working in Maryland, because
such persons are liable for Maryland income tax
and withholding from their wages is required.

If you are domiciled in the District of Columbia,
Pennsylvania or Virginia and maintain a place
of abede in Marytand for 183 days or more, you
become a statutory resident of Maryland and
you are required to file a resident return with
Maryland reporting your total income. You must
apply to your domicile state for any tax credit to
which you may be entitled under the reciprocal
provisions of the law. If you are domiciled in
West Virginia, you are not required to pay
Maryland income tax on wage or salary income,
regardless of the length of time you may have
spent in Maryland.

Under the Service members Civil Relief Act, as
amended by the Military Spouses Residency
Relief Act, you may be exempt from Maryland
income tax on your wages if (i) your spouse is a
member of the armed forces present in Maryland
in compliance with military orders; (i) you are
present in Maryiand solely to be with your
spouse; and (iii) you maintain your domicile
in aneother state. If you claim exemption under
the SCRA enter your state of domicile (legal
residence) on Line 5; enfer “EXEMPT” in the
box to the right on Line 5; and attach a copy
of your spousal military identification card to
Form MW507. In addition, you must also
complete and attach Form MWS07M.

Duties and responsibilities of employer. Retain
this certificate with vyour records. You are
required to submit a copy of this certificate and
accompanying attachments to the Compliance
Division, Compliance Programs Section, 301
West Preston Street, Baltimore, MD 21201,
when received If:

1. you have any reason to believe this
certificate is incorrect;

2. the employee claims more than 10
exemptions;

3. the employee claims an exemption from
withholding because he/she had no tax
liability for the preceding tax year, expects
to incur no tax liability this year and the
wages are expected to exceed $200 a week;

4, the erployee claims an exemptlon from
withholding on the basis of nonresidence; or

5. the employee claims an exemption from
withholding under the Military Spouses
Residency Relief Act.

Upon receipt of any exemption certificate {Form
MW 507), the Compliance Division will make
a determination and netify you if a change is
required.

Once a certificate is revoked by the Comptroller,
the employer must send any new certificate from
the employee to the Comptroller for approval
before implementing the new certificate,

If an employee claims exemption under 3 above,
a new exemption certificate must be filed by
February 15th of the following year.

Duties and responsibilities of employee.
If, on any day during the calendar year, the
number of withholding exemptions that the
employee is entitled to claim is less than
the number of exemptions claimed on the
withholding exemption certificate in effect, the
employee shall file a new withholding exemption
certificate with the employer within 10 days
after the change occurs.

Employee’s Maryland Withholding Exemption Certificate

Print full name

Sodal Securlty number

Street Address City, State, ZIp

County of resldence (or Baltimore City)

[] single ["1 Married (surviving spouse or unmarried Head of Household) Rate [] Married, but withhold at Single Rate
1. Total number of exemptions you are claiming not to exceed line f in Personal Exemption Worksheet on page 2 cooveeeveccececenennn f 1.
2. Additional withholding per pay periocd under agreament Wikh @M DIOYEI . ... rer e s e sren b seessssemmsnsssaasseannnrsons 2.1 %
3. I claim exemption from withholding because I do not expect to owe Maryland tax. See instructions above and check boxes that apply. S
a. Last year I did not owe any Maryland Income tax and had a right o a full refund of all Income tax withheld and R
b. This year I do not expect to owe any Maryland income tax and expect to have the right to a full refund of alf income tax o
withheld, {This Includes seasonal and student employees whose arnual income will be below the minimum filing requlrements) | |
If both a and b apply, enter year applicable (year effective) Enter “EXEMPT” here.. 3.

District of Columbia

4. 1 claim exemption from withho]dln( because I am domiciled in one of the following states. Check state that applies.

5. I certify that I am a legal resident of the state of

Enter *"EXEMPT” here ..

Under the penalty of parjury, I further certify that I am entitfed to the number of withholding altowances claimed on line 1 above, or if claiming exemption from withholdIng,

Pennsylvania
urther certify that I do not maintain a place of abode 1N Maryland as described in the instructions above. Enter “EXEMPT” here Ii

Virginia West Virginia

and am not subject to Maryland withholding because | meet the
requirernents set forth under the Servicemembers Civil Relief Act, as amended by the M:Iltary Spouses Residency Relief Act.

that I am entitied to claim the exempt status on line 3, 4 or 5, whichever applies.

RN

Employee’s signature

Date

Employer's Name and address including zip code (For employer use only)

Federal employer identification number

COM/RAD-036 12-49



9921 Stephen Decatur Road Suite C3
Ocean City, MD 21842

‘Nurse Professionals Phone: 443-664-6915

Fax: 443-664-6879

Home Cal'e, LoLoC- Email: nurseprof @comcast.net

www.nurseprofessionalshomecare.com

HEPATITIS B DECLINE FORM:
ACKNOWLEDGEMENT:

I understand that due to my occupational exposure to blood or other potentially infectious
materials, | may be at risk of acquiring a Hepatitis B virus (HBV) infection. | have been
informed of the symptoms and modes of transmission of blood-borne pathogens, including
HBV. I know about the facility’s infection control procedures, that I will be assigned to and
understand the procedure to follow if an exposure incident occurs.

| understand the Hepatitis B vaccine is available, at no cost, through the local heailth
department, to nurses and staff whose jobs involve the risk of directly contracting blood or
other potentially infectious material. 1 understand that the vaccinationis a 3 step process
and 1 will be responsible for returning for the last 2 infections.

I understand that due to my occupational exposure to blood or other potentially infectious
materials, | may be at risk of acquiring a HBV infection. | have been given the opportunity to
be vaccinated through the local health department, with Hepatitis B vaccine at littie or no
cost to me. However, | decline a Hepatitis B vaccination at this time. ! understand that, by
declining this vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease. If; in
the future, I continue to have occupational exposure to blood or other potentially infectious
materials and | want to be vaccinated with the Hepatitis B vaccine, I can receive the
vaccination series, through the local health department, or no charge to me.

Employee Signature: Date:

Print Name:




9921 Stephen Decatur Road Suite C3
Ocean City, MD 21842

Nurse Professionals Phone: 443-664-6915

Fax: 443-664-6879

HOIIle Cal‘e, LoL.C. Email: nurseprof @comcast.net
www.nurseprofessionalshomecare.com

Acknowledsement of HIPPA

facknowledge the confidentiality of patient healthcare information (Confidential Patient
information that I may receive or have access to in the course of providing patient care services at
participating hospitals and facilities at which [ am assigned under Nurse Professionals Home Care
and Staffing, LLC. Ishall maintain the confidentiality of Confidential Patient Information and in
doing so. shall comply with all applicable siate and federal laws and regulations including, withow
limitation, the privacy provisions under the Health Insurance Portability and Accountability Act of
1996 ("HIPPA") and the policies and procedures of each participating hospital where I am assigned.
My agreement to maintain the confidentiality of Confidential Patient Information shall survive the
termination of employment with Nurse Professionals Home Care and Staffing, LLC. and the conclusion
ofany assignment at a participating hospital or facility assigned by Nurse Professionals Home Care and
Staffing. LLC.

[ am also aware of the update to HIPPA as of January 25, 2013, and the new rule taking effect
on March 26. 2013 in which a modification was completed and under the HITECH (Health Informatiop
Technology for Economics and Clinical Health Act) fo strengthen protection for individual’s health info.

[t also serves to strengthen the anacy and security protection for individuals® health information. This
new regulation prohibits the sale of protected of protected health information and the use of it for
marketing and nd-rals;_rﬁg purposes. A new standard is also applied to how to determine what qualifies as
a breach of unsecured PHI by a health plan or business associate. Under the new law, a breach will be
presumed to have occurred unless the health plan or business associate demonstrates that there is a iow
probability that the PHI has been compromised. For each potential breach, a new rule requires a formal
risk assessment. If the beach is found to have occurred, the offending health plan is required to notify each
affected individual within 60 days of the discovery of the breach.

Signature Date

Emploves Name (Please Prinr)



0921 Stephen Decatur Road Suite C3
Ocean City, MD 21842

Nurse Professionals Phone: 43 6646515
- HOl‘l‘le Cal‘e, L.L.C. Email: nurseprc;f@comcastnet

www.nurseprofessionalshomecare.com

REQUIREMENTS FOR NURSES:

ALL REGISTERED AND LICENSED PRACTICAL NURSES CONTRACTED
THROUGH NURSE PROFESSIONALS HOME CARE, L.L.C. POSSESS THE
FOLLOWING CRITERIA:

-GRADUATION FROM AN ACCREDITED UNIVERSITY OR SCHOOL OF NURSING
-CURRENT R.N. OR L.P.N. LICENSE IN THE STATE OF MARYLAND

-CURRENT CPR OR BCLS CARD (POSSESSION OF ACLS IF APPLICABLE TO
POSITION)

-STATEMENT OF LAST PHYSICAL (PERFORMED WITHIN THE LAST 12 MON' THS)
-COPY OF LAST TB PPD TEST OR CHEST X-RAY (MUST HAVE BEEN PERFORMED
WITHIN THE LAST 12 MONTHS)

-PROOF OF TETANUS BOOSTER WITHIN THE LAST 10 YEARS

-COPY OF HEPATITIS B SERIES COMPLETION OR SIGNED DECLINATION

~-COPY OF MMR, VARICELLA, AND HEPATITIS B TITERS

-COMPLETION OF THE CLINICAL SKILLS CHECKLIST

-SUCCESSFUL COMPLETION OF A BACKGROUND INVESTIGATION
-SUCCESSFUL COMPLETION OF A PRE-EMPLOYMENT SUBSTANCE ABUSE TEST
-COMPLETION OF THE I-9, W-2 AND MARYLAND MW507 FORMS

-CURRENT- 2 YEARS OF EXPERIENCE IN PROFESSIONAL SPECIALITY AREA
~PROFESSIONAL REFERENCES FROM PRIOR EMPLOYERS

-HIPPA COMPLIANCE STATEMENT

-COPY OF DRIVER’S LICENSE

~-COPY OF YOUR SOCIAL SECURITY CARD

-COMPLETION OF THE MEDICATION ADMINISTRATION TEST



9921 Stephen Decatur Road Suite C3

° QOcean City, MD 21842
Nurse Professionals il

Home Care, L.L.C. P

Email: nurseprof @comcast.net
www.nurseprofessionalshomecare.com

National Background Investigations, Inc
Customized Background Screening Solutions...Simplified

ACKNOWLEDGEMENT AND AUTHORIZATION
| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER
THE FAIR CREDIT REPORTING ACT and certify that | have read and understand both of those documents. | hereby authorize the
obtaining of “consumer reports” and/or “investigative consumer reports” by Nurse Professionals Home Care LLC at any time after
receipt of this authorization and throughout my employment, if applicable. To this end, | hereby authorize, without reservation, any
law enforcement agency, administrator, state or federal agency, institution, school or university (public or private), information
service bureau, employer, or insurance to furnish any and all background information requested by National Background
Investigation, Inc, PO Box 966, Stevensville, MD 21666, 800-798-0079 another outside organization acting on behalf of Nurse

Professionals Home Care LLC itself. | agree that facsimile (fax), electronic or photographic copy of this Authorization shall be as valid

as the original.

New York applicants or employees only: You have the right to inspect and receive a copy of any investigative consumer report
requested by National Background Investigations, Inc. by contacting the consumer reporting agency identified above directly.

Maine, Massachusetts, Minnesota, New Jersey and Oklahoma applicants or employees only: Please initial if you would like to
receive a copy of a consumer report if one is obtained by National Background Investigations, Inc.

California applicants or employees only: By signing below, you also acknowledge receipt of the NOTICE REGARDING BACKGROUND

INVESTIGATION PURSUANT TO CALIFORNIA LAW. Please initial here if you would like to receive a copy of an investigative consumer

report or consumer credit report at no charge if one is obtained by National Background Investigations, Inc. whenever you have the
right to receive such a copy under California law.

SIGNATURE OF ACKNOWLEDGEMENT AND AUTHORIZATION

By my signature below, | certify that the information provided on the attached forms is true and accurate to the best of my
knowledge.

Please print name (last, first, middle)

Signature: Date:

National Background Investigations, Inc.
PO Box 966 Stevensville, MD 21666
410-604-6200
www.nationalbackground.com



9921 Stephen Decatur .Road Suite C3
Nurse Professionals Ocean City, MD 21842

Phone: 443-664-6915

Home Care, L.L.C. Fax: 443-664-6879

Email: nurseprof @comcast.net
www.nurseprofessionalshomecare.com

National Background investigations, Inc
Customized Background Screening Solutions...Simplified

APPLICANT DISCLOSURE
Nurse Professionals Home Care LLC may obtain information about you from a consumer reporting agency for employment
purposes. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” which may include
information about your character, general reputation, personal characteristics, and/or mode of living, which can involve personal
interviews with sources such as your neighbors, friends, or associates. These reports may contain information regarding your credit
history, criminal history, social security verification, motor vehicle records “driving records”, verification of your education or
employment history, workers compensation injuries, employment and/or education history, or other background checks. Please be
advised that the nature and scope of this notice and authorization is all-encompassing to include National Background
Investigations, Inc, PO Box 966, Stevensville, MD 21666, 800-798-0079 or another outside organization. By signing this notice and
authorization you are allowing Nurse Professionals Home Care LLC to obtain from any outside organization all manners of consumer
reports and investigative reports now and throughout the course of your employment to the extent permitted by law. As a result,

you should carefully consider whether to exercise your right to request disclosure of the nature and scope of any investigative

consumer reports.

National Background Investigations, Inc.
PO Box 966 Stevensville, MD 21666
410-604-6200
www.nationalbackground.com



9921 Stephen Decatur Road Suite C3

Nurse Professionals : Ocoan City, MD 21842

Phone: 443-664-6915

Home Care, LCL.CO Email: nmzpagfggo-?nc%t.sz:t

www.nurseprofessionalshomecare.com

National Background Investigations, Inc
Customized Background Screening Solutions...Simplified

TO BE COMPLETED BY APPLICANT (all information will be used for background screening purposes only)

Last Name

First Name Middle Name

Other Known Names Or Other Names Used

Other First Name Other Last Name

Current Address

City State Zip
From (mm/yy) To (mm/yy)

Primary Telephone Number Email

Date of Birth (mm/dd/yyyy)

Social Security No.

Driver's License No. State
Previous Address of Residence (past seven years)

1. Address

City State Zip
From (mm/yy) To (mm/yy)

2. Address

City State Zip
From (mm/yy) To (mm/yy)

3. Address

City State Zip

National Background Investigations, Inc.
PO Box 966 Stevensville, MD 21666
410-604-6200
www.nationalbackground.com




9921 Stephen Decatur Road Suite C3

Nurse Professionals e 265.664.6915
Fax: 443-664-6879

H()me Cal' e, L.LoCo Email: nurseprof @comcast.net
www.nurseprofessionalshomecare.com

National Background Investigations, Inc

Customized Background Screening Solutions...Simplified
From (mm/yy)

To (mm/yy)

National Background Investigations, Inc.
PO Box 966 Stevensville, MD 21666
410-604-6200
www.nationalbackground.com




9921 Stephen Decatur Road Suite C3
Ocean City, MD 21842

Nurse Professionals i Phone: 443-664-6915

Fax: 443-664-6879

Home Cal‘e, L.L-C- Email: nurseprof @comcast.net

www.nurseprofessionalshomecare.com

PROFESSIONAL REFERENCE REQUEST:

Consent Bg'.-Em'g_ Ig\@gir '7 A !Na_mel

Facllity Name: _
Address of Facility:

Thefacility listed shove has my consent o release any mformaton to Nurse Prefessmnais Home Care,
LL.C. regarding prior empioyment 1 also authorize Nurse Praf&sswnais Home care; LLL. todisclose
this information to any of the client facilities or home care placements.

Signature of Employee: Sacial Security Number:

EMIPLOYER SECTION: The individual named] above has applied for employment with Nurse
Professionals Home Care, LLC. To impiement our thorough screening process, we ask that you

provide the information requested below, Your response will be held in the strictast confidence.

Oualitv of Work: Superior ___Exceeds Standards___{vieets Standards__Does Not meet Standards

Relighility: {Attendance) Superior, Exceeds Standards____Meets Standards
Meet Standards

Does Not-

Teamworlc Suparmr Exceeds Standards . fvieets Standards . Does Not Meet Standards

Accurate Boctimeniation:  Superior Exceeds Standards. __Meets Standards____Does Not Mest
Standards

Communicaiion Skills:
Standards

Standards

Superior—Eiceeds Standards_____ Meeis Standards___ Does Not Meet

Superior____Exceeds Standards___Meets Standards____Does Not Meet

Clinical Skills: —Superior__Exceeds Standards__Meets Standards___ Does Not Meet Standards

Dates of Employment; Is this Past Employee Eligible for Rehire? Yes __No

Name of Evaluator: Date:






