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Report a complaint about a Health Care Organization

Click here to submit a new complaint.

Click here to submit an update to a complaint. (You must have vour complaint reéference number)

Do you have a complaint about the quality of care at a Joint Commission-accredited health care
organization? The Joint Commission wants to know about it. Submit your complaint online or send it to us by
mail, fax, or e-mait. Summarize the issues in one to two pages and include the name, street address, city,

and state of the health care organization.

When submitting a complaint to The Joint Commission about an accredited organizatian, you may either
provide your name and contact information or submit your complaint anonymously. Pfoviding your name

and contact information enables The Joint Commission to inform you about the actions
your complaint, and also to contact you should additional information be needed.

taken in response to

It is our policy to treat your name as confidential information and not to disclose it to any other party.
However, it may be necessary to share the complaint with the subject organization in the course of a

complaint investigation.

The Joint Commission policy forbids accredited organizations from taking retaliatory adtions against

employees for having reported quality of care concerns to The Joint Commission.

E-Mail:
complaint@jointcommission.org

Fax:
Office of Quality Monitoring
(630) 792-5636

Mail:

Office of Quality Monitoring
The Joint Commission

One Renaissance Boulevard
Oakbrook Terrace, IL 60181

If you have questions about how to file your complaint, you may contact the Joint Commission at this toll free

U.S. telephone number, 8:30 to 5 p.m., Central Time, weekdays.

(800) 994-6610

http://www jointcommission.org/GeneralPublic/Complaint/



Report a complaint about a Health Care Organization | Joint Commission

Scope Of Compiaint Evaluations

Complaint information is used to strengthen the oversight activities of the Joint Commission and improve the
quality of care in accredited facilities. The Joint Commission addresses all complaints that relate to quality of
care issues within the scope of our standards. These include issues such as patient rights, care of patients,
safety, infection control, medication use and security.

Thg Joipt C_ommission does not address individual billing issues and payment disputes. Also, we do not have
jurisdiction in labor relations issues or the individual clinical management of a patient. The Joint Commission
does not review complaints of any kind in unaccredited organizations.

How The Joint Commission Responds To Compiaints

The Joint Commission encourages you to first bring your complaint to the attention of the health care
organization's leaders. {f this does not lead to resolution, bring your complaint to us for review.

The Joint Commission's response to a complaint begins with a review of past complaints about the
organization, if any, and the organization's accreditation survey report. Depending on the nature of the
complaint, the Joint Commission will take one or more of the following actions:

e Where serious concerns have been raised about patient safety or standards compliance, the Joint
Commission will conduct an unannounced, on-site evaluation of the organization.

e The Joint Commission may ask the health care organization to provide a written response to the complaint.

e The Joint Commission may incorporate the complaint in the quality monitoring database that is used to
continuously track the performance of health care organizations over time.

e The Joint Commission may review the complaint at the time of the health care organization’s next
scheduled accreditation survey if it is scheduled in the near future.

e For more information about how the Joint Commission analyzes and follows up on complaints, see the
Quality Incident Review Criteria.

Release Of Complaint-Related Information

Upon request, the Office of Quality Monitoring provides the number of complaints an organization has had
and the category by contacting (800) 994-6610. In addition, if an on-site review of an organization results in g
change of accreditation status to conditional or preliminary denial of accreditation, these changes will be
reflected in the organization's Quality Report, available in Quality Check on this website or by calling the
Customer Service Center at (630) 792-5800.

After the Joint Commission completes its review of a complaint, we inform the complainant of the actions we
have taken if contact information has been provided.

I'have read and understand how to Report a i .
Quality of Care C .
and to The Joint Commission. P 1ty of Care Complaint to the Hospital

Signature

Print Name

Date
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Corporate Office: Los Angeles San Diego Office:
6095 Bristol Parkway 2nd Floor 3211 Holiday Court Suite 200
Culver City, CA 90230-6601 La Jolla, CA 92037-1802
310-417-3011  818-981-4454 619-457-3011

E l', Associated Health Professionals Inc.

ACKNOWLEDGMENT

DHS Policy No. 392.3, “Hand Hygiene in Healthcare Settings- JCAHO Requirements”

I acknowledge that I have received and read the Department of Health Services’ policy

No. 392.3, “Hand Hygiene in Healthcare Settings- JCAHO Requirements” and agree to
abide by the provisions of this policy. IfI fail to comply with this policy, I will be
subject to disciplinary action, up to and including discharge.

Employee Name (Please Print)

Employee Signature Date




Corporate Office: Los Angeles Las Vegas Office:
6095 Bristol Parkway 2nd Floor 2675 S. Jones Blvd. # 10#,
Culver City, CA 90230-6601 Las Vegas, NV 89146
310-417-3011  818-981-4454 TEL: 702-435-3011 ‘

E Pl Associated Health Professioﬁals Inc.

Valley Health System
Hemet Valley Medical Center
Waste Management Program

I, have read and understand my responsibilities for disposal of
waste generated at Hemet Valley Medical Center. I understant that if it have any
questions I can ask the Department Manager, The Infection Control Professional, the
Environmental Services Manager or the Safety Officer.

Signature(employee) Date

As Department Manager (or designee), I have reviewed the exam and found the
employee to have an understanding of the proper disposal of waste generated at Hemet
Valley Medical Center.

Signature (manager/designee)




UCLA Healthcare
VERIFICATION CHECKLIST
for
Regqistry / Contract / Temporary Staff

UCLA Medical Center Santa Monica - UCLA Medical Center

The following Orientation and Education requirements and documents must be completed at th
to work at UCLA Healthcare as a registry, contract or temporary staff member:

Copy of completed Agency Application

Verification of (3)signed Abuse Reporting Statements (child, domestic, elder)
Verification of signed Confidentiality Statement

Verification of completed HIPAA Training Module and Post Test

Evidence of Physical Examination/TB Testing/ Drug Screening Completion
Evidence of Background Check completion

Verification of valid License/Certification/CPR Card (if applicable)

Santa Monica-UCLA Medical Center Requirements:

a. Annual Education Guide and Post Test

UCLA Medical Center (Westwood) Requirements:

a. Self Study Orientation and Staff information Handbook and Post Test
b. Infection Control Module and Post Test

10. Age Specific Education Module and Post Test

1. Review of Restraints Competency Module

PN AWN

©

" An original license, certification and/or CPR card must be presented to UCLA Healthcare pers¢
starting any assignment. These documents must be current at all times.

1, have completed, signed and understand the above req
and requirements and am ready to begin my assignment at UCLA Healthcare. | am aware t
file can be audited at any time by UCLA Healthcare Human Resources or Nursing sta
purposes.

- Temporary Staff Employee Signature Date

Temporary Agency Representative Date

Agency Name Agency Phone Number

£ agency in order

pnnel before

uired documents
at my personnel
for compliance




Corporate Office: Los Angeles Las Vegas Office:
6095 Bristol Parkway 2nd Floor 2675 S. Jones Blvd. # 104,
Culver City, CA 90230-6601 Las Vegas, NV 89146
310-417-3011  818-981-4454 TEL: 702-435-3011

ﬂ .:' Associated Health Professionals Inc.

SOLICITATION & DISTRIBUTION ACKNOWLEDGEMENT

while working with patients, residents, clients or customers. When
permitted, solicitation may only be done in non-work areas. For purp
this policy, working time does not include rest breaks and meal peri
times before and after work.

their working time or the working time of other employees. When
permitted, distribution may only be done in non-work areas.

regards to solicitation and distribution and that I am expected to co
this policy at all times while contracted to Associated Health Professionals, .
Inc.

Employee Signature Date




Corporate Office: Los Angeles Las Vegas Office:
6095 Bristol Parkway 2nd Floor 2675 S. Jones Bivd. # 104,
Culver City, CA 90230-6601 Las Vegas, NV 89146
310-417-3011  818-981-4454 TEL: 702-435-3011

E ':l Associated Health Professionals Inc.

DISCRIMINATION /HARRASSMENT POLICY
ACKNOWLEDGEMENT

Associated Health Professionals, Inc. will not tolerate unlawful
discrimination against or harassment of an applicant, employee, patient,
resident, client or customer. Harassment may include verbal or physical
conduct and/or the display of written or graphic materials that denigrates an
individual because of their race, color, sex, religion, national origin, veteran
status, age, disability or any other protected status and creates an
intimidating, hostile or offensive environment.

Any type of unlawful harassment, whether in the workplace or during
outside work-sponsored activities is unacceptable and will not be tolerated.
Associated Health Professionals encourages individuals who believe they
are being harassed or discriminated against to promptly advise the offender
that his or her behavior is inappropriate and/or unwelcome and then report
the situation to their supervisor.

I acknowledge that I have received and understand the above policy in
regards to discrimination and harassment and that I am expected to comply
with this policy at all times while contracted to Associated Health
Professionals, Inc.

Employee Signature Date




Corporate Office: Los Angeles Las Vegas Office:
6095 Bristol Parkway 2nd Floor 2675 S. Jones Bivd. # 104,
Culver City, CA 90230-6601 Las Vegas, NV 89146
310-417-3011  818-981-4454 TEL: 702-435-3011

ﬂ Pl Associated Health Professionals Inc.

CONFLICTS OF INTEREST ACKNOWLEDGEMEN

Employees must ensure that none of their outside personal, business| or
ivestment interests conflict with the interests of Associated Health
Professionals, Inc. Conflicts of interest may exist where and employee’s
conduct results in improper personal gain or advantage or in any other
adverse effect on the Company’s interest. Situations that create an actual or
apparent conflict of interest also should be avoided. For example, conflicts
of interest can arise from outside employment, becoming involved in ourside
commercial interests, or referring business to any firm where you have a
personal interest or family relationship. You should also not accept gift or
benefit that could be viewed as creating conflict of interest by resulting in
1mproper personal gain.

You must promptly advise your supervisor or manager of any situatipn that
may be considered a conflict of interest.

I acknowledge that I have received and understand the above policy in
regards to conflicts of interest and that I am expected to comply with this
policy at all times while contracted to Associated Health Professionals, Inc.

Employee Signature - Date




Corporate Office: Los Angeles Las Vegas Office:

6095 Bristol Parkway 2nd Floor 2675 S. Jones Blivd. # 104,

Culver City, CA 90230-6601 Las Vegas, NV 89146
310-417-3011 818-981-4454 TEL: 702-435-3011

E Pl FAX 310-645-3034 FAX: 702-889-3020

ociated Health Professionals Inc.

PROTECTION OF CONFIDENTAL INFORMATION
- ACKNOWLEDGEMENT

Associated Health Professionals, Inc. considers its proprietary and
confidential business information to be a valuable asset that must be

protected against theft, loss or improper disclosure. Examples of praprietary

or confidential information include but are not limited to the following

materials:
1. Employment records;
2. Patient, resident, client or customer records or list;
3. Financial information;
4. Pricing Data;
5. Contracts;
6. Business plans, including marketing or development strategies;
7. Policies, procedures and manuals;
8. Internal communications; an
9. Trade secrets

to apply to you even after you leave the Company. Any employee w
discloses trade secrets or confidential business information will be s

This duty to maintain the confidentiality of Company Information c‘o‘f:tinues

0

bject to

disciplinary and legal action, even if the employee does not actually benefit

from the disclosed information.

Any inquiry from the media or any outside individual should be direc
senior management.

I acknowledge that I have received and understand the above policy in

ted to

regards to the protection of confidential information and that I am expected

to comply with this policy at all times while contracted to Associated
Professionals, Inc.

Health

Employee Signature Date




Corporate Office: Los Angeles Las Vegas Office:
6095 Bristol Parkway 2nd Floor 2675 S. Jones Blvd. # 104,
Culver City, CA 90230-6601 Las Vegas, NV 89146
310-417-3011  818-981-4454 TEL: 702-435-3011

E "l Associated Health Professionals Inc.

ACKNOWLEDGEMENT OF EMPLOYER

I, acknowlege that Associated Health
Professionals, Inc (AHP) is my employer and agree to uphold the rules ,
regulations, policies and procedures of AHP while on contract assignment at
King Drew Medical Center and/or Los Angeles County Women’s an
Children’s Hospital as an employee of Associated Health Professionals,

Signature Date

Title




Associated Healthcare Professionals, Inc. (“the Company”) has adopted and implemented
anew arbitration policy, requiring mandatory, binding arbitration of disputes, for all
employees, regardless of length of service. This memorandum explains the procedures,
as well as how the Arbitration Policy works as a whole. Please take the time to read this
material. IT APPLIES TO YOU. It will govern all existing or future disputes between

you and the Company that are related in any way to your employment, .

and the Company are bound to use the MAP as the only means of resolving any
employment-related disputes. This mutual agreement to arbitrate claims also meins that
both you and the Company forego any right either may have to a judicial forum ot a jury
trial on claims relating in any way to your employment, and both you and the Company
forego and waive any right to join or consolidate claims in court or in arbitration with
others or to make claims in court or in arbitration as a representative or as a member of a
class or in a private attorney general capacity, unless such procedures are agreed to by
both you and th ompan No remedies that otherwise woutd beavaitable to you

Arhitration Policy & Procedures

The Company sincerely hopes that you will never have a dispute relating to your
employment here. However, we recognize that disputes sometimes arise between an
employer and its employees relating to the employment relationship. We also recognize
that not every dispute can be successfully resolved informally. The Company believes
that it is in the best interests of the employees and the Company to resolve those disputes
in a forum that provides the fastest and fairest method for resolving them. Therefore, the
Company has adopted and implemented this Mutual Arbitration Policy (“MAP") as a
mandatory condition of employment.

The MAP applies to Company employees, regardless of length of service or status, and
covers all disputes relating to or arising out of an employee's employment with the
Company or the termination of that employment unless specifically excluded below.
Examples of the type of disputes or claims covered by the MAP include, but are not
limited to, claims against employees for fraud, conversion, misappropriation of trade
secrets, or claims by employees for wrongful termination of employment, breach of
contract, fraud, employment discrimination, harassment or retaliation under the
Americans With Disabilities Act, the Age Discrimination in Employment Act, Title VI
of the Civil Rights Act of 1964 and its amendments, the California Fair Employment and
Housing Act or any other state or local anti-discrimination laws, tort claims, wage or
overtime claims or other claims under the Labor Code, or any other legal or equitable
claims and causes or action recognized by local, state or federal law or regulations. The
MAP does not cover workers’ compensation claims, unemployment insurance claims or
any claims that could be made to the National Labor Relations Board. The MAP does not
cover administrative claims filed with appropriate state agencies under applicable State
wage and hour laws or regulations, such as claims filed with the California Department of
Labor Standards Enforcement. The MAP also does not prohibit either the Company or
any Company employee from filing a claim in small claims court, as long as the claim
properly is within the jurisdiction of the small ¢laims court. Because the MAP changes
the forum in which you may pursve claims against the Company and effects your legal
rights, you may wish to review the MAP with an attorney or other advisor of your choice.
The Company encourages you to do so.

constitutes your agreement to he honnd hy the MAP. Likewise, The Company agrees to

be bound by the MAP. This mutual obligation to arbitrate claims means that both you

- SRl cher e o = ¥ dvd d C
individually or to the Company.in a court of law, however, will be forfeited by virtue of
this ‘agreement to use and be bound by the MAP.

The MAP shall be governed solely by the Federal Arbitration Act ("FAA"),9US.C. § 1,
et seq. If for any reason the FAA is deemed inapplicable, only then will the MAP be
govemned by the applicable State arbitration statutes. The National Rules for the
Resolution of Employment Disputes of the American Arbitration Association (“"AAA™) in
place at the time of the dispute will govem the procedures to be used in arbitration, unless
you and the Company agree otherwise in writing.

What Is Arhitration?

Arbitration is a process in which a dispute is presented to a neutral third party, the
arbitrator, for a final and binding decision. The arbitrator makes this decision after both
sides present their evidence and arguments at the arbitration hearing. There is no jury. If
you win, you can be awarded anything you might individually have received in a court.

The arbitration process is limited to disputes, claims or controversies that a court of law
would be authorized to entertain or would have Jurisdiction over to grant relief and that in
any way arise out of; relate to or are associated with your employment with the Company
or the termination of your employment. The parties in any such arbitration will be limited
to you and the Company, unless you and the Company agree otherwise in writing. An
impartial and independent arbitrator chosen by agreement of both you and the Company
will be retained to make a final decision on your dispute or claim, based on application of
the Company’s policies and procedures and applicable law. The arbitrator's decision is
final and binding on you and the Company.

A neutral party, the American Arbitration Association (“"AAA”), runs the proceedings,
which are held privately. Since 1926, AAA has handled many thousands of cases.
Though arbitration is much less formal than a court trial, it is an orderty proceeding,
governed by rules of procedure and legal standards of conduct. AAA’s applicable rules
provide for reasonable discovery by both parties before the arbitration hearing. The
arbitrator's responsibility is to determine whether the applicable law has been complied
with in the matter submitted for arbitration. The atbitrator shall render a written decision
on the matter within 30 days after the arbitration hearing is concluded and post-hearing
briefs, if any, are submitted.



The Company and you will share the cost of the AAA's filing fee and the arbitrator's fees
and costs, but your share of such fees and costs shall not exceed an amount equal to your
local court civil filing fee. EXcept as otherwise provided by law, you and the Company
will be responsible for the feeg and gosts of your own respective legal counsel, if any, and
any other expenses and costs, such as costs associated with witnesses or obtaining copies
of hearing transcripts. '

The Company has access to legal advice through its outside lawyers. You may consult
with a lawyer or any other adviser of your choice. You are not required, however, to hire

EMPLOYEE AGREEMENT TO ARBITRATE
I acknowledge that 1 have received and reviewed a copy of the Associated Healthcare
Professional Inc.’s (herein “Company”) Mutual Arbitration Policy (“MAP”), and I understand that it is
a condition of my employment. I agree that it is my obligation to make use of the MAP and to submit

to final and binding arbitration any and all claims and disputes that are related in any way to my

v_a::ing gefios

yer-to-partieipate-marbitration;

The Company will not modify or change the agreement between you and the Company to
use final and binding arbitration to resolve employment-related disputes without notifying
you and obtaining your consent to such changes, although specific MAP procedures or
AAA Rules may be modified from time to time as required by applicable law. Also, the

Arbitrator or a court may sever any part of the MAP procedures that do not comport with
the Federal Arbitration Act.

Conelusion

If after reading the above summary of the Company’s arbitration policy, you have
Questions, you should direct them to the Company’s CEQ.

The Company is proud of its strong relationship with its employees, and is confident that
most problems, disputes and complaints can be handled either by your immediate
supervisor or by a higher level of management. The MAP will compliment these
policies, by allowing you and the Company to resolve any remaining disputes in a quick,
private and final manner that benefits all of us,

cmployment or the termination of my employment with the Company, except as otherwise set forth in
the MAP. Tunderstand that final and binding arbitration will be the sole E.a exclusive remedy for any
such claim or dispute against the Company or its parent, subsidiary, sister or affiliated companies or
entities, and each of its and/or their employees, officers, directors or agents (“the Company”) and that,
by agreeing to use arbitration to resolve my dispute, both the Company and I agree to forego any right
we each may have had to a jury trial on issues covered by the MAP, and forego any right to bring
claims on a representative or class basis. I also agree that such arbitration will be conducted before an
arbitrator chosen by me and the Company, and will be conducted under the Federal Arbitratiqn, Act
and the applicable procedural rules of the American Arbitration Association ("AAAM).

[ acknowledge that in exchange for my agreement to arbitrate, the Company also agrees to
submit all claims and disputes it may have with me to final and binding arbitration, and the Company
further agrees that if I submit a request for binding arbitration, my maximum out-of-pocket expenses
for the arbitrator and the administrative costs of the AAA will be an amount equal to the local civil
court filing fee and the Company will pay all of the remaining fees and administrative costs of the
arbitrator and the AAA. If any provision of the MAP is found unenforceable, that provision may be
severed without affecting this agreement to arbitrate. 1 further acknowledge that this mutual
obligation to arbitrate may not be modified or rescinded except by the mutual consent of both me and

the Company.

Employee Signature Employee Name (please print) Date

EMPLOYEE AGREEMENT TO ARBITRATE




Corporate Office: Los Angeles Las Vegas Office:
6095 Bristol Parkway 2nd Floor 2675 S. Jones Blvd. # 104,
Culver City, CA 90230-6601 Las Vegas, NV 89146
310-417-3011  818-981-4454 TEL: 702-435-3011

E "l Associated Health Professionals Inc.

ACKNOWLEDGEMENT OF RECEIPT OF
EMPLOYEE NOTIFICATION PACKET
California Medical Provider Network from AIGCS

My signature certifies that I acknowledge and have received the AIGCS/First Health:
California Medical Provider Network Employee Notification Packet from Associated
Health Professionals, Inc (AHP).

Employee Signature Date

Print Name




Corporate Office: Los Angeles Las Vegas Office:
6095 Bristol Parkway 2nd Floor 2675 S. Jones Blvd. # 10
Culver City, CA 90230-6601 ' Las Vegas, NV 89146
310-417-3011  818-981-4454 TEL: 702-435-3011

E

ociated Health Professionals Inc.

u Pl FAX 310-645-3034 FAX: 702-889-3020

Associated Health Professionals, Inc’s Meal Policy

Meal Period Waiver (Shifts in excess of 8 hours)

When I work a shift in excess of eight hours and no more than twelve hours, I wish to
voluntarily waive one of my two unpaid meal periods that I would otherwise be entitled to

receive under California law.

If I work more than twelve hours in a day, I must take two %: hour unpaid meal breaks and

I will inform my Manager in order to take 2 meal breaks.

I understand and agree that when I work a twelve hour shift, I must inform
Manager when I have not taken one 1/2 hour, unpaid meal break in order th
can be made for me to take a % hour, unpaid meal break. I will not work wit

% hour, unpaid meal break.

In accordance with the requirements of state law, I hereby voluntarily agree
waive one ¥z hour, unpaid meal period each day. I understand that, as a resu
this waiver, I will receive only one % hour, unpaid meal period during each 1
day of work and I will be paid for all working time, but not for the one ¥ ho
duty-free meal period I receive. I also understand that I or the hospital in w
work,may revoke this “Meal Period Waiver” at any time by providing at le

y Hospital
t accommodation
out taking one

0
t of
hour
r,
ichI

day’s notice in writing to AHP of the decision to do so. This waiver will remain in

effect until I exercise or the hospital exercises the option to revoke it.

I acknowledge that I have read this waiver, understand and voluntarily agree
provisions.

Staff Member Name (Please Print) Date

Staff Member (Signature) Social Security Number

Approved for Associated Health Professionals, Inc by:

AHP Employee Date

 to its




Corporate Office : Los Andgeles Apple Valley Branch Office :
6095 Bristol Parkway, 2™ Floor 19031 Highway 18, Suite 220

Culver City, CA 90230-6601 Apple Valley, CA 92307
310-417-3011 818-981-4454 Tel: (760)242-4483 800-428-14
FAX 310-645-3034 Fax:: (760) 242-4823

Associated Health Professionals Inc.

EMPLOYMENT AGREEMENT

Associated Health Professionals, Inc is a temporary, staff relief nursing
agency. The number of hours worked by our employees is based on
combination of the needs at our client hospitals and the availability/ exibility
of our nursing staff. AHP cannot guarantee any number of hours in any
given week. Even if you have worked a full week, you must not expect the
same in the following weeks or months.

Although we will do everything possible to meet your scheduling needs, we
are not responsible for your transportation problems. If you do not have a car,
we cannot guarantee that you will work close to your home, within walking
distance or near a bus line.

My signature certifies that I have read and understand the above statement. It
is also an indication that all information contained within my application is

correct and may be verified by AHP in compliance with the California Labor
Law.

Signature Print Name Date




Associated Health Professionals Inc.

EMPLOYEE ORIENTATION AT TIME OF SCREENING AND HIRE
EMPLOYEE REQUIREMENTS

Position Description- Ability to provide safe care with consideration of the age and health status of patients/sensitivity
Personnel Counseling and Termination Policy

Confidentiality of Information, including patient, electronic and paper information
Patients Rights, Ethics and Responsibiities

Industrial Injury Policy/Procedures - Reporting 6A. CAL/OSHA Guideliness For Workplace Safety
Contract terms for Facilities Rules & Regulations for items stated below:

Non-County Status Reporting On/Off- /Uniform Standard  Transcribe Orders
Medication Administration Requirement Original Documentation Job Description
Documentation of Care Incident Reporting

. Corporate Responsibility Program 9. Prevention & Management of Assaultive Behavior Training 10. Safe Arms
i1, Prevention of Sexual Harrassment 12. Prevention of Workplace Violence 14. Drug & Alcohol Free Workplace
15. HIPPA - Health Insurance Portability & Accountability Act requirements - Inservice module, testing and video
PATIENT SAFETY

1. * Fire, Electrical & Patient Safety

* Hazardous Materials/MSDS/Radiation Regulations
* Disaster & Evacuation Preparedness

* Prevention & Management of Patient Falls
* Respiratory Therapy - Oxygen Safety
Child/Elder/Dependent/Resident Adult Abuse Reporting Requirements

NOOsLND -~

8

* Latex Allergy Safety Training
* Patient Restraint/Restrictive Devices Policy
* Skin Care Assessment & Management for Skin Integrity

Patient Self Determination Act/ Advance Directives/Durable Power of Attorney/Organ Donor Protocol
Bill of Patient Rights and Ethics * Cultural Diversity & Spiritual Considerations
Domestic Violence/Diagnosis and Treatment and Reporting Guidelines

Competency to Educate Patients in the Use of Medications and Food & Drug Interactions
Infart/Child Security Policies for Maternal/Child Personnel

Education & Orientation for Age Specific Patient Care - Child, Adolescent, Adult and Geriatric Patients

©ENO AN

This form is to verify thet you are in receipt of the AHP Nurse Manual and that you have knowledge of and have been advised
regarding the above mentioned policies and procedures which it contains.

AHP is a temporary, staff relief nursing agency. The number of hours worked by our employees is based on a combination of
hospitals and the availability/flexibility of our nursing steff. Therefore, due to the fluctuating nature of the industry, AHP
hours to be worked in any given week.

Although we will do everything possible to meet your scheduling needs andrequests, AHPis not responsible for your transp
have a car, we cannot guarantee you work close to your home, within walking distance or near a bus line.

Have you ever:

*Been named as a defendant in a malpractice action? When? Who was your employer?

Insurance Coverages - Workers Compensation, General and Professional Liability Insurance, Unemployment Insurang

Capping and Running (Na
Controlled Substance Acc

* Body Mechanics, Back Safety & Ergonomic §

. * Paim M

OSHA Regulations - Universal Blood Precautions/ TB Awareness/ Hepatitis Information/infection Control-Exposure Co

fo cultural diversity

e, SDI.

Solicitation)

puntability

+ Senate Bill 1368

afety

fanagement

ntrol Plan

of your responsibilities

the needs at our client

ca]not guarantee any number of

ion problems. If you do not

YES

*Had a license or certification in any jurisdiction limited, suspended, revoked or voluntarily relinquished? When? In whet State? . _
*Been licensed or practiced professionally under a different name? Under What name? _ .
*Been denied a license? When? in Whet State? For what reason? _
*Been convicted of a misdeamenor or felony, including treffic violations? When? What State? What County? _ _
( This includes any offense where you were found guilty, plead guilty or plead nolo contendere (no contest). )
You may OMIT: a. Conviction of a misdeamenor while under the age of 18, if the record was sealed under Penal Code 1203.45

b. Any conviction specified in Health and Safety Code Section 11361.5 which pertains to various marijuaha offenses

( A conviction will not necessarily disqualify you from consideration for employment)

* Have you ever been arrested and are you out on bail or on your own recognizance and still awaiting trial

* Have you ever been released or discharged from employment or resigned to avoid such release or discharge?
If yes, please provide date(s) and circumstances:

* Do you have a valid Driver’s License? |n what State(s)?

If you answered YES to any of the above, please explain:

My signeture certifies that all information contained within my application is correct and may be verified by AHP in compliance
It also acknowledges that | am aware that it is my responsibility to review the policy and procedure documents of each client h
beginning my initial shift.
SIGNATURE:

PRINT NAME: License No

with the California Labor Law.
rospital in which | work, prior to

Date:

| have reviewed the applicant's qualifications & skills that qualify for the position

SIGNATURE: Print Name: Title

Date:

Karen\form\achnowlig.frm 12/03




Corporate Office: Los Angeles San Diego Office:

6095 Bristol Parkway 2nd Floor 3211 Holiday Court Suite 200
H :Culver City, CA 90230-6601 La Jolla, CA 92037-1802
310-417-3011  818-981-4454 619-457-3011
u FAX 310-645-3034 FAX 619-457-0341
- -
- Associated Health Professionals Inc.
NAME X DATE

TO COMPLY WITH JCAHO STANDARDS. ALL NURSE'S FILES MAINTAINED IN THE ARP OFFICE MUST CONTAIN THE FOLLOWING DOCUMENTS. DEFICIENCIES ARE INDICATED BY AN “x°. IT IS THE
NURSE'S RESPONSIBILITY TO PROVIDE ALL DOCUMENTATION NEEDED TO COMPLY WITH JCAHO.

1 APPUCATION, WORK HISTORY/ EDUCATIONAL BACKGR/OUNDI INTERVIEW - PROOF OF 1 YR ACUTE CARE OR PSYCHIATRIC HOSPITAL EXPERIENCE IN PAST 3 YEARS

2 SPECIALTY/ HOSPITAL/ SHIFT PREFERENCE UST
3 SIGNED/ DATED NURSE FILE CHECKLIST (THIS FORM) )
. CURRENT CALIFORNIA NURSING/ RCP UCENSE
_____ 3 SOCIAL SECURITY CARD COPIED (FOR I-9)
e A} PHOTO 1.D. WITH SIGNATURE “‘e.§: VALIO DRYVER'S LICENSE' OR PASSPORT (FOR 1-9)

B) AUTOMOBILE INSURANCE ___ YES __ NO COPY OF CERTIFICATE __ COVERAGE UMITS

ceemen T CURRENT BCLS HEALTH CARE PROVIDER CARD (MUST BE RENEWED ANNUALLY OR SEM ANNUALLY AS HOSPITAL REQUIRES
& PROOF OF IV CERTIFICATION (AL LVNs) .
_______ 0. CURRENT ACLS .NALS .PALS CARDS (MUST BE RENEWED EVERY TWO YEARS)
S SPECIALTY CERTWICATES: __ICU. ____TELEMETRY. __ CCAN. __ CEN. __MAB. __ CHEMO. __ HIGH RISK 0B, ____FETAL MONITORING. __ ACCU CHECK,

LV. CERTIFEED, ____HEMO MONITOR, __ DIALYSIS NICU.___ PICU. __ER. __ FRECARD

1. RESUME (W AVAILABLE) AND REFERENCES

12, ___PHYSICAL EXAMINATION (TAKEN WITHIN THE LAST YEAR) TO INCLUDE:
___PPD RESULT OR CHEST X-RAY ___RUBEULA (VACOINATION OR MTRE) . TB QUESTIONNAIRE[ANNUALLY UPDATED)
__VARICEUA(VACCINATION OR TITRE) ___RUBEOLA (VACCINATION OR MTRE)
___MUMPS (VACCINATION OR MTRE) _._HEPATITIS (3 VACCS OR TITRE OR WAVER -
I - 3 HEALTH QUESTIONNAIRE (COMPLETED AT TIME OF HIRE)
N L) CERTIFICATES/ TESTS RENEWED ANNUALLY): INSERVICE TESTS & CERTIFICATIONS
. FIRE & SAFETY - UNIVERSAL BOOY SUBSTANCES/ OSHA - LATEX ALLERGY SAFETY TRAINING . PAIN MANAGEMENT
- INFECTION CONTROL/TB GUIDELINES . BODY MECHANICS - DOMESTIC VIOLENCE . SKIN CARE ASSESSMENT
- DL ASTER PREPAREDNESS ¢ - HAZARDOUS WASTE/ MSDS -FALLS . RESTRAINT USE PRINCIPLES - AGE SPECIFIC CRITERIA
. CORPORATE RESPONSIBILITY - PREVENTION & MANAGEMENT OF ASSAULTIVE BEHAVIOA - CULTURAL DXVERSITY| & SPIRITUAL CONSIDERATIONS
R - PHARMACOLOGY TEST (NS & LVN'S) - NATIONAL LEAGUE OF NURSING “MEDICATION ADMENISTRATION- - 4TH VERSION
- NATIONAL LEAGUE OF NURSING “INTRAVENOUS THERAPY PROFICIENCY®
18 IV TEST (AN'S)
__________ 7. CONSCIOUS SEDATION EXAMINATION(CEDARS) ______ PROCEDURAL SEDATION (UCLA) e
e 8. BASIC NURSING OR RESPIRATORY THERAPIST SKILLS CHECKLIST (COMPLETED ANNUALLY)
e SPECIALTYAREAGS)EXAMS
1 SPECALTYSKAS CHECKUST e
______ 21. TWO WORK EXPERIENCE REFERENCE AUTHORIZATIONS VERABAL REFERENCESDONEBY
22 CONTINUING EDUCATION CLASS CERTIFICATES (PAST 2 YEARS) MUST BE TAKEN IN THE AREAS OF CLINICAL SPECIALTY
IN WHICH YOU CURRENTLY WORK. HOSPITAL CONTRACTS REQUIRE 30 HOURS OF CEU'S BE PRESENT IN EACH EMPLOYEE FILE.
______ . SIGNED ACKNOWLEDGEMENT OF RECEIPT AND ORIENTATION OF THE FOLLOWING DOCUMENTS:
CHILD/ ELDER/ DEPENDENT/RESIDENT ADULT ABUSE LAW . PATIENT RESTRAINT POLICY
PATIENT SELF-DETERMINATION ACT ORGAN DONOR PROTOCOL
UNIVERSAL BLOOD PRECAUTIONS, HEPATITIS INFO. TB AWARENESS EMPLOYEE HANDBOOK
INFANT/CHILD/SECURITY POLICIES FOR MATEANAL /CHILD PERSONNEL CONFIDENTIALITY OF PATIENT. ELECTRONIC AND PAPER INFORMATION
CONTRACT TEAMS FOR COUNTY FACILITIES JOB DESCAIPTION
BILL OF PATIENT'S RIGHTS & ETHICS AHP’'S TERMINATION POLICY
PROCEDURE TO HANDLE UNSOUCITED PHONE CALLS - ST. JOHN'S ADVANCE DIRECTIVE PROCEDURE
DOMESTIC VIOLENCE - DIAGNOSTIC & TREATMENT GUIDELINES AGE SPECIFIC PATIENT CARE EDUCATION & ORIENTATION
DURABLE POWER OF ATTORNEY INDUS TRIAL INJURY POLICY
INSURANCE COVERAGES PATIENT EDUCATION OF MEDICATION USAGE AND FOOD & DRUG INTERACTIONS
CAL/OSHA GUIDEUINES FOR WORKPLACE SECURITY INFANT/CHILD SECURITY POLICIES FOR MATERNAL/CHILD PERSONNEL
L. 2 EMPLOYMENT ELIGIBILITY VERIFICATION (-9) 2 w-4 26 AUTHORIZATION TO DISCLOSE INFORMATION
e HOSPITAL ORIENTATION CHECK-OFF STJOHN'S = CAUFORNIA HOSP UCLA _  OTHERS

t ACKNOWLEDGE AND AGREE THAT 1T 1S MY RESPONSIBILITY YO SUBMIT RENEWED CREDENTIALS, AS NEEDED, YO KEEP MY FILE IN JCAHO COMPLI&NCEi

i
smNATuREX DATE ‘MREN\ FORM\JCAHOS T2/00




Corporate Office: Los Angeles San Diego Office:
6095 Bristol Parkway 2nd Floor 3211 Holiday Court Suite 200
Culver City, CA 90230-6601 La Jolla, CA 92037-1802
310-417-3011  818-981-4454 619-457-3011

ﬂ |P Associated Health Professionals Inc.

EMPLOYEE’'S AGREEMENT TO COMPLY WITH RETURN TO WOR
RESTRICTIONS

In the event I sustain an on the job injury while working for Associated Health
Professionals, Inc that results in my inability to return to work and perform my
full duties, I understand that Associated Health Professionals, Inc ay offer
me work on a modified duty or restricted basis.

I unconditionally agree to comply with all limitations and/or restrictions stipulated
by the treating physician, which will allow me to return to employment on this
modified or restricted basis. I understand that this modified duty is considered a
temporary situation to accommodate by physical limitations due to the work
related injury and that Associated Health Professionals, Inc is not r quired
to offer modified duty to me on a permanent basis.

It is understood and agreed that any new injury or aggravation of an exi ing
condition resulting from my violation of the medical restrictions could result in
disciplinary action up to and including termination of my employment.

MY SIGNATURE CERTIFIES THAT I HAVE READ (OR HAD READ T ME')
AND THAT I UNDERSTAND THE INFORMATION IN THIS DOCUMENT.

Employee Signature Date



ah ...

Corporate Olfice Los Angeles San Diego Office

6095 Brisiol Parkway 2nd Floor 3211 Holiday Court  Suste 200
Culver City. CA 90230-6601 La Jolla CA 92037 1809
310-417-3011 818-981-4454 619-457-3011

FAX 310-645-3034 FAX 619-457.0341

ociated Health Professionals Inc.

AUTHORIZATION TO RELEASE INFORMATION

I HEREBY AUTHORIZE ASSOCIATED HEALTH PROFESSIONALS, INC. TO

UNDERTAKE

ABOUT EDUCATIQN, EMPLOYMENT, CONSUMER CREDIT, DEPARTMENT
MOTOR VEHICLES, CRIMINAL OR HEALTH INFORMATION. "™ C

MOTOR VEHICLES, CRIMINAL OR HEALTH INFORMATION, TO RELEASE SU
INFORMATION TO ASSOCIATED HEALTH PROFESSIONALS.

DAMAGES THAT MAY DIRECTLY OR INDIRECTLY RESULT FROM
INFORMATION IS FAVORABLE OR UNFAVORABLE.

A PHOTO COPY OF THIS AUTHORIZATION IS AS VAUD AS THE ORIGINAL

DATE

NAME (print)

SIGNATURE

A BACKGROUND CHECK ON ME, INCLUDING INFORMATI

OR RELEASE OF ANY INFORMATION, WHETHER S




Corporate Office : Los Angeles
6095 Bristol Parkway, 2™ Floor
Culver City, CA 90230-6601
310-417-3011  818-981-4454
FAX 310-645-3034

Associated Health Profes

t

EMPLOYEE AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION ON EM
BACKGROUND CHECK, MEDICAL RECORDS, RANDOM DRUG SCREENING, AND PAY(

By affixing my signature hereunder, I authorize ASSOCIATED HEALTH PROFESSIONALS, INC. to re
confidential employment, background check and medical information contained in my employment file to
entity with whom ASSOCIATED HEALTH PROFESSIONALS, INC. has a staffing agreement, and to a

San Diego (Office :
3211 Heliday Court Suite 200
La Jolta, CA 92037-1802
858-457-3011
FAX 858-457-0341

ionals Inc.

IPLOYMENT FILE,
"HECK DEDUCTIONS

ease any and all

any medical facility or

other governmental or

regulatory agency at such agency’s request. For all other purposes, ASSOCIATED HEALTH PROFESSI NALS, INC. shall keep
my employment records confidential and shall advise any medical facility or other entity to which records have been provided to also

keep such records confidential. I hereby hold ASSOCIATED HEALTH PROFESSIONALS, INC. harml
arise with regards to the release of this confidential information by ASSOCIATED HEALTH PROFESSI(

Medical records information is confidential and ASSOCIATED HEALTH PROFESSIONALS, INC. will
and/or other entities to treat the provided information confidential as well.

I consent to a urine, blood or breath sample for the purposes of an alcohol, drug, intoxicant, or substance a
Furthermore, I consent to the release of the tests results for purposes of determining the fitness for employy
employment.

I authorize ASSOCIATED HEALTH PROFESSIONALS, INC. to deduct from my paycheck for any of th
supplement housing expenses being the cost incurred for rooming by oneself instead of sharing a room wi

housing expenses including but not limited to housing items taken from room(s) or other provided housing,

top room left unpaid at time of depathire, any other room service charges such as movie rentals or dry cle
damage/destruction done to room or other housing, and any other expenses due and owing to ASSOCIA
PROFESSIONALS, INC.. ’

I AUTHORIZE ASSOCIATED HEALTH PROFESSIONALS, INC. TO CONTACT PAST EMPL

s for any result(s) that

DNALS, INC.

nstruct client facilities

buse screening tests.
ment or continued

e following: unpaid single-

a roonm non-authorized
telephone and fax charges
ing costs, any

D HEALTH

YERS AND

REFERENCES REGARDING MY EMPLOYMENT HISTORY. 1 HEREBY RELEASE ALL PREVIOUS EMPLOYERS

AND REFERENCES FROM ANY LIABILITY FOR FURNISHING THIS INFORMATION. I
THE RELEASE OF INFORMATION IN THIS APPLICATION, REFERENCE INFORMATION A

INFORMATION TO ASSOCIATED HEALTH PROFESSIONALS, INC. AND ANY FACILITIES
SENT ON ASSIGNMENT.

My signature hereunder further indicates that I have read the EMPLOYEE AUTHORIZATION TO RELE.
INFORMATION ON EMPLOYMENT FILE, BACKGROUND CHECK, MEDICAL RECORDS, RAND
AND DEDUCTION FROM PAYCHECK POLICY in its entirety and understand its contents.

I understand that my employment is “at will” and may be terminated by ASSOCIATED HEALTH PROFE
any time, with or without prior notice, for any lawful reason or no reason. I further understand no contract
ASSOCIATED HEALTH PROFESSIONALS, INC. or me and as such my employment is not governed by
with ASSOCIATED HEALTH PROFESSIONALS, INC. I certify that the facts contained in this applicati
understand that any misrepresentation or omission of facts is cause for dismissal. I authorize the employer
statements contained herein and request the persons, firms and/or corporations named above to answer any
to this application. I release all parties from all liability, including but not limited to, the employer and any
corporation who provides information concerning my prior education, employment or character,

THER AUTHORIZE

\ND MEDICAL
WHERE I MIGHT BE

ASE CONFIDENTIAL
'OM DRUG SCREENING

SSIONALS, INC. or me at
is intended by

y any contractual relations

jon are true and accurate. I
'to investigate any and all
and all questions relating
person, firm or

Signature Print Name Date

ASSOCIATED HEALTH PROFESSIONALS, INC. Health Services does not discriminate in respect to h
and all other terms and conditions of privileges of employment on the basis of race, color, national orij
pregnancy or related medical conditions, marital status, religious creed, or disabil

iring, firing, compensation,
gin, ancestry, sex, age,

ty.




Corporate Office: Los Angeles - San Diego Office:
6095 Bristol Parkway 2nd Floor 3211 Holiday Court  Suite 200
Culver City, CA 90230-6601 La Jolla, CA 92037-1802

+ 310-417-3011  818-981-4454 619-457-3011

ﬂ p Associated Health Professionals Inc.

3

Federal law prohibits healthcare organizations such as AHP’s client Hospitals who receive )

reimbursement from federal heaith care programs or provide services or items to program beneficiaries
from employing individuals and utilizing AHP’s employees who have been excluded or sanctioned from

participation in government programs. The General Services Administration GSA List of Parties
Excluded from Federal Programs and the Health and Human Services Office of Inspector General's
List of Excluded Individials/Entities will be checked for alt potential applicants for positions with

Assqciated Health Profeséionas. Inc..

Excluded individuals identified through the verification preess will not be eligibe for hire.

Have you been excluded/sanctioned?

Yes No

If yes, please provide explanation and statusof exclusion

Signature: Date:






