Dear Applicant,

Thank you for applying with Advance Nursing; we are excited to have you join our team!
Unon completion of your new hire paperwork, please also provide:

e Nursing License (LPN/RN) or CNA or CMA Certification

e Two forms of ID, please see the. enclosed 19 form for acceptable documents
o BLS Certification card {and ACLS, PALS, TNCC; if applicable)

= PPD and Immunizations record (MMR, Varicella Titre, & Hep B}

-]

Physical (statement from a Physician or Nurse Practitioner releasing you to work)

You will be required to take a Urine Drug Screen, if you are taking any prescribe
medications, you will be required to go tc a Labcorp testing site and present proof of
prescription(s).

We are open Monday through Thursday 8am to 5pm, and 8am tc 12pm on Friday. You
can drop cff your application packet in our office or fax it back to (864)331-2090.

Thank you,

Advance Nursing Team
(864)244-1770

(864)331-2090



Patient Care Technician/Certified Murse Aide
Self Evaluation Skills Proficiency Checklist

Name o - . CNA Years of Experience:

" Directions: Place X in the box describes your level of proficiency for each'of the skills preserited

" Level of Proficiency Key: A = Trained and Skilled B =Some Experiéhée' C=No Experience

GENERAL SKILLS A B C A B C
Vital Signs D D D . Handwashing D D D
Height and Weight L] [l L] Gloving [] [] ]
Bedmaking R L] Restraints 1 U O
Warm/Cold Application [ ] [] L] -Bathing 1 00 0O
Range of Motion [ L] L] Basic ADL L] L]
Mohbility 1. [ [] Transfer [] ] ]
Ambulation ] ] [l Bowel and Bladder Basic L] L] []
Elimination U ] L] intale and Output O 0 O
. Nutrition Basics D D D
STERILE TECHNIQUES A B C A B C
Enema & Rectal Suppository (] L] i Make Straight & Indwelling O O O
Fernale Straight & Indwelling D D D Catheterization D D D
Pori Catheter-Care 1 L1 ] Remova! of Catheter 0
Dry Sterile Dressing D D D Wet to Dry Dressing D D D
SPECIMEN COLLECTION: A B C A B C
Fingerstick D D D Phichatomy Venipuncture D D D
One Touch Breathing Monitor D D L Sure Step Glucose Monitor D D D
Urinalysis D D L] Occult Biood D ] D
RESPIRATORY: _ A B C . A B C
Assist Deep Breathing/Cough ] D D Nasal Cannula D D D
Pulse Oximeter D D L Incentive Spirometry D . D D
CARDIAC: A B C A B C
Monitor Lead Placerment D D D Arrhythmia recognition D [] D
Signature - Date:

Advance Nursing Representative: : Date:




Employment Application

Name . .
Last ) First Middle Injial Maiden Mame
Current Address . »
) Street Address . - Ciyy - State Zip Code
Home Phone ""‘ ~ Cell Phone
Permanent Address
Street Address - : City

‘State Zip Code -
Phone

Email Address

Best time to reach you

License Type Specialty 3S Number

Driver’s License Birth date

how did you-learn about us? -

. Y 7 . . P, Y
THUCATION: Name of School and Location Monl‘hf‘x ear D’P“’mas{
Graduated Degrees Received

College

Graduate School

Other School

| (if applicable) |
LICENSURE  (mciude photocopies of all licenses and certifications held,)
State: State: State:
Expiration Date: Expiration Date; Exprration Dale:
7V Y Y5 7 Y Y TRT .
(_,JLRLJ.J},!L‘V‘Ak IUI (ACLS, BLS, elc.) Cert. # Cert. Date Lxp, Date |
' . - - : !
|
Has your professional license or cerlification ever been investigated or suspended?  Yes *No
Have you ever been investigated by federal or state authonties for an alleged violation of health care law? Yes * Mo »
Have you ever been excluded from participation in a federal health care program (Medicare/Medicaid)? Yes * Mo
In the past 7 years, have you been convicted of a crime other than a traffic violalion? Yes * No
Have you ever been named as a defendantin a professional liability action? Yes *No
Can you submit verification of your legal right Lo work in the U.5.7 Yes » Mo

Fdny Uyes" responses must be explained on a seperaile sheet of paper.

If you will be employed on a visa, please specifly the type of work visa:

Person to notify in case of emerzency:

Name Relationship

Street Address City State Zip Code Phone

Advance Nursing 1328 Miller Road, Greenvillz, SC 29607 Toll Free 1-888-440-1770 www.advancenursine. com




Applicant’s Name

Worlk History

Please indicate all of your employment for the past seven (7) years, beginning with your most recenl employer.

Are you employed now? Yes ~ No _ 1fso, may we contact your préseﬁt employer? Yes - No_ -
Facility/employer Depl.
Street Address Stale Zip Code
‘Dates Employed: From To. . Reason for Leaving
Position Held Specialty ' )
Supervisor's Mame & Tille Phone
Travel Assignment? Yes_  No [ Agency? Yes  No_
Faciliry/empioycr. Dc:m. . -
S.chat Address State Zip Code
Dates Employed: From To Reason for LcaviAng
Position Held Specialty
Supervisor’s Name & Title Phone
Travel Assignmenl? Yes Mo _ Local Staff Agency? Yes  ~ No
Facility/employer Dept.
Streel Address State Zin Code
Dates Employed: From To Reason for Leaving
Position Held Speciaity
Supervisor’s Name & Title Fhone
Travel Assignmeni? Yes _ No_  Local Staff Agency? Yes__ No_
Facility/employer: Dept. T
Streel Address i Sl-atc. - Zip Code
Datés Employed: From To Reason {or Leaving »
Pasition Held Specialty
Supervisor's Name & Title Phone
Travel Assignment? Yes __ No_ Local Stalf Agency? Yes '_No o

Other names under which you have been employed

Please account for gaps in your employment history (use separale sheet of paper).

1 attest that the information provided in the application for employment with Advance Nursing is true, corvect and complete. 1
acknowledge that any misstaternent or omission of fact on the application may result in my disqualifieation from.employment
with Advance Nursing. 1 authorizé Advance Nursing to release lhis application and reference information to Advance Nursing
Client institutions, only after receiving express written or verbal consent for each assignment opportunity. I understand that by
giving ddvance Nursing permission to submit my application for assignment opportunities, I am also agreeing to any criminal
background investigation that may be required by cerlain states of Client institutions. ’

Signature

Date

Advance Nursing 1328 Miller Road, Greenville, SC 29607 Toll Free 1-888-440-1770 wwwodvancemrsing. comt




Work Reference

The person below has registered with Advasice Nursing and has listed you as a previous employer. We would appreciate your assistance in
verifying employment and evaluating job perlormance. All information is CONFIDENTIAL.

Applicant Release

Applicant Name:

Last. First MI Maiden
N Social Security #: Pasition Held:
Dales employed: From Lo : © Lnit
Employer:
Evaluatac's Namz Position Phone #
Facility Name
Address of facilily City State Zip

| authorize the person or company completing this form o release all informatian (including opinian information) regarding my employment. | hereby release and hatd
‘ harmless any individuals, or company, which is providing this informatien, bath factual, 2nd opinion 1o Advance Nursin

,and @, its representatives and agents, from any legal liability
for any damages thal may result form the disclosure of this information. .

Applicant Signature Date

RSN

Emplover Response

Note to Emplayer: The person whose name appears af ihe top of this form has applied with Advance Nursing for employizent in the h

valiht care fleld und has submined your nome as
the employer for reference. We wonld oppreciate your cooperation in replying to the survey listéd belaw. -

1. Do the employment dates above comespond with your records? Yes No (if no, then: o )

2. Is there anything in the individual's worlk history that would pose a threal to patient safety? Yes No

3. Would vou rehire this employee? Yes Na

Performance Evaluation Exceeds Meets Below Unsatisfactory ‘Not

Expectations Expectations” Expeclatidns ' Observed

| Accepls Supervision :

Appearance .

Alttendance ) ' T

Attitude

Dependability
| Job Knowledge/Skills ; .

Judgment o

Quality of Work

Name and Title (Please print) Signature Date

Telephone Verihication: By:__ . Date Signature __
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‘Work Reference

The person below has registered with Advasce Nursing and has listed you as a previous employer. We would appreciale your assistance in
verifying employment and evaluating job performance. All information is CONFIDENTIAL.

Applicant Release

Applicant Name:
Last. . First MI Maiden
Social Security #: Pasition Held:
Dates employed: From to “ Unil
Employer:
Evalnatar's Namie Position Phone-tt
Facility Name
Address of fzcility City - State Zip

I authorize the person or company completing this form to release al! information {including opinion information) regarding my employment. | hereby release and hold
harmless any individuals, or company, which is providing this information, bath faciual, and opinion Lo Advance Nursing, its zpresentatives and agents, fram any legal liabiliy
for any damapes that may result form the disclosure of this information.

Aprhcmt b1crnatule Date

Employer Response

Note to Emgloyer: The peryon whose none appears vt the top oj thix fornt has applied with Advance Nursing for eomployiment in the headth Lar"jlalt/ and has \uLumu‘d)auruumc as
the employer for reference. We would appreciate your foopr'rurmn in replying o the survey listed below,

I. Do thc employment dates above correspond with your records? Yes  No (Uf no, then:

2. Js there anything in the individual’s worlk history that would pose a threal Lo paticat saflcty? Yes No

3. Wauld you rehire this employee? Yes No

Performance Evaluation Exceeds Meets Below Unsatislactory "Not
Expeciations Expectations' Exnectalions ) Observed

Accepts Supervision

Appearance

Attendance .
Alitude
Dependability

Job Knowledge/Skills . .
K Judgment - - i
i Quality of Worlk ‘

Name and Title (Please prinl) Signature Date

Telephone Verification: By.__ Date Signalure__




Advance Nursing
Emergency Information Form

,,,,, mation:

Name:

Homé Phone: ' | A Cell Phone:

Email:

Current Address:

City: . : Stater Zip Code:

oniact:

ol

Fmergency

Address:

City: State: Zip Code:

Home Phone; Cell Phicne:

Relationship:

d . '
-2"° Emergency Contact:

- Name:

Address:

City: : State: o Zip Code:

Home Phone: - - L " Cell Phone:

Relationship; _




, at%‘ize Advance Nursing/Nurse Associates to
deduct the following from my first check:

Urine Drug Screen $35.00
~Criminal Background Check $35.00
BLS/CPR $55.00

TB Testing/PPD $20.00

00000

2-Step TB Testing/PPD $35.00

Total to be deducted: $

Signature . - Date

Print Name



tmayfield
Sticky Note
Don't worry about this page...we havent been charging them of this stuff.


ANNUAL PHYSICAL FORM - -

APPLICANT NAME:

(BY SIGNING THIS FORM I DO AUTHORIZE ADVANCE RURSING TO RECEIVE AND RELEASE THE FOLLOWING INFORMETION
- ACQUIRED IN MY RECENT MEDICAL EXAMINATION, WHICH IS RELEVANT TO MY EMPLOYMENT.)

I HAVE EXAMINED THE ABOVE INDIVIDUAL AND TO THE BEST OF MY KNOWLEDGE HE/SHE 1S IN GOOD PHYSICAL
HEALTH AND MENTAL HEALTH. THIS PERSON IS FREE FROM SYMPTOMS INDICATING THE PRESENCE OF AN
INFECTIOUS DISEASE AND DOES NOT HAVE ANY CONDITIONS THAT WOULD INTERFERE WITH THE PERFORMANCE OF
HIS/HER PROFESSION AT FULL CAPACITY WITHOUT RESTRICTIONS.

PRIMARY CARE PROVIDER/FHYSICIAN S iGNATUR.E DATE
TR SCREEN DATE RESULTS IN (MIVD

CHEST FILM X-RAY DATE ) (IF TB SCREEN 15 POSITIVE)

: - PROOF OF HISTORY - VACCINE OR TITER — Attach proofl of vaccinalior or titer. -

RUBEOLA Immunization Date_ (or) Titer Results
MUMPS Immunization Date (or) Titer Resuits
RUBELLA Immunization Date (or) Titer Resuits
VARICELLA Hx / TTTER
GENERAL COMMENTS:

Hepatitis B Dates and Declination

PLEASE SIGN APPROPRIATE SECTION BELOW

e Thave recewcd he series of three vaccinations or titer for Hepatitis-B as listed below (attach documentation):

i.  DateofFist Injection

Date
2. DaleofSecond Injection Titer Date
Dale
3. Daeof Thiel Injection
‘ Date
Signature Date

= Ihave not received the series of three vaccinations and I understand that due to my occupational exposure to blood or other
potentially materials, I may be at risk of acquiring Hepafitis B infection. At this time I decline the hepatitis B vaccination.

Signature Date

Advance Nursing 1328 Miller Road, Greenville, SC 29607 Toll Free [-888-440-1770 www.nihvancennrsing.com




Criminal Background Check Consent /
Drug Screen Consent/
Warker’s Comp Notice

Consent for Criminal
Backoround Infermation Checle

My signature below authorizes Advance Nursing to obtain any criminal history record information pertaining to me
that may be in the files of any state or local crirninal justice agency in Lthe United States of America. I understand

that this information will be used to evq]uate my qualifications for referral to specific assignments through Advance
Nursing.

Full Name )
Last - First Middle Maiden
Current Address ' ' .
Street Address City State Zip Code
ocial Security # Date of Birth
Employee Signature ] Date

Consent for Medical Records/Drug Screen

519

I authorize to release the following
records. My signature below authorizes Advance Nursing to obtain any Medical records information, (PPD, MMR,

Hep B, Varicella or other titer and immunizaticns.) pertaining lo me that may be in the files of any local LIospltal in

tha United States of America. Also consent to a pre/post drug screen I am aware of this screen can be used in
determination of my employment.

Employee Signature Date

npioyee W 31“&{@1 ompensat Nohco

Advance Nursing is committed to their employees and staff. And in doing so we want to ensure you are
well protected while on the job. In the event of a work related injury, you must notify Advance Nursing within
seven days. You are also responsible for filing a First Report of Injury even if you do not require immediate medical
attention.

Should you receive any invoices or billing for the worik-relaled injury, it is extremely important to forward
them to Advance Nursing. Advance Nursing will forward to our workman's compensation carrier for payment.

1f you have any questions; problems, or need worker's compensation information, please contact Advance
Nursing’s Human Resources Director,

1 have read and understand the procedures for filling a worker’s compensation claim.

Employee Name Date

dvance Nursing 1328 Miller Road, Greenville, SC 29607 Toll Free (888) 440-1770 www.advancenursing.com



WEC'NURSES

"HIPPA Policy Statement

As a user of information at an Advance Nursing Facility you may develop, use, or maintain patient
rccords (for health care, quality improvement, peer review, education, billing, reimbursement,
administration, and research) or personnel records (for employment, payroll, or other business
purposes). Patient and personnel information from any source and in any form, including paper
record, oral communication, audio recording, and electronic display, is strictly confidential. Access
to confidential patient and personnel information is permitted only on a need-to-know basis.

It is the policy of Hospital that users (i.e., employees, medical staff, students, volunteers, and outside
affiliates) shall respect and preserve~ the privacy of confidentiality of patient and personnel
information. Violations of this policy include, but are not limited to:

s accessing informaton that is not within the scope of your joby;

e misusing, disclosing without proper authorization, or altering patient or personnel
information;

e disclosing to another person your sign-on code and password for accessing electronic or
computerized records;

e using another person’s sign-on code and password for accessing electronic or computerized
records;

» leaving a secured application unattended while signed on; and

(1)

attempting to access a secured application without proper authorization.

Violation of this policy by employees, statf, or volunteers of Hospital may .constituie grounds for
corrective action up to and including rermination of employment or loss of Hospital privileges in
accordance with applicable Hospital procedures and/or federal or state law. Violaton of this policy
by you may constitute grounds foi corrective action in accordance with applicable Hospital
procedures.

I have read and agree to comply with the terms of the above statement and will read and comply
with the Hospitals’ policies and standards.

I further certify that I have received training and instruction on the confidendality provisions of the

Medical Record Security and Privacy Regulations under the Fealth Insurance Portability and
Accountability Act of 1996 (“HIPAA”) or any other applicable patient confidentiality laws.

Name:

92}
w2
*

(Please Print)

Signature: _ Date:




I , the undersigned, hereby certify to Nurse Associates, LLC that T am
an independent contractor and that I am self-employed. [acknowledge and agree that I am not an
employee of Nurse Associates, LLC, and that Murse Assaciates, LLC is not responsible for: (1) the
payment of Federal Insurance Contribution Act (FICA) taxes on payments made by Nurse Associates,
LLC to me, (2) the payment of Federal Unemployment Tax Act (FUTA) taxes on payments made by
Nurse Associates, LLL.C to me, (3) the payment of social security, medicare, or other payroll taxes on
payments made by Nurse Avsomateq LLC to me, (4) the withholding of federal, state, local or cther.
incorne taxes or payroll taxes on payments made by Nurse Associates, LLC to me, (5) vnemployment
compensation benefit coverage, or (6) any other benefits of any type.available lo an employee. I
understand and agree that payments from Nurse Associates, LLC lo me will be reported by Murse
Associates, LLC to the Internal Revenue Service and state tax authorities as payments made to an
independent contractor. A '

I further agree: (1) that] will not hold myself out az an employes of Murse Associates, LLC, {2) T'will not
claim I am an employees of Nurse Associates, LLC for unemployment compensation benefits purposes,
t2x purposes, or any other purposs, (3) [ will not file for unemgployment compensaiion benefits based on
the assertion I am an employee of Nurse Associates, LLC, and (4) to file ail government reports
including, but not limited fo, federal, state, and local tax refums consistent with being an independent
contractor (and not zan emaployee) of Marse Associates, LLC.

'1 further acknowledge and agree that Nurse Associates, LLC, will act sclely to place me as an - -
independent contractor, and that-if I am placed I am solely responsible for my actions relating to such
placement. [ will not attempt to hold Nurse Associates, LLC liable or responsible for any incident that
may occur relating to my placement.

I acknowledge and agres that Nurse Associates, LLC is relying on this Self-Employment Attestation and

that Nurse Associates, LLC would not agree to place me or attempt to place me without nty prior
execution of this Self-Employment Attestation.

J agree to indemnify Nurse Asseciates, LLC for any taxes, costs, expenses, liabiiities, attorneys’ fees, or

other damages incurred by Nurse Associates, LLC arising from, attribviable to, resulting from, or relating
to (directly or indirectly) my failure to comply with the lerms, provisions and statements above.

Social Security Number Signature of Independent Contractor

Date ‘Printed Name

Ehykchhhkkk o dok
The: undurstgmd Nurse Assaciates, LLC, hereby sxgmnes its reliance on the above Self-

Employment Attestation by its signature below.

NURSEASSOCIATES, LLC

— _ By: —
Date ‘ :

1000384697 |
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atient Safety Geals

The purpose of the National Patient Safety Goals is to improve patient safety. The Goals focus on problems in
health care safety and how to.solve them.

_Identify residents correctly . . f{;{j' )

Use medicines safely

Check resident medicines . Find out what medicines each resident is taking. Make sure that.it is OK for the
resident to take any new medicines with their current medicines.

Give a list of the resident’s medicines to their next caregiver. Give the list to the
resident’s regular doctor before the resident goes home.

Give a list of the resident's medicines to the resident and their family before they
go home. Explain the list.

Some residents may get medicine in small amounts or for a short time. Make sure
that it is OK for those residents to take those medicines with their current
medicines.

Prevent ﬁESideht_:

Prevent bed sores Find out which residents are most likely to have bed sores. Take action to prevent
bed sores in these patients. From time to time, re-check residents for bed sares.

» The Joint Commission
Accreditation |
Long Term Care




Nationan rauent sarety Goals

The purpose of the National Patient Safety Goals is to improve patient safety. The Geals focus on pronlema
in health care safety and.-how to solve them.

Improve staff communication

Prévéi{f infeﬁct’i.cyahi - - Uéé the hand ic';leé‘rxii"ig'gmdelines: from the Cent’e'rs‘ for Diseééé Control and -
Prevention or the World Health Organization.
Use proven guidelines-to prevent.infections that are dlfflCLI|t to treat.

Use proven guidelines to prevent infection of the blood from central lines.

Use safe practices to freat the part of the body where surgery was done.

Identify patient safety risks Find out which patients are most likely to try to kill themselves.

uospual
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F ¥ The Joint Commission

Official “Do Not Use” List'

Do Not Use

Potential Problem

Use Instead

U (unit)

Mistaken for “0" (zero), the
number "4" (four) or "cc”

Write "unit”

U (International Unit)

Mistaken for 1V (intravencus)
or the number 10 (ten)

Write ‘;lnlernational Unit"

Q.D.; QD, g.d., gd (daily)

Q.0.D., Q0D, g.0.d, god
(every other day)

Mistaken for each other
Period efter the & mistaken for

"I"and Lhe "O” mistaken for "|"

“Write "daily"
Write "every other day”

Trailing zero (X.0 mg)*
Lack of leading zero (.X mqg)

Decimal point is missed

Write X mg
Write 0.X mg

M5

MSO, and MgS0O,

Can mean morphine sulfate or
magnesium sulfale

Confused for one another

Wrile "morphine sulfate”
Write "magnesium sulfate”

! Annlies {o all orders and all medication-related documentation that is handwritten (including free-texi

compuier entry) or an pre-printed forms.

*Exception: A "trailiné zero" may be Used only where required to demonstralé the level of precision of the
value heing reparted, such as for laboratory results, imaging studies that report size of lesions, or
catheter/tube sizes. It may not be used in medication arders or other medication-related documeniation.

Additional Abhreviations, Acronyms and Symbols
(For passible future Inclusion in the Official "De Net Use" Uist)

Do Not Use

Potential Problem

Use Instead

> (greater than)
< (less than)

Misinterpreted as the number

"7" (seven) or the |elter "L"
Confused for one another

Write "grealer lhan”
Write "less than”

Abbreviations for drug names

Misinterpreted due to similar

abbreviations for
mulliple drugs

Write drug names in-full

Apothecary units

Unfamiliar to many
practitioners

Confused with metric units

Use melric uniis

Q Mistaken for the number ‘Write "at”
2" (lwo)
cc Mistaken for U (units) when Write "ml" or "milliliters”
poorly written
ug Mistaken for mg (milligrams) Write "mcg" or *micrograms”

resulting in cnie thousand-fold

overdose

NAME

SIGNATURE
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1. Your certifications, credentials, and medical documents must remain up to date

and compliant with JCAHO requirements at all times in order to work, or your
shifts will be cancetled.

2. Your shift time must be recorded on an Advance Nursing timesheet and MUST
_be signed by the Charge RN. Timesheets with no signatuie of approval/ not
recorded on an Advance Nursing timesheet will NOT be paid.

3. - . Attendance and punctuality are.crucial = please be on time for.all shifts and .
notify Advance Nursing if otherwise. Excessive tardiness and no cali/ no
show will result in Termination.

4. If you must cancel a shift, you must notify Advance Nursing at least 4 hours prior.

5. Shifts must be-scheduled through Advance Nursing ONLY. Do not sign up or
accept shifts directly at the facility.

6. Advance Nursing provides emergency service for after-hours & weekends.
Please handle your scheduling and payroll issues during regular business hours.
Our On-Call Coordinator can be reached by contacting our office at
864.244.1770, then press 1. This feature is stricily for emergencies ONLY
(ie: “day-of” cancellaticns, |eport|ng an incident, etc ...j

7. Lastly, Advance Nursing's hours of operatlon are as follow:
Monday — Thursday 8am — 5pm
Friday 8am — 12pm

Saturday and Sunday CLOSED

I, ' , understand and agree to follow the policies
and procedures outlined above.

Name: ' Date:




Universal Pretocol Hor Preveniing vwWwrong oSite, yWrolg rotedure,
Wrong Person Surgery™

Wrong site, wrong procedure, wrong person surgery can be prevented. This universal protocol is intended
to achieve that goal. It is based on the consensus of experts from the relevant clinical specialties and
professional disciplines and is endorsed by more than 40 professional medical associations and
organizations.

In developing this protocol, consensus was reached on the following principles:
O Wrong site, wrong procedure, wrong person surgery can and must be prevented.

QA robust approach—using multiple, complementary strategies——is necessary to achieve the goal
of eliminating wrong site, wrong procedure, Wrong person surgery.

O Active involvement and effective communication among all members of the surgical team is
important for success.

0 To the extent possibie, the patient (or legally designated representative) should be involved in the
process. . :

o Consistent implementation of a standardized approach using a universal, consensus-based
protocol will be most effective.

0 The protocol should be flexible enough to allow for implementation with appropriate adaptation
when required to meet specific patient needs.

QO A requirement for site 'marking should focus on cases involving right/lefi distinction, multiple
structures (fingers, toes), or levels (spine). ‘

O The universal protocol should be applicable or adaptable to ali operative and other invasive
procedures that expose patients to harm, inciuding procedures done in settings other than the
operating room.

Tirconeert with these principles, the following steps, taken together, comprise the Universal Protocol for
eliminating wrong site, wrong procedure, wrong person surgery:

O Pre-operative verification process

o Purpose: To ensure that all of the relevant documents and studies are available prior to
the start of the procedure and that they have been reviewed and are consistent with each
other and with the patient’s expectations and with the team’s understanding of the
intended patient, procedure, site and, as applicable, any implants. Missing information or
discrepancies must be addressed before starling the procedure.

o Process: An ongoing process of information gathering and verification, beginning with
the determination to do the procedure, continuing through all settings and interventions
involved in the preoperative preparation of the patient, up to and including the “time out”
just before the start of the procedure.

0  Marking the operative site

o Purpose: To identify unambiguously the intended site of incision or insertion.

o Process: For procedures involving righ/lefl distinction, multiple structures (such as
fingers and toes), or multiple levels (as in spinal procedures), the intended site must be
marked such that the mark will be visible after the patient has been prepped and draped.

0 “Time out” immediately before starting the procedure

o Purpose: To conduct a final verification of the correct patient, procedure, sile and, as
applicable, implants. :

o Process: Active communication among all members of the surgical/procedure team,
consistently initidfed by 2 designated member of the team, conducted in a “fail-safe”
mode, i.e., the procedure is not started until any questions or concemns are resolved.

© Copyright 2003

Print Name:

Signature: Date:

JCAHOP~1.MAX
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ANTI-DISCRTMINATION NOTICE: Tt is illegal to discriminate against work-authorized individuals. Employers CANNOT

specify which document(s) they will accept from an employee. The relusal to hire an individusl because the documents have a
futuie expiration date may also constitute illegal discrimination.

Section 1. Employee Inlormation and Verification (To be completed and signed by employee at the time employment begins.)

Print Mame:  Lasl . FirsL Middle Initial | Maiden Name
Address {Street Name and Number) Apl. it Dale of Birth {month/day/ear)
Cily . ' State Zip Code Socin! Sceurity # -

Tam aware that federal law provides for 1 attest, under penalty of perjury, that 1 am (check one af the following):
imprisonment and/or fines for false statements or [ citizen of the United Siates
use ol false documents in connection with the D A roncilizen nalional ol lhe United Stales (sze instruclions)
completion of this form. D A lawful permanenl resident (Alien #)

D An alien authorized Lo work (Aticn f or Admission )

unlii {expirtion date, il applicable - monidvdayvear)

Employce’s Signature

Date (month/daytyear)

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a persont otler thei the employee.) 1 aitest, ander
penglty of perjury, that 1 have assisted in the completion of this form and that 1o the best of my knowledge the information is wue and correct.

Preparcr's/Translater's Signalure Print Name

Address (Street Name and Nmmber, City, State, Zip Code) Date (month/day/year)

Section Z. Employer Review and Verification (To be compleled and signed by employer. Examine one documeit from List A OR

examine one documeni from List B and one from Lisi C, os listed on the reverse of this form, and record the title, number, and
expiration date, if any, of the document(s).)

List A OR List B AND List C

Document lille:

Issuing authority:

Document #:

Expiration DZale {if amy):

Document #;

Expiration Dale (if agy:

CERTIFICATION: 1 aitest, under penalty of perjury, that I have examined the document(s) presented by the above-named employes, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the empioyee began em

employment on
{montW/dayvear) and that to the best of my Iinowledpe the employes is authorized to work in the Unijted States. (State

employment apencies may omit the date the employze began employment.)
Signature of Emplioyer or Authorized Representative Print Name : Title

Business or Organization Name and Address (Sireer Nome and Number, City, Stawe, Zip Codz) Date (monil/day/year)

Seetion 3. Updating and Reverification (7o be completed and signed by employer.)
A.New Name (if applicable)

B. Dale of Rehire (monih/dayiear) (if applicable)

C.1femployce's previous grant of work authorizalion has expired, provide the information belew for the document that establishes current cmployment authorizalien.

Document Tile: Document #: Expiration Date (if any):

I atiesl, under penalty of perjury, that to the best of my kmovledge, this employee is authorized to work in (he United Siates, and if the employee presented
document{s), the docwment(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative

-\ Date fmonih/day/year)
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LISTS OF ACCEPTABLE DOCUMIENTS

LIST A

Documents that Establish Both
Tdentity and-Employment .

All documents must be unexpired
LISTRB
Documents that Establish
ldentity

LIST C

Documents that Establish
Lmployment Authorization .

|

Authorization OR AND
1. U.S. Passport or U.S. Passport Card 1 Driver's license'orlD card .issued by 1. Social Security Account Mumber
a State or outlying possession of the card other than one that specifies
L United States provided-it contains a on the face that the jssuance of the
_ o p_hotog1:aph or 1T1fomml]on SLIC].] as card does not authorize

2. Permanent Resident Card or Alien name, date of birth, gender, height, employment in the United Stales
Registration Receipt Card (Form eye color, and address
1-551)

2. Certification of Birth Abroad
: 2. 1D card issued by federal, stale or issued by the Department of State
3. Foreign passport thal conlains a Jocal governmenl agencies or {(Fonn FS-545)
temporary 1-551 stamp or temporary enlities, provided il conlains a -
1-551 printed notation on a machine- pholograph or informalion such as
readable immigrant visa name, date of birth, gender, heighl,
i i . 3. Certification of Report of Birth
eye color, and address )
issued. by the Department of Staie
— o Form DS-135

4, Eﬂ]p]Ole}EHt Authorization Document | 3. School 1D card with a ])]]Qtograp]] ( 0)
that contains a photograph (Form
1-766) N ot et o

4. Voiers registration card 4. Original or certified copy of birth
certificaie issued by a State,

5. In the case of a nonimmigrant alien 5. U.S. Military card or draft record county, municipal authority, or
authorized to work for a specific territory of the United States
employer incident to status, a foreign | g Military dependent's 1D card bearing an officiai seal
passport with Form 1-94 or Fonmn
1-94 A bearing the same name as the . . .

° l 7. U.5. Coast Guard Merchant Mariner . . .
passport and containing an 5. Mative American tribal docunient
e it Card .
endorsement of the alien's
nonimmigrant status, as long as the . . :
. ,.g] ° 8. Nalive American tribal document
period of endorsement has not yet ,
expired and the proposed , . . . 6. U.S. Citizen 1D Card (Form 1-197)
] . P P - . 9. Driver's license issued by a Canadian : (F 7
employment is not in conflict with .
- oy e goveriment authority
any reshictions or limitations =
identified on the form - . .
For persons under age 18 who 7. ldentification Card for Use of
are unable to present a Resident Citizen in the United
document listed above: States (Form 1-179)

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of :
the Marshal Islands (RM1) with 10. School record or report card 8. Employment authorization
Fonmn 1-94 or Form 1-94 A indicating document issued by the
nonimmigrant admission under the 11. Clinic, doctors or hospital record Department of Homeland Security
Compact of Free Association
Between the United States and the 7. D ] ] haol y
FSM or RM] 2. Day-care or nursery school recor

Mustrations of many of these decuments appear in Part 8 of the Handbook for Employers (M-274)

Form 1-9 (Rev. 02/02/09) N Page 5
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Whgibihty Verification

fRLeiCtaa

Instructions 4
Read all instructions carefully before completing this form.

| Anti-Discrimination Notice. 1t is illegal 1o discriminate against
any individual (olher than an alien not authorized Lo wark in the
Uniled Stales) in hiring, discharging, or recruiting or referring for a
Tee because of thal individual's national origin or.citizenship slalus..
1l is illepal to discriminale ngainst work-aulhorized individuals.
Employers CANNGT specify which documeni(s) they will accept
from an employee. The refusal (o hire an individual becavse the
documents presented hove a future expiralion date may also
constitute illegal discrimination. For maore information, call Lhe
Office of Special Counsel for Immigralion Related Unfair
Employment Praclices at 1-800-255-8155.

What Is the Purpose of This Form?

The purposg of this form is to document that each new
emplayee (both citizen and noncitizen) hired after November.
6, 1986, is authorized to work in the United States.

When Should Form I-9 Be Used?

All employees, cilizens, and nencitizens hired after November
6, 1986, and working in the United States must complete
Form 1-9.

. :
sup»

}«fgi}mg,i)ut?orml-};.‘ N

Section 1, Employee

This part of the form must be compleled nio later than the time
of hiire, which is the actual beginning of employment.
Providing the Social Security Number is valuntary, except for
employees hired by employers participating in the USCIS
Electronic Employment Eligibility Verification Program (E-
Verify). The employer is respensibie for ensuring that
Section 1 is timely and properly completed.

"Noncitizen Nationals ol the Uniied States

Noncitizen nationals of the United States are persons born in
American Samoa, cerfain former citizens of the former Trust
Teritory of the Pacific Islands, and certain children of
noncitizen nationals born abroad.

Employers should note the woik authorizalion expiration
date (if any) shown in Section 1. For employees who indicate
an employment authorization expiration date in Section 1,
employers are required to reverify employment authorization
for employment on or before the date shown. Note that some
employees may leave the expiration date blank if they are
aliens whose work authorization does not expire (e.g., asylees,
refugees, certain citizens of the Federated States ol Micronesia
or the Republic of the Marshall Islands). For such emyployees,
reverification does not apply unless they choose to present

- 1n Section 2 evidence of employment authorization thal

contains an expiration date (e.g., Employment Authorization

-Document (IFonn 1-766)).

Preparer/Translator Certification

The Preparer/Translalor Certification must be completed if
Scction 1 is prepared by a person otlier than the employee. A
preparer/ranslator may be used only when Uie employee is
unable to complete Section 1 on his or her own, However, lhe
employee must still sign Section 1 personally.

Section 2, Employer

For the purpose of compleling this form, the teim "employer™
means all employers including those reciuiters and referrers
for a fee who are agricullural associations, agricnlfural
employers, or farm labor conlraciors. Employers must
complele Section 2 by examining evidence of identity and’
employment authorization within three business days of the
date emplayment begins. However, if an employer hires an
individual for less than three business days, Section 2 must be
completed at the time employment begins. Employers cannot
specify which document(s) listed on the last page of Form 1-9
employees present to establish identity and employment
aulhorization. Employees may present any List A document
OR a combination of a List B and a List C document,

IFan employee is unable to present a required decument (or
documenis), the employee must present an acceptable receipt
in lieu of a document listed on the last page of this form.
Receipts showing that a person has applied for an initial grant
of employment anthorizalion, or for renewai of employment
authorization, are not acceptable. Employees must present
receipts within three business days ofthe dale employment
begins and must present valid replacement documents within
90 days or other specified time.

Lmployers must record in Seciion 2:

1. Document title;

2. Issuing authority;

3. Document number;

4. Expiration date, il any; and
5. The date employment begins.

Employers must sign and dale the certification in Section 2.
Employees must present originai documents. Employers may;
but are not required 1o, photocopy the document(s) presented.
1f photocopies are made, they must be made for all new hires.
Photocopies may only be used for the verification process and
must be retained with Form 1-9. Employers are still
responsible for completing and retaining Form 1-9.

Form 1-9 (Rey. 02/02/09) N



For more detailed information, you may refer to the
USCIS Handboolk jfor Employers (Form M-274). Y ou may
obtain the handboolk using the contact information found
under the header "USCIS Forms and Information.”

Section 3, Updating and Reverification

Employers must coniplete Section 3 when updating and/or
reverifying Form 1-9, Employers must reverify employment
authorization of their employees on or before the work
authorization expiration date recorded in Section 1 (if any).
Employers CANNOT specify which document(s) they will
accept from an employee.

A.Ifan employee's name has changed at the time this form
is being updated/reverified, complete Block A.

o}

. Ifan employee is rehired within three years of the date
this form was originally completed and the employee is
still authorized to be employed on the same basis as
previously indicated on this form (updaiing), complete
Block B and the signature bloclk.

i@

. If an employee is rehired within three years of the date
this form was originally completed and the employee's
waorle authorization has expired or if a current
employee's work authorization is about to expire
(reverification), complete Block B; and:

1. Examine any document that reflects the employee
is authorized to worlc in the United States (see List
A or C);

2. Record the document title, dccument number, and
expiration date {if any} in Block C; and

3. Complete the signature block.

Note that for reverification purposes, employers have the
option of completing a new Form 1-9 instead of completing
Seclion 3.

{ What Is the Filing Fee? J

There is no associated [iling fee for completing Form 1-9. This
form is not filed with USCIS or any government agency. Form
1-9 must be retained by the employer aiid made available for
inspection by U.S. Government officials as specified in the
Privacy Act Notice below.

EJSCIS Forms and Information j

To order USCISforms, you can download them from our
website at www . uscis.gov/forms or call owr toll-free number at
1-800-870-3676. You can obtain information about Form 1-9
from our website at www.uscis.gov or by calling
1-888-464-4218.

Information about E-Verify, a free and voluntary program that
allows participating employers to electronically verify the
employment eligibility of their newly hired employees, can be
obtained from our website at wwiw.uscis.gov/e-verify or by
calling 1-888-464-4218. '

General information on immigration Jaws, regulations, and
procedures can be obtained by telephoning our National
Customer Service Center at 1-800-375-3283 or visiting our
Internet website at www.uscis.gov.

E’hotocopyingﬁnd Retaining Form I-9

A blank Form I-9 may be reproduced, provided both sides are
copied. The Instructions must be available to all employees
completing this form. Employers must retain completed Form
1-Os for three years after the date of hive or one year after the

~ date employment ends, whichever is Jater.

"Form 1-5 may be signed and retained electronically, as

authorized in Department of Homeland Security regulaticns
at 8 CFR 274a.2. :

r —
Privacy Act Notice™ "+ ©

The authority for collecting this information is the
Immigration Reform and Control Act of 1986, Pub. L. 99-603
(8 USC 1324a).

This information is for employers lo verify the eligibility of
individuals for employment to preclude the unlawful hiring, or
recruiting or referring for a fee, of aliens who are not
aulherized to work in the United States.

This information will be used by employers as a record of
their basis for determining eligibility of an employee io worlk
in the United States. The form will be kept by the employer
and made available for inspection by authcrized officials of
the Department of Hlomeland Security, Deparlment of Labor,
and Office of Special Counsel for Immigration-Related Unfair
Employment Practices.

Submission of the information required in this form is
voluntary. However, an individual may not begin employment
unless this form is completed, since employers are subject to

“civil or criminal penalties if they do not comply with the

Immigration Reform and Control Act of 1986.

EMPLOYERS MUST RETAIN COMPLETED FORM 1-9

Form [-9 (Rev. 02/02/09) N Page 2

DO NOT MAIL COMPLETED FORM 1-9 TO TCE OR USCIS



Paperwork Reduction Act

An agency may not conduct or sponsor an informatien
collection and a person is not required-to respond Lo a
collection of information unless it displays a currently valid
OMB control number. The public reporting burden for this
collection of information is estimalted at 12 iminutes per
response, including the time for reviewing instructions and
"completing and submitling the form. Send coniments
regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing
this burden, to: U.S. Citizenship and Immigration Services,
Regulatory Management Division, 111 Massachusetts
Avenue, N.W._, 3rd Floor, Suite 3008, Washington, DC
20529-2210. OMB No. 1615-0047. Do not mail your
compleled Form I1-9 to this address.

Form 1-9 (Rev. 02/02/09) N Page 3
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UG TR G I ) THRIHIS] it L erLiiiCation send to the IS,

Departrment of the Treasury
Interna! Aevenue Service

iame (as shown on your incoma tax return)

Business name, if difleren! {rom abaove

Check appropriate box: O indivicual/Sci praprielor O Corporation O Partnership Exemp!
D lem:l:l liabllity company. Enler lhe lax classification {D=dlsregarded entity, C=corporation, P=partnership) » ._._... D ~péyeep
[] Other [see instuctions) &

Address (number, street, and apl. ar suite no.) © -

)
a
2
w
5
4_.
=
=
o

Aeguester's name and address [optional)

Cily, state, and ZIP code

List accounl nurnber{s) here {optional)

See Specific Instructions on page 2.

. Taxpayer identification Number {TIN)

backup withholding. Far individuals, this is your sacial securily nurnber (SShY, However, for a resident 1
alien, sole proprietor, or disregarded enlily, ses lhe Part | inslructions on page 3. For other enlities, il is
your employer identification number (EIN}. If you do not have a number, see How o geta T/N on page 3.~ er

Mote. If the accoun is in more. lhan one name, see lhe chart on page 4 for guidelinegs on whose
number o enter.

Enler your TIN in the appropriale box. The TIN provided must match the name given on Line 1 lo avoid | Social secunity number J

l Employer idenlification numbar

Certification

' Under penalties of perjury, | cenify that:

1. The pumber shown on this form is my correct laxpayer identification number (or | am waiting for a number o be issued 1o me), and

2. | am nol subject lo backup wilhholding because: (a) | am exempt from backup withholding, or (b) | have not been nolified by the Intemal
Revenue Service (IAS) that | am subjecl 1o backup withholding as a result of a f{glure o report all interest or dividends, or () the IRS has
noiified me thal | am no longer subject to backup withholding, and

3. tam a U.S. cilizen or other U.S, person {defined below).

Certification instruclions. You must cross oul item 2 above if you have been notified by the 1RS that you are currently subject to backup

wilhholding because you have failed 1o repori all interesl and dividends er your tax relurn. For real e

stale transactions, Herm 2 does not aap\y.

For morlgage interest paid, acquisilion or abandanment of secured properly, cancellation of debt, coniributions to an individual retirement
arrangement {{RA), and generally, payments other than interest and dividends, you are not required Lo sign the Gertification, but you mus!

provide your correct TIMN. See the instruclions on page 4.

Sign Signature of
Here U.5. person B

Date P

General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted.

Purpose of Form

A person who is required {o file an infarmaticon return with the
IRS must obtain your correcl taxpayer Identification number {TIN)
to report, for example; income paid to you, real esiale
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an [RA,

Use Form W-2 only if you are a I1.S. person {including a
resident alien), to provide your correct TIN to the person
requesting it {the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct {or you are
waiting for a number to be issued),

2. Certify that you afe not subject lo backup wilhholding, or

3. Claim exemption from backup withholding if you are a U.S..
exempt payee. |f applicable, you are also certifying thal as a
U.S. person, your allocable share of any partnership income from
a U.S. trade or dusiness is nol subject to the withholding tax on
foreign partners’ share of effectively connected Income.

Note. If a requester gives you a form other than Form W-8 1o
request your TIN, you must use the requester's form if it is
substantially similar to this Form W-8,

Definition of a U.S. person. For federal tax purposes you are
considered a U.S. person if you are:

e An individual who is 2 U.S. citizen or U.S. resident alien,

o A parinership, corporalion, company, or association created or
organized in the United States or under the laws of the Uniled
States, .

o An eslale {other than a foreign estate), or

o A domestic trust (as defined in Hegulatlons section
301.7701-7).

Special rules for partnerships. Parlnerships that conduct a
lrade or busingss in the United States are generally required to
pay a withholding tax on any foreign partners' share of income
from such business. Further, in certain cases where a Farm W-9
has not been received, a partnership is required ta presume thal
a partner is a foreign person, and pay the withnolding tax.
Therefore, if you are a U.S. person that is a partner in a
partnership conducting a trade or business in the Uniled Slales,
provide Form W-9 to the partnership to estaklish your U.S.
status and avoid withholding on your share of partnership
income.

The person who gives Form W-3 to the partnership for
purposes of establishing its U.S. slatus and avoiding withhalding
on ils allocable share of net income from the partnership

conducting a trade or business in the Uniled States {s in the
following cases:

® The U.5. ewner of a disregarded entity and not the entity,

Cal. Na. 10231X

Form W-9 (Aev. 10-2007)



ttuby, alty

o The IS, {rust (other than a grantor trust) and not the
beneficiaries of the trust.

Foreign person. If you are a foreign person, do not use Form
W-3. Instead, use the appropriate Form W-B (see Publication
515, Withholding of Tax on Nonresident Allens and Forengn
Entltles)

Monresident alizn who becomes a resment alien. Generally,
only a nonresident alien individual may use the terms of a tax
treaty to reduce or eliminate U.S. tax on certain types of income.
However, most tax treaties cantain a provision known as a
"saving clause.” Exceptions specified in the saving clause may
permit an exemption from tax to continue-for certain types of
income even after the payee has otherwise become a U.S.
resident alien for tax purposes.

{ you arz a U.S. resident alien who is relying on an exceptlon
contained in the saving clause of a tax trealy to claim an
exemption from U.S. tax on certain types of income, you must
attach a statement to Form W-Q that specifies the [ollowing five
items:

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

2. The treaty amcle addressing the income.

3. The article number (or location) in the tax tréaty that
contains the saving clause and its exceptions.

4.The type and amount of income that qualilies for the
exemption from tax.

5. Sufficlent facts to justify the exemphon from tax under the
terms of the treaty arlicle. .

Example. Article 20 of the U.S.-Chlna income tax treaty allows
an exemption from tax for scholarship income received by a
Chinese student temporarily present in the United Siates. Under
U.S. law, this student will become a resident alien for tax
purposes if his or ker stay in the United States exceeds 5
calendar years, However, p raglaph 2 of the firsi Protocol to the
U.8.-China treaty (dated Apr'l 30, 1584) allows the provisions of
Articie 20 to continue to apply even after the Chinese student
becomes a resident alien of the United States. A Chinese
student whao qualifies for this exception (under paragraph 2 of
the first protocol) and is relying on this exception to claim an
exemption from tax on his or her scholarship or fellowship
income would atiach to Form W-8 a statement that includes the
information described above to support that exemption.

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

What is backup withholding? Persons making ceriain payments
1o you must under certain conditions withhold and pay to the
IRS 2B8% of such payments. This is called "backup withholding.”
Fayments that may be subject to backup withholding include
interest, tax-exermnpt inlerest. dividends, broker and bharter
exchange transactions, rents, royalties, ncnemployee pay, and
certain payments from fishing boat operators. Real estate
transactions are not subject to backup withholding.

You will not be subject to backup withholding on payments
you receive if you give the requester your correct TiN, make the

proper cerlifications, and report all your taxable interest and
dividends on your tax return.

Payments you receive will be subject to backup
withholding if:
1. You do not furnish your TIN to the requester,

2. Yeu do not certify your TIN when required (see the Part [l
instructions on page 3 for details),

3. The IRS tells the requester that you furnished an incorrect
TIN,

withholding because you did not report alt your interest and
dividends on your tax return (for reportable interest and
dividends aonly), or

5. You do not certify to the requester that you are not subject
to backup withholding under 4 above ({or reportable interest and
dividend accounts opened after 1983 oniy).

Certain payees and payments are exempt from ba.ckup
withholding. See the instructions below and the separate
Instructions for the Requester of Form - W-9.

Also see Special rules for PETTF)EF.:.H/PS on page 1.
Penalties

Failure to furnish TIN. [i you fall to furnish your correct TIN to a-
requester, you are subject to a penalty of $50 for each such
failure unfess your failure is due to reascnable cause and not lo

“willfui neglect.

Civil penalty for false information with respect to
withholding. If you make a false statement with no reasonable
basis that results in no backup thhholdxng you are subjent to &
$500 penalty, :

Criminai penalty for falsifying information. Willfully falsifying
cerifications or affirmations may subject you to criminal
penalties including iines and/or imprisonment.

Misuse of TIMs. If. the requester discloses or uses TINs in
vnolatlon of federal law, the rnnunster may be subject to civil and
criminal penalties.

Specific instructions
Name

If you are an individual, you must generally enter the name
shown on your income tax return, However, if you have changed
your last name, for instance, due to marriage without informing
the Social Security Administration of the name change, enter
your first name, the last name shown on your social security
card, and your new |ast name.

If the account is in Joint names, list first, and then circle, the
name of the person or entity whose number you entered in Part |
of the form.

Sole proprietor. Enter your individual name as shown on your
income tax return on the "Name" line. You may enter your
business, trade, or "doing business as (DBA)* name on the
"Business name" line.

Limited liability company (LLC). Check ihe “Limiled liability
company” box oniy and enter the appropriate code for the tax
classification ("D" for rlisregarded entity, "C" for corporation, "P"
for partnership) in the space provided.

For a single-member LLC (including a foreign LLC wilh a
domeslic owner) that Is disregarded as an entity separate from
its owner under Regulations section 301,7701-3, enter the
owner's name on the "Name" line. Enter the LLC 5 name cn the
"Business name" line.

For an LLC classified as a parlnership or a corporation, enter
the LLC's name on the "Name" line and any business, trade, or
DBA name on the "Business name" line.

Other entities. Enter your business name as shown on required
federal tax documents on the "Name” iine. This name should
match the name shown on the charter or other legal document
creating the entity. You may enter any business, trade, or DBA
name on the "Business name" line.

Note. You are requested to check the appropriate box for your
status (individual/sole proprietor, corporaiion, etc.).

Exempt Payee

I you are exempt from backup withhelding, enter your name as
described above and check the appropriate box far your status,
then check the "Exempt payee” box in the line {ollowing the
business name, sign and date the form.



frrem backup withholding. Corporations are exempt from backup
withholding for certain payments, such as interest and dividends.

Nole. If you are exempt from backup withholding, you should
still complete this form lo avoid possible erroneous backup
withholding.

- The following payees are exempt from backup withholding:

1. An organization exempt from tax under section 501(a), any
IBA, or a custodial account under section 403(b)(7) if the account
salisflies the requirements of section 401(1)(2},

2. The IUniled States or any of its agencies or
instrumentalmes,.

3. A state, {he Dislrict of Columbia, a possession of the United
States, or any of their political subdivisions or instrumentalities,

4. A foreign government or any of ils political subdivisions,
agencies, or instrumentalities, or

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

Other payees that may be exempt from backup withholding
include:

G. A corporation,

7. A foreign central banl of issue,

8. A dealer in securities or commodities required to register in
the United ‘Stales, the District of Columbia, or a possession of
thé United States,

3. A {utures eommission merchant regisiered with the
Commodity Futures Trading Commission,

10. A real estate investment trust,

11. An enlily registered at all times during the tax year under
the Investment Company Act of 1840,

12. A common trust fund operated by a bank under section
584(a),

13. A financial institution,

14. A middleman knewn in the invesiment commiunity as a
nominge or custodian, or

15. A trust exempt from tax under section 664 cr described in
section 4947.

The chart below shows types of paymenis lhat may be
exempt from backup withholding. The chart applies io the
exempt payees listed ghove, 1 through 15.

IF the paymentis fcr... THEN the payment is exempt

1 ior...

Interest and dividend paymenis All exempt payees except

for 9

Broker transactions Exempt payees 1 through 13.
Also, a person reglslered under
the Investment Advisers Act of
1540 who regularly acts as a

J broker

. Barter exchange transactions

Exempt payees 1 through 5
and patronage dividends

Payments over $600 required
to be reporied and direct
sales over $5,000'

Generally, exemnpt payees
1 through 7°

1

:See Form 1099-MISC, Miscellaneous Income, and its instruclions.
"Howevar, the following payments made lo a corporation {including gross
proceeds paid to an aflorney under section 5045(1), even if the attorney is a
corparzlion) and reportable on Form 1089-MISC are nal exemot lrom
bachkup w:lhhnldmg medlcal and heallh care paymenls, attarneys' lees, and
payrnenis lar services pald by a federal execulive agency.

o g AUy Ll UILILIIvalLiul)

Number {TIN)

Enter your TIN in the appropriate box. If you are a resident
alien and you do not have and are not eligible to get an S3N,
your TIN is your IRS individual taxpayer identification nurmber
(ITINY. Enter it in the social security number box. If you do not
have an ITIN, see How to get a TIN below.

If you are a sole proprietor and you have an EIN, you may

enter either your SSN or EIN, However, the IRS -prefers that.you
use your SSN.

If you are a single-member LLC that is disregarded as an
entity separate from its owner (see Limited liability ccmpany
(LLC) on page 2}, enter lhe owner's' SSN {or EIN, if the owner
has one). Do not enter the disregarded entity’s EIN. If the LLC is
classilled as a corporalion or partnership, enter the entity's EIN.

Note. See the chart on page 4 for further clarification of name
and TIN combinations.

How to get a TIN. if you do not have a TIN, apply Tor one
immediately. To apply for an S8M, get Form SS-5, Application
for a Sccial Security Card, from your local Social Secuntw
Administration office or get this form onling at wumw.ssz.gov. You
may also get this form by calling 1-800-772-1213. Use Fom
W-7, Application for IRS Individual Taxpayer dentification
Number, to apply for an ITIN, or Form $5-4, Applicatlon for
Employer Identification Number, lo apply for an EIN. You can
apply for an EIN online by accessing the IRS website at
www.irs.gov/husinesses and clicking on Emplaver Identificaiion
Number (EIN} under Starting a Business. You can get Forms W-7
and SS-4 from the IRS by visiting www.irs.gov or by calling.
1-BOO-TAX-FORM {(1-800-828-36786).

If you are asked to complete Form W-§ but do. not havea TIN,
write “Applied For” in the space for the TIN, sign and date the
form, and glve it to the requester. For interest and dividend
payments, and certain payments made with respect to readily
tradable instruments, generally you will have 60 days to gel a
TIN and give it to the requester before you are subject to backup
withholding on payments. The 60-day rule does not apoly to
other types of payments. You will be subject to backup

withholding on all such payments until you provide your TIN to
the requester.

Note. Entering “Applied For* means that you have already
applied for a TiN or that you intend to apply for one soon.
Caulion: A disregarded domesfic entily that has a foreign owner
must use the appropriate Form W-8.

Part . Ceriification

To establish to the withholding agent that you are a U.S. person,
or resident alien, sign Form W-8, You rnay be requested io sign
by the wnhholdlng age.n even if items 1,'4, and 5 below indicate
otherwise.

For a joint account, oniy the person whose TIN is shown in
Part | should sign (when required). Exempt payees, see Exempt
Payee on page 2.

Signature requirements. Complete the cerlification as indicated
in 1 through 5 below.

1. Interest, dividend, and barter exchange accounts
openad before 1984 and broker accounts considered aclive
during 1983. You must give your correct TIN, but you do not
have to sign the certification.

2. Interest, dividend, broker, and barter exchange
accounts opened after 1983 and broker accounts considered
inactive during 1983. You must sign the certification or backup
withholding wili apply. i you are subject to backup withholding
and you are merely prbviding your-correct TIN to the requester,

you must cross out item 2 in the cerhhr*ahcn before signing the
form.
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4. Other payments. You must give your correct TIN, but you
do not have to sign the certification unless you have been
notified that you have previously given an incorrect TIN. "Other
paymerits" include payments made in the course of the
requester's trade or business for rents, royalties, goods (other
than bills for merchandise), medical and heaith care services
(including payments to corporations), payments to a
nonemployee for services, payments to certain fishing boat crew
members and fishermen, and gross proceeds paid to attorneys
(including payments to corporations).

5. Mortgage interest paid by you, acquisition or
abandonment of secured property, cancellation of debt,
qualified tuition program payments (under section 528), iRA,
Coverdell ESA, Archer MSA or HSA contributions or
distributions, and pension distributions. You must give your,
correct TIN, but you do not have to sign the certification.

What Name and Number To Give the Requester

For this type of account:

Give name and S5M of:

1. Individual

2. Two ar more individuals {joint
account)

3. Custodian accounti of a minor
{Uniform Gift lo Minors Act)

4. a. The usual revocable savings
lrust {grantor Is also trusieg)
b. So-called trust aseount that is

The individual .

The actual owner of Ihe account er,
if comblned funds, the first
individual on the account’

The minor®

The grantor-trustes '

The actual owner '

nol a legal or valid trust under
state law o S .
5. Sole proprietorship or disregarded | The owrier’
entity owned by an individual

For this type of account: Give name and EIN of:

8. Dlsregarded entity not owned by an| The owner
individuai
7. Avalid lrusl, estate, or pension Inisl
B. Corporata or LLC elecling
corporate slalus on Form BB32
3. Asspcialion, club, religlous,
charitable, educational, or other
lax-exempt organization
10. Partnership or multi-member L1.C
11. A broker or registered nominea
12. Account with the Depariment of
Agriculture in the nzme of a public
entity {such as a slate or local
government, schoal district, or
prisan) that receives agricutiural
program gayments ]

Legal entity
The corporation

The organization
The partnershlp

The brolcer or nomince
The public enlity

‘Us} first and circle the name of the person whose number you lurnish, If only one person
on'a joinl account has an SSN, that person’s number must be furpished.

2

Circle the minor's name and furnish the minor's GSN.

3 F— - E
‘fou mus! show your individual name and you may 2lso enler your business or “OBA”

narme on the second name line. You may usa either your SSN or EIN {if you have one),
bul the IRS encourbges you lo Lse your SSM.

* List first and circle the name of the trus!, estale, or pension trust. (Do nat Wraish the it
of the personal represanialiva or lrustee unless the legal entily Itseil Is nol deslgnaled In

the account lle.) Also see Sgecfal rules for parntnerships on page 1.

Note. If no name is circled when more than one name is listed,
the number will be considered o be that of the first name listed.

Com mme e et e e sy S AR AR IILILY D OIWAL

ldentity theft occurs when someone uses your personal

information such as your name, social securily number (SSNj}, or
other identifying information, without your permission, to commit
fraud or other crimes. An identity thief may use your SSN to get
a job or may file a tax return using your SSN to receive a refund.

" To reduce your risk:

e Protect your SSN,
= Ensure your employer is protecting your SSN, and
s Be careful when choosing a tax preparer.

Call the IRS at 1-B00-829-1040 if you think your identity has
been used inappropriately for tax purposes.

Viciims of identity theft who are experiencing economic harm
or a system problem, or are seeking help in rasolving tax
problems that have not been resolved through normal channels,
may be eligible for Taxpayer Advocate Service (TAS) assistance.
You can reach TAS by calling the TAS toll-free case intake line
at 1-877-777-4778 or TTY/TDD 1-800-823-4059.

Protect yourself from suspicious emails or phishing
schemes. Phishing is the creation and vse of email and
websites designied to mimic legitimate business emails and
websites, The most common act is sending an email to a user
falsely claiming to- be an established legitimate enterprise in an
attempt to scam the user into surrendering private information
that will be used for identity theft. ’

The 1RS.does not initiate contacts with taxpayers via emalls.
Also, the IRS does- not request personal detailed information
through- email or ask taxpayers {or the PIN numbers, passwords,
or similar. secret access information for their credit card, bank, or -
other financial accounts.

" If you receive an unsolicited email claliming to be from the IRS,
forward this message to phishing@irs.gov. You may alsc report
misuse of the IRS name, logo, or other IRS personal property to
the Treasury Inspector General for Tax Administration at
1-B00-366-44B4. You can forward suspicious emalls to the
Federal Trade Commission at: spam@uce.gov or contact them at
www.cansumer.gov/idiheft ar 1-B77-IDTHEFT(438-4338).

Vislt the IRS websité at www.irs.gov to Jearn rmore about
identity theft and how to reduce your risk.

Privacy Act Notice

Section 5108 of the Internal Revenue Code requlres you to provide your correci TIM to persons who must lile information returns with the IRS 1o report inleresi,
dividends, and certain other Income pald lo you, morigage Inlerest you pald, 1he acquisition or sbandonmenl of secured property, canceliation of dzit, or
conlribulions you made lo an IRA, or Archer }SA or HSA. The 1RS uses the numbers for identification purposes ang to help verify the accuracy ol your ax return,
The IRS may also provide lhis information to the Department of Justice for civit and criminal liligation, and o cilles, states, the District of Columbia, and U.S,
possessions lo cary out Lheir tax laws. We may also disclose this information lo other countries uneer a 1ax lrealy, lo l=deral and slale agencies to enforce federal
nontax criminal laws, or 10 {ederal Jaw enforcement and inteligence agencies to combat \errorism.

You mus! provide your TIN whelher or not you are required Lo file a tax return. Payers mus! generally withhold 28% of taxable interest, dividend, and cerain olher
payments lo a payee who dues not give a TIN to a payer. Certain penallies may alsa apply.
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Purpose, Complele Farm W-4 so that your
employer can withhold the correct federal income
tax from your pay. Cansider completing a new
Form W-4 each year and when your personal or
financial situation changes.

Exemption fraom withholding. If you are
exempt, compliete only lines 1, 2, 3, 4, and 7
and sign the farm to validate it. Your exemption
for 2010 expires February 16, 2011. See

Fub, 505, Tax Wilhholding and Estimatad Tax.
Note. You cannot claim exemptian from
withholding if {a) your income exceeds $950
and includes more than $300 of unearned -
income (far example, interest and dividends)
and (b) another person can claim you as a
dependent on his or her tax return.

Basic instructions. If yob are not exempt,
camplete the Personal Allowances Worltsheet
below. The warksheets on page 2 further adjust
your withholding allowances based on itemized
deductions, certain credits, adjustments lo
income, or two-eamers/multiple jobs situalions.

S nL LY. IUWISVET, YUU
may clalm fewer {or zero) allowances. For regular

wages, withholding musl be based on allowances
you claimed and may not be a flat amount or
percentage af wages.

Head of household, Generally, you may claim
head of household filing status on your lax
return anly if you are unmarried and pay mare
than 50% of the costs of keeping up a home
for yoursell and your dependent(s) or other’
qualifying individuals. See Pub. 501,
Exeimptions, Standard Deduction, and Filing .
Iniarmation, for infarmation.

Tax credits. You can take projected tax
credits into account in figuring your allowable
number of withhalding aliowances. Credits for
child or dependent care expenses and the
child tax credit may be claimed using the
Personal Allowances Worksheet below. See
Pub, 819, Flow Do } Adjust My Tax
Withholding, for infarmation on converting
your other credits into withholding allowances.
Nonwage income. If you have a large amount
of nonwage income, such as interest or
dividends, consider making estimated tax

pay ey Usiy FonT 1u4u-2o, isitmaled 1ax
for Individuals. Otherwise, you may owe
additional 1ax. f you have pensian or annuily
Income, see Pub. 919 to find out if you should
adjust your withholding on Fonm W-4 or W-4P.

Two earners or multiple jobs. If you havea
working spouse or mare than ane jab, figue

- the total number of allowances you are entilled

to claim on all jobs using worksheets from only
one Form W-4, Your withholding usually wil
be mesl accurate when all allowances are
claimed on the Farm W-4 for the highest
paying job and zero allowances are claimed on
he others. See Pub. 919 for details.

Nonresident alien. lf you are a nonresidenl
alien, see Notice 1392, Supplemental Form
W-4 Instructions for Nonresident Ahens belore
completing this form,

Check your withholding. Afler your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheld compares to
your projected total tax for 2010. See Pulb.
919, especlally if your earnings exceed
$130,000 {Single) or $180,000 {Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter ™"

for yourself if no one else can claim you as a dependenl . A
) J e You are single and have only one job; or ,
B Enter"1"if: ® You are married, have only one job, and your spause does not wark; or B -
L o Your wages frem a second job or your spouse's wages [or the total of botn) are §1,500 or less.
G Enter "1 for your spause. But, you may choose-to.enter "-0-" if you are married and have-either a working spouse or :
more than one job. {Entering “-0-" may help you avoid having foo litlle tax withheld.) O c
D ' Enter number of dependents (other than your spouse or yoursell) you will claim on yeur tax return D
E Enter "1" il you will file as head of hhousehold on your tax return {se= conditions under Head of househcld above) . E
F  Enter "1" if you have at least $1,800 of child or dependent care expenses for which you plan to claim a credit F
{Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit {including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
o 1f your total income wilt be less than 361,000 {$90,000 il marred), enter *2" for each eligible child; then less "1" if you have three or more eligible childran.

e |f your total income wili be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter "1” for each eligible
child plus "1" additional if you have six or more eligible children.
Add lines A through G and enter tolal here. (Ncte. This may be different from the number of exemptions you claim on your tax return} b H
For accuracy, r o |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deduections
complete all and Adjusimants Worksheet on page 2.
worksheets } s Ifyou have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exces
that apply. { $18,000 ($32,000 if married), see the Twa-Earners/Multiple Jobs Worksheet on page 2 to avaid having tco little lax withheid.
o |f neither of the above situations applies, stop here and anter the number from line H on line 5 of Form W-4 below.

Farm T\\ﬂj mé?f

Departmeal of the Tieasury
Internal Revanua Servico

< T
Cut here anc give Form W-4 te your employe F. Keep the taop part for your records.

Empicyee’s Withholding Allowance Certificate

> Whether you are entilied to claim a cerlain numhber of allowances or exemplian from withhalding is
subject to review by the IRS. Your emplayer may be required 1o send a copy of this form to the JRS.

OMB Mo, 1545-0074

2071

1 Type or print your first name and middle initial. Last name 2 Your socizl security number
Home address {number and street or rural route) 3 L—_l Single D Marrizd L—_l Married, but withhold at higher Single rate.
Note. If married, but legally separaled, or spouse Is & nonresident afien, check Ihe "Single” box.
City or lown, siale, and ZIP code 4 If your last name dilfers from that shawn on your social security card,
check here, You must call 1-B00-772-1213 {or a replacement card. P D
5  Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5
6 Additlonal amount, if any, you want withheld from each paycheck 61%

| claim exernption from withholding for 2010, and | certify that | meet both of lhe followmo "ondmons for exemptlo—\.
e Last year | had a right to a refund of all federal incoime tax withheld because ! had na tax liabliity and

& This year | expect a refund of all federal income tax withheld because | axpect to have na tax liability.

Il you meel both conditions, write "Exempt” here . e L’ 7 [

Under penalties of perjury, | deciare thal | have examined this certificate and to the best of my knowledge and belief, it is irue, correct, and complele.

Employee’s signature

(Form is not valid unless you sign it.) ¥

Date >

8

Employer's name and address (Employer: Complele lines 8 and 10 anly if sending lo the I1RS.) 9 QOffice coda (pplional) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Motice, see page 2.

Cal. No. 102200 Form W-4 o0
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page 2

Deductions and Adjustments Worksheet
Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.

1 Enter an estimate of your 2010 itemized deductions. These include qualifying home mortgage interest,
charitable contributions; state and local taxes, medical expenses in excess ol 7.5% of your income, and
miscellanecus deductions . . . . e e e e 1 3

$11,400 if married filing Jﬁmtl” or qualn‘ymg wndow(er) ]
$6,400 if head of household

$5,700 if smgle or married filing separately
Subtract line 2 from line 1. If zero or less, enter "-0-" .,
Enter an estimate of your 2010 adjostments lo income and any additional standard deductlon (Pub 919) .
Add lines 3 and 4 and enter the total. (Include any amount for credits from Worksheet 6in Pub. 813.)
~ Enter an estimate of your 2010 nonwage income (such as dividends or interest)
Subtract line 6 from line 5. |f zero or less, enter *-0-" . R , .
Divide the amount on line 7 by $3,650 and enter the result here Drop any {racnon -
Enter the number from the Personal Allowances Worksheet, line H, page 1 . . . . . .

Add lines 8 and 3 and enter the total here. !{ you plan io use the Two-Eamers/Multiple Jobs Wurksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1

™

Enter:

a=]
"

&2 |89 | e3 |9 | &R

O mw~N ;=W

N .
OV Ww~NoOm s W

10

Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note. Use this workshest only if the instructiens under line H on page 1 direct you here. ‘
1 Enter the number from line H, page_1 (or from line 10 above if you used the Deducticns and Adjustmerits Worksheei) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if

you are marvied filing jointly and wages from the highest paying job are $65,000 or less, do not enter mora -
than™3." . . . . o . . L L oL .. 2

3 [f line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
"-0-" and on Form W-4, line 5, pagzs 1. Do not use the rest of this worksheet ., ., . , . . .

Note. |f line 1 isless than line 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4-9 below to figure the additional
withholding amount necessary to avold a year-end tax bill.

L

2
=

Enter the number from ling 2 of this

4 waorksheet e e e e 4
5 Enter the number from line 1 of this worksheet . ., . . . . . . . 5
6 Subtractline 5fromlined . . . . . . . . . . . L 0oL Lo, [
7 Find tha amount in Table 2 below thai applies to the HIGHEST paying job and enter it here .. 7 %
8 Multiply llne 7 by line 6 and enter the result here, This is the additional annual withholding needed . . g §
S Divide line B by the number of pay periods remaining in 2010. For example, divide by 26 if you are paid
every two weeks and ycu complete this form in December 2008. Enter the result here and on Form W-4,
line 6, page 1. This is the additional amount to be withheld from each paycheck . e 3 %
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
It wages lrom LOWEST Enler on Il wages frem LOWEST Enter on If wages from HIGHEST | Enter on I wages from HIGHEST | Enler on
paylng job are— line 2 above naying joli are— llne 2 abave # paying job are— line 7 above| paying job are— line 7 abave
50 - $7,000 - o $0 - 56,000 - 0 $0 - §65,000 §550 §0 - $35.000 §550
7,001 - 10,000 - 1 5,001 - 12,000 - 1 65,001 - 120,000 910 35,001 - 90,000 210
10,001 - 15,000 - 2 12,001 - 19,000 - 2 120,001 - 185,000 1,020 90,001 - 165,000 1,020
16,001 - 22,000 - 3 19,001 - 28,000 - 3 185,001 - 330,000 1,200 165,001 - 370,000 1,200
22,001 - 27,000 - q 26,001 - 35,000 - q 330,001 and over 1,280 370,001 and over 1,280
27.001 - 35,000 - 5 35,001 - 50,000 - 5
35,001 - 44,000 - 6 50,001 - 65,000 - &
44,001 - 50,000 - 7 §5,001 - BO,000 - 7
50,001 - 55,000 - a 80,001 - 90,000 - 8
55,001 - 65,000 - g 90,001 -120,000 - 9
85,001 - 72,000 - 10 120,001 and over 10
72,001 - 85,000 - i
85,001 -105,000 - 12
105,001 -115,000 - 13
115,001 -130,000 - 14
130,001 - and over 15

Privacy Act and Paperwork Reducligg Act Nolice. We ask far the Iafermalion on this
form lo carry oul the Intemal Revenue laws of Ihe Uniled Slates. Internal Revenue Code
sections 3402{1){2) and 5109 and their regulalions require you 1o provide this
information; your employer uses it to determine your [ederal income tax withholging.
Failure [o provide a properly completed form will resull in your being lrealed as a single
persan who claims no wilhholding allowances; providing lraudulent informalion may
subject you ta penalties, Fouline uses of this informallon include giving il to the
Department of Justlce far civil and criminal litigation, lo cilies, slates, he Dislricl of
Columbia, and U.S. commonweallhs and possessions for use in adminisiering their tax
laws, and using il in the National Directory of New Hires. We may also disclose this
Information to other countries under a tax lrealy, lo federal and stale agencies lo
enforce lederal nonlax criminal laws, ar to lederal law enforcement and Inteliigence
agencies lo combal terrorism.

You are nol required lo provide the information requested on & lorm thalis
subject to e Paperwork Reduction Acl unless the form displays a valid OMB
conlirol number, Books or records relaling tc a form or its inslrusllons mus! be
retained as long as their contents may become malerial in the adminislration of
any Internal Aevenue law. Generally, tax relurns and return informallon are
conlidenlial, as required by Code seclion 6103.

The average lime and expenses required io complele and [ile this lorm will vary
depending on individual circumstances, For eslimaled averages, see the
instructions for your income tax relurn.

II'you have suggesllons lor making this farm simpler, we would be happy lo hear
from you. See the Instruclions for yeur Income tax relurn.
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Acdvance Nursing
1328 Miller Road
Greenville 5.C. 25607

First name: =

Middle name or initial:

E-Mail address:

Hire Date:

Agency Name:

Advance Nursing

Role or Title (RN, LPN, C.N.A. CPA, EVS,

tc...)

m

Location of Service (Check All that Apply)

Acute Care:

Physicians Practice:

Long Term Care:

Other:
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Assignment Handout for HealthStream Express

1. Go to: www.healthstream.com/hlc/shs.

2. Login with your prdvided user id and password.
User id: The first three letters of your last name and your last four digits of your sacial security # (without
spaces or dashes) .
Password: your social security #
3. Complete each of the courses below:
= A Welcome to GHS o
e Code of Excellence at GHS for Contracrors and Students
e Code Reacl: Responding to the Threal
s Electrical Salety
= Emergency Preparedness
= Fire Salely
= GHS Paging Codes
GHS Policy Overview
¢ GHS - Drug-Free Workplace

= GHS - Hand Hygien

2

e GHS - HMarassment in the Workplace

=  GHS —infection Prevention and Control — or other Infecticn Control Course(s) specific to vour area of practice (i.e.

alt

OR, ETC and Ambulatory Care have courses specific (o their practice)

s GHS - Informalion Security

GHS - Working Safely and Hazardous Materials

= Standard Precaulions: Bloodborne Pathogens and Other Polentially Inlectious Materials (Unlcss you arz in a posilion
that doesn’l have exposure potential)

e Workplace Violence

Please note that there may be additional clinical modules o be compleled belore you are able lo begin work al GHS or addilional

requirements as they come available during your work assignment at GHS.

Each course will provide an enline learning activity for you to complete as required prior to your work assignment.
There is also an exam for you to take online once you have completed the learning activity. Should you not pass the
exam with an 80% or belter you will be remediated and allowed to review the content again before atternpting to
retake the exam, Once you have successfully completed the course, it will “move” the course completion to your
“My Transcript” page where it will remain for you to print as needed whenever you need documentation.

The actual time to complete each course may vary but plan for approximately 5 hours to complete all the courses
listed on this letter. Additional training will be required for clinical staff and will require additional hours for
completion. Some of that additional training you will see on your My Learning page as you access HealthStream.
Your agency will be assisting you with those additional training requirements. Because requirements are different
for different work areas and job titles, lhe amount of time to complete will vary with each staff member.

July 21, 2009 -1-
Greenville Hospital System University Medical Center
Department of Education



Each course has a “bookmark™ feature so that when you leave the online activity for any reason, you may begin
where you left off by answering *“Yes” Lo return to your last visited page when you access the course again. In some
courses, you will have the option to “pause” the test and return (o it at a later timne.

Several of the courses have “atlachments™ or documents for you (o pull up, read and review. You may find it helpful
to print these documents for reference at a later time. You may also return (o these or any content after the
completion of the course by selecting that course off of your My Transcript page in HealthStream.

* To run (his online program, you must have the additional software to properly display the courses. The most likely
situation that alerts you the software’s missing is a \vhlle screen Lhat says it’s done.

s Shockwave — To load shockwave go to googl\. com and seqrch “[ree shockwave” and follow lhe instruclions to
download the soltware.

o Flash — To load flash go 1o googie.com and search “free Nlash™ and follow the instructions (o download the software.

e ActiveX leature — You may be asked lo download or enable lhe AcliveX feature. If so [ollow the instructions provided
lo you on your computer when you get that message.

It may be necessary for you to turn your “popup blocker™ off (0 access each course. You should use the option to
Allows Always Access to This Site”. You will most likely gel a yellow strip across the top of the screen. If you right
mouse click on the bar and select ““Always allow access to this sile.” that should resolve the popup blocker issue.

We recommend that you disable any Yahoo and Google toolbar.

If you are having problems or wish to ““check™ your computel to see 1f it meets the minimal 1equuements you may
run a “browser check™ by going to http://www.healthstream.com/browsercheck. -

Please note that most, but not all, courses do have sound. You may twn the sound off or back on by selecting the
Mute/Speak button located at the boltom of (he navigation bar, There is a routine downtime every Thursday from
8pm CST (9pm EST) until 4am CST (Sam EST). Piease plan your training time accordingly. Should you have
questions or need assislance, please conlact your agency representative. The HealthStream Customer Service
number is 1-800-521-0574.

July 21, 2009 2.

Greenville Hospital System University Medical Center
Department of Educaiion



Apgency Company Name:

Clinical Unit Location:

Position: (1 RN/LPN O UAP [ Clinical — Other O] Non-Clinical

GIHS General Orientation Requirements: Current Reguirements found on most rncunl 1\551gumcnl Hondoui
*sce attached transcript for component listing and verification of completion

-OSIIA Reqmrcments: Current Requircments found on most recenl Assignment Handout
*sec allached (ranscript Tor component listing and verilication of complelion

GHS Clinical Orientation Requirements ® Discipline Specific for Clinical-other
*sez below for component listing v Required
_ 4o *Please note designation of requirements by role and location of clinical unit.
, R 5 5 8 2 =] .
2.2 :; 2l 2 g 3 E 2 E 5 *Module indicates self-study modu‘" and kas been provided in paper copy and post
2= 50| 2E <O = test is aceessible via ealthStrea
S
™ N *CBT indicates computer based training and is accessible via HealthStream
W *Applicable components to be initialed and daied by agency personnel as verifieation
uar nap UAT of completion .
Yhase I Components Inifial Date
Medication Policy and Procedure - Medule

Use of Restraints - Module . ) -
GHS ~ Blood Draw snd Sample Labeling - CBT

Patiant Identification und Labeling Jor UAP -
Module

Documentation (UAP) - Module

Taldng a Pain Intensity Rating (UAP) - Module
IV Therapy - Module

PCA -Moidule

Libhics — Madule (No posi test-Acknowledgement
only}
Mpderate Sedation - CBT

OmpiRx—- CBT s
GHS Pain Manapement - CBT
SBAR Commaunication Tool— CBT

thelr Phere O uel
clemcnts required for thelr ypecific departmem/unie

H GHS Blosd Transfusion Administration - CBT

=

2 GHS Blocd Transfusion Reactions - CBT

=

g G115 Blood Component Handling, Transportatien

11 is the expeciation of (he indlvldua] deparment.

and Siorage at GHS - CRT
Alaris Sysiem Training (MX)- CBT

GI1S Murting Policy Overview - CBT

Radiation Safety discipline appropriaie — CRT

Medication Assessment Study Guide - CBT
LTC Resident Rights - CBT

LTC Customer Servica - CBT

L, TC Abnse and Nepleet - CBT

LTC Restraints ~ CBT

Skills/Knowledge Self-Assessment *To be given to agency stall on arrival to clinical unit/arca for completion. Clinical Unit
Educator and/or Manager 1o facilifatc and review.
Phase XX Clinical Unit/Practice-Specific Orientation Form *Varics per clinical unit/practice. Componenls 10 include, bul

nol limiled to, any elements/pracedures/praciices/clinica) know]edgc«pohmes not covered in Phase | and specilic io clinical area and agency
staff’s role. Provided lo agency stalf upon arrival to area and complelian faeilitated by Manager/Educator and/or area designee, The clinical

unit/practice is responsible for documentation of the elements that comprise Phase 11 Orenlation and thal it has been completed.
Signatures:
1. ) ' 3.
2 4.

Genera) Orientation Chiecklist for Clinical Agency StafT 12/06Revized 06/08 Revized 07-09



Staff Name:
Credentials:
Location of Assignment:

Agency Name:

SSH XXX-XX-

(eg: RN, LPN, CNA, CPA, EVS, CMA ect...)

~ (eg: hospital unit or department) -

‘ShiftWise Order Number:

[Please date and initial each ruqmrement to confirm ¢ ,omp‘ntmn as per the GHS Contract]

Date/initial Parsonne] Iﬁfnrmahon | Date/initial Health scyeen and Patient
Risk Information
Valid license, registration, Current PPD expiration date:
and/or certification to work (within past 12-
in South Carolina * months)
- Current American Heart Preof of immunity: Measles,
Asscciation Healthcare Mumps, Rubella, Chicken Pox
Provider BLS Certification* (Require two (2) immunizations
(other AHA approved or titer o
venﬁcahc:as as needed per
pecially )
Mxmmum two (2) references GHS Approved Respiratory Fit
from area of specialty Testing
Minimum of one (1) year Hepatitis B
relevant experience within the Immunization/Declination
last 12-months
Documentation of Plhysical GHS approved Background
Exam within past year Check to include: SLED, GSA,
OIG, and relevant licensing
‘boards
Negative Drug screen Confidentiality Agreement
*copies must be attached Authorization form signed by
for top two items listed agency employee permitting
enly GHS to review all health and
employee records
Staff Agency
Member Representative
Sign/Date Sign/Date
Q@m?]ﬁ te and scan 1o Sgﬁnﬂ& Wise Order

Fax to GHS Representative where ShiftWise is not available
- Any item marked “N/A” or left blank must be approved by a GHS
representative prior to a worked shift. All blanks must be completed.

Cretdentialing Checkiist Per Diem/Tras

yeisr Stalf

1/11/08




