SELECT MEDICAL STAFFING, INC.
“A Joint Commission Certified Agency”

Please return the enclosed application by fax or mail at your earliest convenience.

In order for us to process and complete your file we will need the following items received from you. Please
include a legible and signed copy of front and back of all cards.

Nursing or Respiratory License

All credentials (CPR, ACLS, PALS, etc.) front and back

Identification (i.e. driver’s license)

Social Security Card or Birth Certificate front and back

Current TB Screening or Chest X-Ray

Immunization Record

All titers received, to include Rubella, Rubeola, Varicella, MMR, etc.
Respirator Fit Test

Recent Health/Physician statement

Copy of voided check if you would like direct deposit

ALL ITEMS THAT DO NOT REQUIRE SIGNATURE AND DATE PLEASE KEEP FOR YOUR PERSONAL RECORDS
Please remember to complete all sections of each form

Thank you for your immediate attention to this matter. We look forward to working with you.

Select Medical Staffing, Inc.
19376 N 9" Street, Suite 100 Covington, Louisiana 70433
Phone 1.800.783.9294 Fax 1.866.892.4161



Category: [ RN [ILPN [ Other
Application for Employment

This application must be completed, true, and accurate
SELECT MEDICAL STAFFING, INC. even if attaching a personal resume.
“A Joint Commission Certified Agency

PERSONAL INFORMATION

Last Name First Name Middle Name Maiden Name and/or Other Today’s Date
Practiced Name

Present Address — No. and Street City State Zip
Permanent Address (If different from above) City State Zip
Permanent Home Phone Cellular Phone Work Phone Email Address
Social Security Number Driver’s License Number If you are not a U.S. Citizen, do you have
a legal right to work in the United States? OYes [ONo
Type of Visa: Expiration Date:
Emergency Contact Information (Please provide information regarding your nearest relative not living with you for emergency notification.)
Name Address City/State/Zip Phone #1 Phone #2

Personal References (Please provide information based on individuals who have known you a minimum of two years or one travel assignment, not related to you.)
Name Address City/State/Zip Phone #1 Phone #2

Do you have any commitments to another employer or organization that might affect your employment with us? [ Yes O No

If yes, please describe:

Have you ever been charged or convicted of a crime? OYes O No
(Conviction of a crime is not an automatic bar to employment. Other
factors such as the nature and date of the crime will be taken into consideration. If “Yes” please give date and details

Have you ever worked as a travel healthcare professional? [ Yes O No
Transportation [ Car [ Other Did you successfully complete your travel assignments? OYves [ONo
If not, give details on a separate page (include a contact name and phone number)

POSITION DESIRED

Position Applied For Date Available: Shift Preference (Day, Evening, Night, Weekday, Weekend)
1" 2" 3rd
Clinical Area Years Exp Clinical Area Years Exp Clinical Area Years Exp Clinical Area Years Exp
You must have at least 1 year of current experience that you have indicated above. Clinical Area Preferred:
EDUCATION, LICENSURE, AND CERTIFICATIONS
Education Name & Location Major Degree Obtained Date
High School

College or University
Graduate School
Business/Vocational School
Other Education or Training

RN/LPN Licensure / CNA Certification / Other Certifications / CE’s (attach copies)
State Number Expires State Number Expires Name Date Taken Expires Name Date Taken  Expires
ACLS NALS/NRP
BCLS PALS
CCRN CST
Have you ever had disciplinary action taken against any of your nursing
licenses, certifications, or are you currently the subject of a report or Malpractice Insurance PolicyNo. __ Exp. Date -
investigation? OvYves [ONo Company

If “Yes”, please give details on a separate page.

PROFESSIONAL REFERENCES

List a Supervisor with direct personal knowledge of your professional skills for each position held in the past 7 years.
Name Phone Fax Hospital Employment Dates Unit

Referred by:




Name:

WORK EXPERIENCE

List most recent employment first. Use additional sheets if necessary. Do not omit any healthcare professional position. If there was a problem, explainon a
separate sheet. Enter agency if you worked PRN or Travel positions. Explain all breaks in employment and provide verification information.

Phone #

Dates Employed Employer Experience Reason for job change
From Current Position Unit Name Eligible for rehire? [Yes [ No
Fulltime? OYes [ONo # of Beds
To Address Supervisor & Title Shift
N/P Ratio Starting Salary
Phone # Charge Exp? OYes[O No | Final Salary
Describe Duties/Responsibilities
Dates Employed Employer Experience Reason for job change
From Current Position Unit Name Eligible for rehire? [Yes [ No
Fulltime? OYes [ONo # of Beds
To Address Supervisor & Title Shift
N/P Ratio Starting Salary
Phone # Charge Exp? OYes[O No | Final Salary
Describe Duties/Responsibilities
Dates Employed Employer Experience Reason for job change
From Current Position Unit Name Eligible for rehire? [Yes [ No
Fulltime? OYes [ONo # of Beds
To Address Supervisor & Title Shift
N/P Ratio Starting Salary
Phone # Charge Exp? OYes[d No | Final Salary
Describe Duties/Responsibilities
Dates Employed Employer Experience Reason for job change
From Current Position Unit Name Eligible for rehire? [Yes [ No
Fulltime? OYes [ONo # of Beds
To Address Supervisor & Title Shift
N/P Ratio Starting Salary

Charge Exp? OYes[d No

Final Salary

Describe Duties/Responsibilities

| certify that the information on this application is correct and | understand that any misrepresentation or omission of any
information will result in my disqualification from consideration for employment or, if employed, my dismissal. | understand that
this is not a contract, offer, or promise of employment and that if hired, | can be terminated *at will*, with or without cause, with or
without notice, at any time and for any reason, at the option of either Select Medical Staffing, Inc. or myself. | further understand
that no supervisor, manager, official or representative of Select Medical Staffing, I, and its related entities has the authority to enter
into an employment contract or make any agreement, orally or in writing, contrary to the forgiving. 1 have read, understand, and

agree to this statement (please initial here).

Select Medical Staffing, Inc., in considering my application for employment, may verify the information set forth on this application,
related papers or oral interviews and obtain additional background information relating to my background. | authorize all persons,
schools, companies, corporations, law enforcement agencies and doctors to supply any information concerning my background that
they may have whether or not it is on their records. | hereby release them and their company for all liability for divulging same. A
photographic copy of this authorization shall be as valid as the original. If any of my given information is found to be false or
misleading, | understand that | will be subject to dismissal at any time during the period of my employment without liability for
wages or salary except such as may have been earned at date of such termination and | agree to hold Select Medical Staffing, Inc.
and persons named herein blameless in that event, | have read, understand and agree to this statement (please initial here).

Select Medical Staffing, Inc. is an equal opportunity employer and does not discriminate in its recruiting, selecting and hiring
procedures because of race, color, gender, religion, national origin, age, sexual orientation or disability status and does not

discriminate with regard to Veteran status.

Date

Signed




SELECT MEDICAL STAFFING, INC.
“A Joint Commission Certified Agency”

To: Company Name
Mr./Ms. & Title
Address
City, State, Zip

We are considering

position of

appreciated. Thank you.

Please fax to: Covington 985.892.9284
Baton Rouge 866.892.4161

EMPLOYED FROM

EMPLOYED TO

POSITION HELD

UNIT WORKED

REASON FOR LEAVING

, Social Security Number
with our company. You were given to us as a reference. Below is a signed
release authorizing you to disclose the requested information. Your completion of this form would greatly be

for the

Metairie 504.832.0488
Lafayette 337.235.1377

WOULD YOU REHIRE THIS EMPLOYEE? [ YES LINO

O N/A

EXCELLENT

GOOD

FAIR

POOR

ATTENDANCE RECORD

QUALITY OF WORK

POSITION KNOWLEDGE

RESPONSIBILITY

PERSONALITY/CHARACTER

PUNCTUALITY

COOPERATION

PERSONAL APPEARANCE/HYGIENE

HONESTY

INITIATIVE

REMARKS

SIGNED

EMPLOYEE PERMISSION

TITLE

DATE

I hereby authorize this company, and also authorize and request each former employer and person, firm, or corporation given as a
reference, to answer all questions that may be asked, and give all information that may be sought in connection with my application
or concerning me or my work habits, character, skill, or my action in any transaction. | do hereby release the addressed individuals
connected therewith, including Select Medical Staffing, Inc., from all liability for any damage whatsoever incurred in furnishing such

information.

Signature

Date




SELECT MEDICAL STAFFING, INC.
“A Joint Commission Certified Agency”

Pre-Employment Education Verification & Release
(PLEASE PRINT)

Applicant’s Full Name

Any other name you have worked under

Social Security Number Date of Birth

Current Address

City State Zip

Driver’s License # State Issued

Pursuant to the requirements of the Fair Credit Reporting Act, | acknowledge that a background/investigative consumer
report may be made in connection with my application for employment with prospective employer. (Including Education
Verification)

| authorize, without reservation, any party or agency contacted by Select Medical Staffing, Inc. to furnish the above
mentioned information. A photocopy of this authorization shall have the same effect as the original.

| understand the information obtained will be used as one basis for employment. | hereby discharge, release, and
indemnify prospective employer, their agents, servants and employees, and all parties that rely on this release and/or
the information obtained with this release from any and all liability and claims arising by reason of the use of this release
and dissemination of information that is false and untrue if obtained from a third party without verification.

| have read and understand the above information, and assert that all information provided by me is true and correct.

Furthermore | hereby grant my permission to the institution listed below to verify my education, including dates and
degrees held.

Applicant’s Signature Date

Education Institution

Level of Education

Date of Graduation

Verified By Date




SELECT MEDICAL STAFFING, INC.
“A Joint Commission Certified Agency”

Authorization Agreement for Automatic Deposits (Credits)

I (we) hereby authorize Select Medical Staffing to initiate credit entries to my (our) Checking Savings
account in the entity name below (‘Depository Institution’) and authorize the Depository Institution to accept and to credit the
amount of such entries to my (our) account.

Depository Institution City State

Transit Routing Number

Account Number

This authority shall remain in full force and effect until Select Medical Staffing has received written notification from me (or either of US) of the
termination in such time and in such manner as to afford Select Medical Staffing a reasonable opportunity to act on it and in the event shall such
termination be effective with respect to entries processed by Select Medical Staffing prior to receipt of notice of termination.

In the event of an error in the credit entry, the correction of which requires that a reversing (debit) entry be made, | will hereby authorize the Depository
Institute to initiate such a debit entry in the amount of the error to my account. | understand that if such debit is created, | shall receive notification from
Select Medical Staffing, including reasons. The undersigned hereby agrees that all entries initiated hereunder are to be governed in all respects by the
Rules of the Louisiana-Alabama-Mississippi Automated Clearing House Association and agree to be bound thereby.

Employee Name SSN#

Employee Signature Date

Once you complete the Direct Deposit request form and submit it along with a voided check, it will take up to 5 business days for
your bank and our bank to confirm that your account is ready to accept Direct Deposit. During the 5 day waiting period you may
send in your time slips on Monday thru Friday before 9am and if your Direct Deposit has not taken effect, your check will be mailed
to you.

Direct Deposit is processed Monday thru Friday.

Your check should post to your account on the 2 business day after payroll, as follows:
Processed Monday in account Wednesday

Processed Tuesday in account Thursday

Processed Wednesday in account Friday

Processed Thursday in account Monday

Processed Friday in account Tuesday

If payroll day is a holiday or if effective day is a holiday it will be postponed by a day.

Direct Deposit can not be turned off and on. If you turn it off, it cannot be turned back on. We appreciate your understanding in this
matter.

Please sign below acknowledging you understand the Direct Deposit procedures stated above.

Signature Date




“A Joint Commission Certified Agency”

Select Medical Staffing, Inc is committed to providing employees the work they desire. Scheduled work
will consist of shifts varying from 8 to 12 hours. In order to accomplish this we must know your work
intentions. Please take a few minutes to develop your individualized work plan by marking the
statements that best describe you or by writing your specifics in the space provided.

EMPLOYEE’S INDIVIDUALIZED WORK PLAN

Name: Date:

SMS will be my only employment.

SMS will be my primary employment, but | will also work part time at:
SMS will be supplemental employment, my full time employment is at:
I am an agency nurse, | plan to work for more than one agency.

I am a traveling nurse, | plan to work for SMS when | am in this area.
Full time employment, | plan to work at least three 12 hour shifts a week.

Per Diem employment

| plan to work: 1-2 shifts a week 2 or more shifts month 3-4 shifts every two weeks
| plan to work 8-13 week contracts

I would like the staffing coordinator to call me anytime there are needs in my specialty.

| am agreeable to pre-booking (once | give availability, please book the shift then call me to confirm)

| prefer to work at the same (1 or 2) facilities Variety of facilities.

Shift Preference: 7am 7pm No preference Weekends Only
Additional Work Plan Information:

| am interested in working in the following Select Medical Staffing Regions.

Northshore Baton Rouge Lafayette
New Orleans Jackson, MS North Louisiana
Westbank Houma/Thib GulfCoast, MS

| have already oriented and worked at the following facilities, either as employment or through
another agency:

Facility Oriented and Worked Unit Worked | Agency Worked Through Date Last Worked at Facility

| am committed to my Individualized Work Plan. Should my work plan change, | will notify the SMS Staffing Department
immediately. My signature signifies my commitment to my Individualized Work Plan with SMS. | understand this
commitment does not alter my At Will Employment Relationship with Select Medical Staffing, Inc.

Signature Date



SELECT MEDICAL STAFFING, INC.
“A Joint Commission Certified Agency”

Name of Patient

HEALTH STATEMENT

(To be completed by a Physician)

Last four digits of SS#

Procedure
[ TB Skin Test
OR
[J Chest X-Ray
[ Rubella Titer*
O Measles**
[ Anti HBs Titer**

[ Varicella Titer**

* Required

Date/Results

[J TB Counseling Form

Date /Results

Date/Results

Titer
O N/A

Date/Results

O N/A

Date/Results

O N/A

Date/Results

** Recommended. May be required by some facilities and/or to work in certain areas. Rubella Titer
and Varicella for NICU and nursery workers.

Date of Physical Exam

General Appearance: [1 Good [] Fair [] Poor

The above named patient has been examined by me and found to be in good physical and
mental health. The patient appears to be free of any back problems, free from communicable
diseases, and is able to function without restriction.

Physician Signature

Date

Physician Name: (please print)

Physician Address

License Number




SELECT MEDICAL STAFFING, INC.
“A Joint Commission Certified Agency”

AGE SPECIFIC CRITERIA
PERFORMANCE APPRAISAL ADDENDUM

NAME DEPARTMENT

POSITION

The team member must be able to demonstrate the knowledge and skills necessary to provide

care, based on the age related criteria appropriate to the age of the patients served in the team
member’s assigned area. The skills and knowledge needed to provide such care may be gained
through education, training, or experience.

AGE SPECIFIC CRITERIA CHECKLIST

DEMONSRTATES KNOWLEDGE, SKILLS, AND ABILITIES FOR THE INDICATED PATIENT POPULATIONS

INFANT CHILD ADOLESCENT ADULT AGED
(0-1YR) (1-8 YR) (8-18) (18-65 YR) (65+ YR)

Y=YES, N=NO
N/A=NOT APPLICABLE

Adheres to patient
safety procedures for
applicable age groups.

Meets the nutritional
and elimination needs
for applicable age
groups.

Attends to motor and
mobility needs for
applicable age groups.

Sensitive to cognitive
and psychological
needs of applicable
age groups.

Utilizes appropriate
special equipment for
patient of different
age groups.

EMPLOYEE NAME DATE

TEST SCORE DATE

VALIDATED BY DATE
SIGNATURE/TITLE




SELECT MEDICAL STAFFING, INC.
“A Joint Commission Certified Agency”

Respirator Fit Test Record/Checklist

Respirator: NIOSH

Type: Approval Number

Employee: Employee Number:

Title: Date of Testing:

Employee Limitations: Beard Asthma Denture
Glasses Lung Disease Emphysema

None:

Explain limitations if necessary:

Employee signature:

Application: During the care of confirmed or suspected tuberculosis patients.

Sensitivity Test:
Procedure:
e Confirm that the employee being tested has had nothing to eat or drink (including chewing gum) for at
least 15 minutes prior to testing.

e Place hood over the employee’s head, positioned at least six inches from the face.

e Apply up to ten quick squeezes from Neutralizer #1 into the hood. Do not aim directly toward the
mouth area.

e If employee tastes the saccharin, continue with fit test procedure on reverse. If employee is not able to
taste the saccharin after 10 squeezes, apply up to an additional 10 squeezes. If the employee remains
unable to taste the saccharin after 20 squeezes, apply up to an additional 10 squeezes. If after 30
squeezes, the employee cannot taste the saccharin, fit-testing procedures must be rescheduled using a
different testing agent.

Sensitivity # (number of squeezes needed to detect taste):

The above employee has been cleared to wear a respirator.

Tested By: Date:




SELECT MEDICAL STAFFING, INC.
“A Joint Commission Certified Agency”

FIT TEST:

¢  Provide employee with a glass of water in order to cleanse the mouth of saccharin residue.
e Wipe out the inside of the fit test hood with a damp cloth to remove saccharin residue.

e Instruct/assist the employee in donning the respirator.

e  Place hood over the employee’s head and position it at least sixinches from the face.

e Instruct the employee to breath through the mouth and begin the following test exercises:

e  Using Neutralizer #2, apply squeezes during each of the following six activities equal to one-half of the Sensitivity number. 50% of
Sensitivity #

Is the employee able to taste saccharin as detected during the Sensitivity Test while:

CheckOne
e Breathing normally for 60 seconds L Yes LJNo
e  Breathing deeply for 60 seconds [1Yes [1No
e  Tuming head side to side for 60 seconds [ Yes [ONo
¢ Nodding head up and down for 60 seconds [ Yes [ONo
e  Resuming normal breathing for 60 seconds L Yes LJNo

If “Yes” is checked above for any of the six activities, the employee must be tested again after re-adjusting the respirator or trying a different
size.

"] Pass _Fail Size:  [ISmall " IRegular CLarge

Safe use of respiratory equipment is the responsibility of the user. Re-testing shall be performed in the event of a weight change of 20
pounds or more, significant facial scarring, significant dental changes, cosmetic surgery, or any other change, which may adversely affect
respirator sealing. It is the responsibility of the wearer to inform their supervisor of the Occupational Health Clinic of any of the above types

of changes. Note: TB respirator masks cannot be properly fitted to staff wearing facial hair growing across mask seal area.

Employee Name:

Employee Signature: Date:




