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Health Professionals Employment Application 
CHECK ONE: 
                
Nursing      Allied Health 
[  ] Registered Nurse                 [  ] Radiologic Technologist 
[  ] Licensed Practical/Vocational Nurse                 [  ] Respiratory Therapist 
[  ] Certified Nursing Assistant     
[  ] Advanced Practice Nurse    [  ] Other__________________________            
       [  ] Other__________________________    
Surgery                               [  ] Other__________________________    
[  ] Certified Surgical Technician                            
[  ] Surgical Technician     
    
   

     TRAVEL[   ]   LOCAL[   ]      
   

    DATE AVAILABLE:  _____________   GEOGRAPHIC PREFERENCE: ________________  
                                                                                                                                                              

PERSONAL PROFILE: (Please Print) 
  

Name:                       Maiden Name:      
 First Middle Initial Last  
Social Security # (U.S):                                                          E Mail Address: 
Hospital Preference:   
Shift Preference (Rank in order of preference)                  Days              Evenings               Nights 
Referred By: (Journal, Individual, Other) 
(If referred by a healthcare professional, a name must be included for referring HCP to receive referral bonus) 
 

Current Address:  (Please Print) 
City:   State:                                            Zip: 
Phone Number: Pager/Cell:   
From:    
Best Time to Reach You:  
In Case of Emergency, Contact:  (Please Print)  
Relationship:    
Address:   City:                   State:                     Zip: 
Phone:    
 

II. PHYSICAL RECORD: (Please Print) 
All positions available through MEDStaff include the full range of responsibilities standard to the 
industry.  Are there any reasons why you would be unable to perform any of the essential 
functions of the position for which you are applying? Yes [ ] No [ ] 
If Yes, please explain:   
 
Date of Last Physical:                                              Evidence of a physical exam within 1 year is required.  
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III. EDUCATION: (Please Print) 
    Name/Location of School       Month/Year  Type of 
               Graduated  Degree 
High School    
Vocational/Technical   
College/University  
College/University   
Other   
 

IV. LICENSURE: (Please Print and Enclose Copies) 
Current License:  State:     Active: Yes [  ]  No [  ] License #:     
Registered:           State:     Active: Yes [  ]  No [  ] License #:     
State of Original Licensure:    Active:  Yes [  ]  No [  ]  License#:     
Additional Licensure:    Active:  Yes [  ]  No [  ]  License#:     
Additional Licensure:    Active:  Yes [  ]  No [  ]  License#:     
Additional Licensure:    Active:  Yes [  ]  No [  ]  License#:     
Has license ever been investigated or suspended?Yes [  ]   No [  ] 
 (If yes, attach separate sheet with dates and explanation.) 
Do you have malpractice insurance?  Yes [ ]  No [ ] 
If yes,      
                  Carrier                                                                              Number                                 Expiration Date  
 

V. CERTIFICATIONS: (Please Print and Enclose Copies) 
CPR:  (Healthcare Provider/Adult & Peds) Yes [  ]  No [  ]  Expires:                        
ACLS:    Yes [  ]  No [  ]  Expires:                       
PALS     Yes [  ]  No [  ]  Expires:                       
NRP:    Yes [  ]  No [  ]  Expires:                        
OTHER:    Yes [  ]  No [  ]  Expires:                        
OTHER:      Yes [  ]  No [  ]  Expires:                       
OTHER:    Yes [  ]  No [  ]  Expires:                        
OTHER     Yes [  ]  No [  ]  Expires:                       
 
   
    
Approved Course Certification (Enclose Copies) 
Course Name:     Cert. Date: 
Course Name:     Cert. Date: 
 

Total years of health care experience within an acute care hospital setting?               
 
Please list any additional education, skills, experience or other relevant qualifications (i.e., foreign language) 
in the space provided below.  If more space is necessary, please print on separate sheet and attach to 
application. 
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VI. EMPLOYMENT PROFILE: (Please Print) 
LIST ALL EMPLOYMENT BEGINNING FROM THE TIME OF GRADUATION FROM YOUR HEALTH CARE PROGRAM. 
All information must be completed, most recent employment first. Your employers will be contacted for verification. (Please list 
additional employers on a separate sheet of paper should you run out of space). 
Include all requested information for each gap in employment longer than 30 days including dates, reasons, and employer information 
if applicable.  
 

1.  Facility:    Number of Beds:   
     City:          State:                    Zip:    
Teaching Facility:   Yes  [  ]  No [  ]              Trauma Facility:      Yes  [  ] No [  ]            Staff Employee: Yes [  ]  No [  ]       
Charge:                     Yes  [  ]  No [  ]        Manager/Supervisor:  Yes  [  ] No [  ]                     Educator:   Yes [  ]  No [  ]      
Specialty  Experience:                          Unit/Dept:                                 #Cases/Day:               Nurse Pt. Ratio: 
1.    Years:    # Beds:   
2.    Years:    # Beds:   
3. Years: # Beds: 
Manager/Supervisor:   Shift:  
Phone:    Extension:   
Dates of Employment:    
Reason for leaving:  
Dates of Employment Gap:                                                 □ Education       □ Personal/Family      □ Vacation/Time Off 
□ Non Clinical Work Experience    Employer:                                                                                                        Role: 
City:                                                    State:                            Supervisor:                                                                 Phone: 
 
2.  Facility:    

                                                                          
Number of Beds:  

     City:         State:                    Zip:   
Teaching Facility:   Yes  [  ]  No [  ]              Trauma Facility:      Yes  [  ] No [  ]            Staff Employee: Yes [  ]  No [  ]       
Charge:                     Yes  [  ]  No [  ]        Manager/Supervisor:  Yes  [  ] No [  ]                     Educator:   Yes [  ]  No [  ]      
Specialty  Experience:                          Unit/Dept:                                 #Cases/Day:               Nurse Pt. Ratio: 
1.   Years:   # Beds:  
2.   Years:  # Beds:   

3.   Years:  # Beds:   
Manager/Supervisor:   Shift:    
Phone:   Extension:   
Dates of Employment:   
Reason for leaving:   
Dates of Employment Gap:                                                 □ Education       □ Personal/Family      □ Vacation/Time Off 
□ Non Clinical Work Experience    Employer:                                                                                                        Role: 
City:                                                    State:                            Supervisor:                                                                 Phone: 
 
3.  Facility:    

                                                                                  
Number of Beds:   

     City:          State:                   Zip: 
Teaching Facility:   Yes  [  ]  No [  ]              Trauma Facility:      Yes  [  ] No [  ]            Staff Employee: Yes [  ]  No [  ]       
Charge:                     Yes  [  ]  No [  ]        Manager/Supervisor:  Yes  [  ] No [  ]                     Educator:   Yes [  ]  No [  ]      
Specialty  Experience:                          Unit/Dept:                                 #Cases/Day:               Nurse Pt. Ratio: 
1.    Years:     # Beds:   
2.    Years:    # Beds:   
3.    Years:    # Beds:   
Manager/Supervisor:   Shift:   
Phone:    Extension:  
Dates of Employment:     
Reason for leaving:   
Dates of Employment Gap:                                                 □ Education       □ Personal/Family      □ Vacation/Time Off 
□ Non Clinical Work Experience    Employer:                                                                                                        Role: 
City:                                                    State:                            Supervisor:                                                                 Phone: 
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4.  Facility:    Number of Beds:   
     City:          State:                    Zip:    
Teaching Facility:   Yes  [  ]  No [  ]              Trauma Facility:      Yes  [  ] No [  ]            Staff Employee: Yes [  ]  No [  ]       
Charge:                     Yes  [  ]  No [  ]        Manager/Supervisor:  Yes  [  ] No [  ]                     Educator:   Yes [  ]  No [  ]      
Specialty  Experience:                          Unit/Dept:                                 #Cases/Day:               Nurse Pt. Ratio: 
1.    Years:    # Beds:   
2.    Years:    # Beds:   
3. Years: # Beds: 
Manager/Supervisor:   Shift:  
Phone:    Extension:   
Dates of Employment:    
Reason for leaving:  
Dates of Employment Gap:                                                 □ Education       □ Personal/Family      □ Vacation/Time Off 
□ Non Clinical Work Experience    Employer:                                                                                                        Role: 
City:                                                    State:                            Supervisor:                                                                 Phone: 
 
5.  Facility:    

                                                                          
Number of Beds:  

     City:         State:                    Zip:   
Teaching Facility:   Yes  [  ]  No [  ]              Trauma Facility:      Yes  [  ] No [  ]            Staff Employee: Yes [  ]  No [  ]       
Charge:                     Yes  [  ]  No [  ]        Manager/Supervisor:  Yes  [  ] No [  ]                     Educator:   Yes [  ]  No [  ]      
Specialty  Experience:                          Unit/Dept:                                 #Cases/Day:               Nurse Pt. Ratio: 
1.   Years:   # Beds:  
2.   Years:  # Beds:   

3.   Years:  # Beds:   
Manager/Supervisor:   Shift:    
Phone:   Extension:   
Dates of Employment:   
Reason for leaving:   
Dates of Employment Gap:                                                 □ Education       □ Personal/Family      □ Vacation/Time Off 
□ Non Clinical Work Experience    Employer:                                                                                                        Role: 
City:                                                    State:                            Supervisor:                                                                 Phone: 
 
6.  Facility:    

                                                                     Number 
of Beds:   

     City:          State:                   Zip: 
Teaching Facility:   Yes  [  ]  No [  ]              Trauma Facility:      Yes  [  ] No [  ]            Staff Employee: Yes [  ]  No [  ]       
Charge:                     Yes  [  ]  No [  ]        Manager/Supervisor:  Yes  [  ] No [  ]                     Educator:   Yes [  ]  No [  ]      
Specialty  Experience:                          Unit/Dept:                                 #Cases/Day:               Nurse Pt. Ratio: 
1.    Years:     # Beds:   
2.    Years:    # Beds:   
3.    Years:    # Beds:   
Manager/Supervisor:   Shift:   
Phone:    Extension:  
Dates of Employment:     
Reason for leaving:   
Dates of Employment Gap:                                                 □ Education       □ Personal/Family      □ Vacation/Time Off 
□ Non Clinical Work Experience    Employer:                                                                                                        Role: 
City:                                                    State:                            Supervisor:                                                                 Phone: 
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PLEASE REVIEW AND SIGN WHERE INDICATED. 
The statements made in this application are true to the best of my knowledge.  I understand that any falsification will be the basis for 
disqualification of employment or termination of services.  I authorize Medstaff, Inc. to verify the information I have provided and to contact 
current and past employers and references concerning my ability, character and employment record on a pre-employment and ongoing basis. 
 I release all such persons from liability for furnishing said information.  I authorized MedStaff Inc, .as my employer, to release any medical 
information which may be relevant to my employment to their client facilities.  By submitting this application to MedStaff Inc., I authorize 
release of this information to all other affiliates of the Company and I acknowledge and agree that they may contact me using facsimile or any 
other means.  Nothing contained in this employment application, or in the granting of an interview, is intended to create an employment 
contract between MedStaff and the applicant for either employment or for providing of any benefit.   I understand that my employment, and 
eligibility for continued employment, may be dependent upon my passing a periodic physical examination, criminal background 
investigation, clinical competency examination, and urine drug screen. If reasonable suspicion exists, or where warranted by circumstances, 
workplace conditions or contractual requirements, an additional drug screen may be performed at the discretion of MedStaff, Inc. or the 
medical facility to which I have been assigned.  All offers of employment are made conditional upon the applicant’s proving employment 
authorization and identity in accordance with the Immigration Reform and Control Act of 1986. 
 

RELEASE: 
I hereby authorize any prior employers to provide such information concerning my employment with them as may be requested, and also 
authorize the Registrar/Placement Office of all educational institutions attended to release an official copy of my transcript and, if available, 
faculty appraisals. I authorize any appropriate licensing board to release full information concerning my licensure status and my licensure 
history.  I authorize MedStaff, Inc. to release this application along with other information to prospective client facilities for an employment 
decision through Medstaff Inc. I hereby release MedStaff, Inc., its employees, and any individual or entity providing information to MedStaff, 
Inc. from all liability from any damages from the disclosure of this information. 
 

1.   If you are not a U.S. citizen, have you the legal right to work in the U.S.?   [  ] Yes [  ] No 
 
2. Have you ever been convicted of or pled guilty or no contest (nolocontendre) to any felony or misdemeanor charge? 
      [   ] Yes    [   ] No  

  If yes, please indicate dates, conviction, final outcome and attach a separate sheet with full particulars. 
 
Date_______________Conviction_______________________ 
 
Outcome____________________________________________ 

 

3. Have you ever been the subject of a reprimand or disciplinary action or refused employment or admission to a professional society or 
had professional privileges (in any jurisdiction in which you are licensed) investigated, suspended or revoked by any court or 
administrative agency or ever been the subject of any ethics investigation at local, state or national level?        [   ] Yes    [   ] No  

If yes, please indicate dates, conviction, final outcome and attach a separate sheet with full particulars. 
 

Date_______________Conviction_______________________ 
 

Outcome____________________________________________ 
 

        4.     Has any malpractice claim or suit ever been brought against you?     [   ] Yes    [   ] No 
If yes, please indicate dates, conviction, final outcome and attach a separate sheet with full particulars. 
 

Date_______________Conviction_______________________ 
 

Outcome____________________________________________ 
  
5. Are you aware of any circumstances, which may result in a malpractice claim or suit being made or brought against you?   

  [   ] Yes  [   ] No 
If yes, please indicate dates, conviction, final outcome and attach a separate sheet with full particulars. 
 

Date_______________Conviction_______________________ 
 

Outcome____________________________________________ 
 
Signature:          Date:    
 
 
MedStaff, Inc. and its affiliated subsidiaries are equal opportunity employers. We do not discriminate on the basis of sex, race, 

color, religion, national origin, handicapped status or veteran’s status. 
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EMPLOYMENT REFERENCE                              
APPLICANT:  PLEASE COMPLETE THIS BLOCK ONLY.  

Applicant's Name (Please print)                             SS# 

I give my permission for the following employer to provide this information to MedStaff, Inc. 

Signature                                                                                                               Date   
To Whom It May Concern: 
Med Staff, Inc. has a commitment of maintaining high quality standards for our clients.  This commitment requires us to employ 
individuals with demonstrated skills and proficiency levels. 
The applicant whose signature appears above has submitted your name as a reference. We would greatly appreciate your assistance in 
substantiating the qualifications of our applicant. Your responses will be held in strictest confidence. 
Thank you in advance for your courtesy and help in this matter. 

Previous Employer                                             
Address                               
Position(s) Held                                                                                          Unit  
Supervisor's Name/Title                                                                                                                          
Phone    
Dates of Employment:                                                            
Reason for Termination/Departure:               
Eligible for Rehire?  Yes[  ]  No[  ]  If no, explain:                                                                                            
Please rate the applicant upon the standards of performance expectations for the unit. 
PERSONAL ATTRIBUTES 
       Excellent Very Good Good  Poor 
 Punctuality          [  ]        [  ]        [  ]    [  ] 
 Appearance          [  ]        [  ]       [  ]    [  ] 
 Initiative            [  ]        [  ]       [  ]    [  ] 
 Adaptability          [  ]        [  ]       [  ]    [  ] 
 Efficiency          [  ]        [  ]       [  ]    [  ] 
 Follows Policies/Rules         [  ]        [  ]       [  ]    [  ] 
 Team Player          [  ]        [  ]       [  ]    [  ] 
 Safety Minded          [  ]        [  ]       [  ]    [  ] 
 
PATIENT CARE/RELATIONS 
       Excellent Very Good Good  Poor 
 Client Rapport          [  ]        [  ]       [  ]    [  ] 
 Follows Physician's Orders              [  ]        [  ]       [  ]    [  ] 
 Observes/Reports Patient Condition              [  ]        [  ]       [  ]    [  ] 
 Charts Accurately                       [  ]        [  ]       [  ]    [  ] 
 Applies Theory/Skills         [  ]        [  ]       [  ]    [  ] 
 Consistent Performance         [  ]        [  ]       [  ]    [  ] 
 Performance in Emergencies        [  ]        [  ]       [  ]    [  ] 
 Teaches/Directs Relative to Clinical Expertise       [  ]        [  ]       [  ]    [  ] 
 Infection Control/Safety Awareness          [  ]        [  ]       [  ]    [  ] 
 Universal Precautions         [  ]        [  ]     [  ]    [  ] 

Comments:     
Evaluator's Signature:                                                                                                                       Date:   
Position:                                                                                                                                         Dept./Unit   
Phone reference: □ Verified By: Date:
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EMPLOYMENT REFERENCE                              
APPLICANT:  PLEASE COMPLETE THIS BLOCK ONLY.  

Applicant's Name (Please print)                             SS# 

I give my permission for the following employer to provide this information to MedStaff, Inc. 

Signature                                                                                                              Date   
To Whom It May Concern: 
Med Staff, Inc. has a commitment of maintaining high quality standards for our clients.  This commitment requires us to employ 
individuals with demonstrated skills and proficiency levels. 
The applicant whose signature appears above has submitted your name as a reference. We would greatly appreciate your assistance in 
substantiating the qualifications of our applicant. Your responses will be held in strictest confidence. 
Thank you in advance for your courtesy and help in this matter. 

Previous Employer                                             
Address                               
Position(s) Held                                                                                          Unit  
Supervisor's Name/Title                                                                                                                          
Phone    
Dates of Employment:                                                            
Reason for Termination/Departure:               
Eligible for Rehire?  Yes[  ]  No[  ]  If no, explain:                                                                                            
Please rate the applicant upon the standards of performance expectations for the unit. 
PERSONAL ATTRIBUTES 
       Excellent Very Good Good  Poor 
 Punctuality          [  ]        [  ]        [  ]    [  ] 
 Appearance          [  ]        [  ]        [  ]    [  ] 
 Initiative                [  ]        [  ]       [  ]    [  ] 
 Adaptability          [  ]        [  ]       [  ]    [  ] 
 Efficiency          [  ]        [  ]       [  ]    [  ] 
 Follows Policies/Rules         [  ]        [  ]       [  ]    [  ] 
 Team Player          [  ]        [  ]       [  ]    [  ] 
 Safety Minded          [  ]        [  ]       [  ]    [  ] 
 
PATIENT CARE/RELATIONS 
       Excellent Very Good Good  Poor 
 Client Rapport          [  ]        [  ]       [  ]    [  ] 
 Follows Physician's Orders              [  ]        [  ]       [  ]    [  ] 
 Observes/Reports Patient Condition              [  ]        [  ]       [  ]    [  ] 
 Charts Accurately                           [  ]        [  ]       [  ]    [  ] 
 Applies Theory/Skills         [  ]        [  ]       [  ]    [  ] 
 Consistent Performance         [  ]        [  ]       [  ]    [  ] 
 Performance in Emergencies        [  ]        [  ]       [  ]    [  ] 
 Teaches/Directs Relative to Clinical Expertise            [  ]        [  ]       [  ]    [  ] 
 Infection Control/Safety Awareness             [  ]        [  ]       [  ]    [  ] 
 Universal Precautions         [  ]        [  ]     [  ]    [  ] 

Comments:     
Evaluator's Signature:                                                                                                                       Date:   
Position:                                                                                                                                           Dept./Unit   
Phone reference: □  Verified By:                                                                                                Date:
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PPHHYYSSIICCAALL  SSTTAATTEEMMEENNTT  AANNDD  HHEEAALLTTHH  SSTTAATTUUSS  
  

MMEEDDIICCAALL  RREELLEEAASSEE  AAUUTTHHOORRIIZZAATTIIOONN  
  
II          ((CClliieenntt  nnaammee))  ddoo  hheerreebbyy  aauutthhoorriizzee            ((PPhhyyssiicciiaann  nnaammee))  ttoo  rreelleeaassee  aannyy  iinnffoorrmmaattiioonn  aaccqquuiirreedd  
dduurriinngg  mmyy  mmeeddiiccaall  eexxaammiinnaattiioonn  ttoo  MMeeddSSttaaffff,,  IInncc..  II  aallssoo  aauutthhoorriizzee  MMeeddSSttaaffff,,  IInncc..  ttoo  rreelleeaassee  aannyy  iinnffoorrmmaattiioonn  oonn  tthhiiss  ssttaatteemmeenntt,,  rreelleevvaanntt  ttoo  eemmppllooyymmeenntt,,  ttoo  aannyy  ooff  iittss  
cclliieenntt  ffaacciilliittiieess..  
                              

CClliieenntt  SSiiggnnaattuurree  
  

TTUUBBEERRCCUULLOOSSIISS  AANNDD  IIMMMMUUNNIIZZAATTIIOONN  SSTTAATTUUSS  
  
AA  ppoossiittiivvee  PPPPDD  mmuusstt  bbee  ffoolllloowweedd  bbyy  PPhhyyssiicciiaann  ccoonnttaacctt  aanndd  aa  cchheesstt  xx--rraayy..  SSoommee  ffaacciilliittiieess  rreeqquuiirree  aa  ttwwoo--sstteepp  PPPPDD,,  tthhee  ssppaacciinngg  bbeellooww  aalllloowwss  ffoorr  ddooccuummeennttaattiioonn  ooff  bbootthh  
sstteeppss..  
  
  
DDaattee  ggiivveenn::    
______________________________________  

  
BByy::  
____________________________________________________  

    
DDaattee  ggiivveenn::    
______________________________________  

  
BByy::  
____________________________________________________  

SSiittee::    RR        LL            ffoorreeaarrmm      SSiittee::    RR        LL            ffoorreeaarrmm    

LLoott  ##  
__________________________________________________  

EExxpp..  DDaattee::  
________________________________________  

  LLoott  ##  
__________________________________________________  

EExxpp..  DDaattee::  
________________________________________  

DDaattee  rreeaadd::  
________________________________________  

BByy::  
____________________________________________________  

  DDaattee  rreeaadd::  
________________________________________  

BByy::  
____________________________________________________  

RReessuullttss::      RReessuullttss::    
IInndduurraattiioonn::  
________________________________mmmm  

    NNoonn--ssiiggnniiffiiccaanntt          
    SSiiggnniiffiiccaanntt  rreeaaccttiioonn  

  IInndduurraattiioonn::  
________________________________mmmm  

    NNoonn--ssiiggnniiffiiccaanntt          
    SSiiggnniiffiiccaanntt  rreeaaccttiioonn  

 
TTeesstt      DDaattee              
BBCCGG          PPoossiittiivvee    NNeeggaattiivvee      
CChheesstt  xx--rraayy          PPoossiittiivvee    NNeeggaattiivvee      
UUrriinnee  ddrruugg  ssccrreeeenn          PPoossiittiivvee    NNeeggaattiivvee      
((oobbttaaiinneedd  tthhrroouugghh  MMeeddSSttaaffff))                    
  
PPPPDD  sskkiinn  tteesstt  iiss  rreeqquuiirreedd  aannnnuuaallllyy  bbyy  MMeeddSSttaaffff,,  IInncc..    DDooccuummeenntteedd  nneeggaattiivvee  cchheesstt  xx--rraayy  iiss  aacccceepptteedd  iiff  PPPPDD  iiss  ppoossiittiivvee..  ((aattttaacchh  rraaddiioollooggyy  rreeppoorrtt))  
  
PPLLEEAASSEE  FFIILLLL  IINN  AALLLL  OOFF  TTHHEE  AAPPPPLLIICCAABBLLEE  BBLLAANNKKSS..  AAttttaacchh  llaabboorraattoorryy  rreessuullttss  ttoo  tthhiiss  ffoorrmm..  

MMeeaasslleess  DDiisseeaassee  ((ddaattee))    IImmmmuunniizzaattiioonn  ((ddaattee))    TTiittrree    ((ddaattee))    PPooss..    NNeegg..    NNuummeerriiccaall  VVaalluuee    

MMuummppss  DDiisseeaassee  ((ddaattee))    IImmmmuunniizzaattiioonn  ((ddaattee))    TTiittrree    ((ddaattee))    PPooss..    NNeegg..    NNuummeerriiccaall  VVaalluuee    
RRuubbeellllaa  DDiisseeaassee  ((ddaattee))    IImmmmuunniizzaattiioonn  ((ddaattee))    TTiittrree    ((ddaattee))    PPooss..    NNeegg..    NNuummeerriiccaall  VVaalluuee    

VVaarriicceellllaa  DDiisseeaassee  ((ddaattee))    IImmmmuunniizzaattiioonn  ((ddaattee))    TTiittrree    ((ddaattee))    PPooss..    NNeegg..    NNuummeerriiccaall  VVaalluuee    

OOtthheerr    ((ddaattee))    IImmmmuunniizzaattiioonn  ((ddaattee))    TTiittrree    ((ddaattee))    PPooss..    NNeegg..    NNuummeerriiccaall  VVaalluuee    

OOtthheerr    ((ddaattee))    IImmmmuunniizzaattiioonn  ((ddaattee))    TTiittrree    ((ddaattee))    PPooss..    NNeegg..    NNuummeerriiccaall  VVaalluuee    
  
  

    DDaattee    DDaattee    DDaattee                

HHeeppaattiittiiss  BB  11..    22..    33..    TTiittrree::  PPooss..    NNeegg..    NNuummeerriiccaall  VVaalluuee    
  
HHeeppaattiittiiss  BB  aacckknnoowwlleeddggmmeenntt  ffoorrmm  mmuusstt  bbee  ssiiggnneedd  aanndd  ssuubbmmiitttteedd  ttoo  MMeeddSSttaaffff..    CChhaarrggeess  ffoorr  HHeeppaattiittiiss  BB  vvaacccciinnee  wwiillll  bbee  ppaaiidd  aass  ssppeecciiffiieedd  bbyy  MMeeddSSttaaffff  ppoolliiccyy..  
  
TThheerree  mmaayy  bbee  aaddddiittiioonnaall  rreeqquuiirreemmeennttss  ffoorr  eemmppllooyymmeenntt  wwiitthh  MMeeddSSttaaffff,,  aa  ppaarrttiiccuullaarr  hheeaalltthhccaarree  ffaacciilliittyy  aanndd//oorr  ssttaannddaarrdd  iinn  tthhee  hheeaalltthhccaarree  iinndduussttrryy..      
  

HHEEAALLTTHH  SSTTAATTEEMMEENNTT  
  
II  hhaavvee  eexxaammiinneedd  tthhiiss  ppaattiieenntt  aanndd  ddeetteerrmmiinneedd  tthhaatt  tthhiiss  ppeerrssoonn  iiss  iinn  ggoooodd  pphhyyssiiccaall  aanndd  mmeennttaall  hheeaalltthh,,  ffrreeee  ooff  ccoommmmuunniiccaabbllee  ddiisseeaasseess,,  aanndd  aabbllee  ttoo  ffuunnccttiioonn  aanndd  ppeerrffoorrmm  aallll  
jjoobb  dduuttiieess  wwiitthhoouutt  aannyy  pphhyyssiiccaall  lliimmiittaattiioonnss  iinn  hhiiss//hheerr  pprrooffeessssiioonn  aatt  ffuullll  ccaappaacciittyy..  
  
                              
PPhhyyssiicciiaann  SSiiggnnaattuurree          LLiicceennssee  NNuummbbeerr        DDaattee  
  
PPhhyyssiicciiaann  AAddddrreessss  ((PPlleeaassee  PPrriinntt))                          
  
PPhhyyssiicciiaann  PPhhoonnee  NNuummbbeerr                            
  

PPLLEEAASSEE  AATTTTAACCHH  AALLLL  LLAABB  AANNDD  RRAADDIIOOLLOOGGYY  RREESSUULLTTSS  
            


