CHECKLIST FOR VA RESIDENT REQUIREMENTS

FROM UNSOM

TITLE

DATE OF COMPLETION

[.VA Form 10-2850b Application for
Residents/Medical Students

2. Letter of Trainee Qualifications and
Credentials Verification Letter (TQVL)

4. Security Check on Residents from
Unsom Compliance Officer

5. Fingerprinting Form

6. Immunization Record - MOFH
Questionnaire

MMR — Measles, Mumps & Rubella
Varicella with titer

Hepatitis B with titer

Recent PPD or CXR (if positive)
TDAP (Tetanus,diphtheria & pertussis)

7. Cybersecurity and Privact Act
Certificates

8. Current BLS Certification (front and
back)

9.Current ACLS Certification (front and
back)




ADDITIONAL VA REQUIREMENTS FOR RESIDENTS

UPON RESIDENT ARRIVAL

TITLE

DATE OF COMPLETION

1. Appointment Acceptance Letter &
Affadavit

2. Clinical Trainee Repistration Form

3. Cyber Security Training

4, Automated Information Systems (AIS)
Security Access Notice & Statement of
Understanding (signed and dated)

5. Emergency Contact

6. VA Prescribing Form

7. Statement of Responsibility

8. Confidentiality Statement

8. Licensure

9. NPI Number

10. Resident Procedure Log (Subclavin,
Swan Ganz Catheter, Chest Tube,
Endotracheal Tube, Conscious Sedation}) if
applicable.

11. Advanced/Special Certificates, if any

15. VA Fingerprinting Form at Central
Cinic, 901 Rancho Road, Human
Resources — 2™ floor — security check

16. VA Orientation, Computer Training

17. Computer Access Code

Statement of Interview (MOFH) for
Credentialing

VA Surgical Care Line Orientation
Checklist

VA Mandatory Clinician Orientation Tests

VA Dictation Code

VA Inpatient Orientation

VA OR Orientation

VA ICU Orientation

VA Documentation

VA Special Alerts (as applicable)

20. Completion of Training Program
Survey through internet when rotation is
completed (VA Learner’s Survey).




Wammmﬁ m
No. 2000-0205
Estimatod burdan: 30 minutas

\_‘v;} Department of Veterans Aftairs
APPLICATION FOR RESIDENTS

SEE LAST PAGE FOR PAPERWORK REOUCTION ACT, PRIVACY ACT AND INFORMATION ABOUT DISCLOSURE OF YOUR SOCIAL SECURITY NUMBER.

INSTRUCTIONS: Please submit this application furnishing sll information in sulficicat detail to cnable the Depariment of Velerans
Alfairs to determine your eligibility for appointment in Veterans Health Administration, Type, or print in ink. 1f additional space is
required, plcase attach a separate sheet and refer to ilems being answered by number.

1. NAME (Last, First, Midclo) 2. APPLICATION FOR {Chock ona)
[ GENERAL PRACTICE ] SPECIALTY qsaanitty batow)
3. PRESENT ADDRESS {Incada ZiP Coda) 4. TELEPHONE NUMBER (Inctuda Area Coda}
A RESIDENCE 4B, BUSINESS

5, DATE OF BIRTH 8, PLACE OF BIRTH 7. SOCIAL SECURITY NUMBER
BA. CITIZENSHIP 8B, COUNTRY OF WHICH YOLF ARE A CITIZEN

[ us.cmzen By BIRTH [ warurauzed u.s. cimizen [] wnovAws. Cmzen (Complotn tam 60}
0. DESIRED STARTING DATE GF RESIDENCY 10, ARE YOU A PARTICIPANT IN THE GURRENT HATIONAL RESIDENT MATCHING PROGRAM

[ ves s

11A. ARE YOU A DIPLOMATE OF THE NATIONAL BOARD OF MEDICAL EXAMINERS 118. NUMBER OF DIFLOMA 11C. DATE OF DIPLOMA

O ves [] no (I *YE5" compiata doms 118 and 11C)

NOTE: Complale ilem 12A, 128, 12C, or 12D, ONLY If you are not a U.S. Cltizen,

12A. INMIGRANT 128, EXCHANGE VISITOR 12C, OTHER NON-IMMIGRANT 120, FORM LAPE6
“A* NUMBER VISA TYPE VISA KUMBER VISA TYPE Vi5A NUMBER PO YOU HAVE A VALID FORM LAP-68
Oves [Jwo
DATE ISSUE DATE EXPIRATIOH DATE ISSUE DATE EXPIRATION DATE | DATE OF LAST VALIDATION

1- AGTIVE U.S. MILITARY DUTY
13A_ DATE FROM 138. DATE TO 13C. SERLAL CR SERVICE NO. 13D. BRANCH OF SERVICE 13E. TYPE OF DISCHARGE
] Honoragie [ OTHER (Expizin on sapamts sheer)

)l - LICENSURE, DEA CERTIFICATION AND CLINICAL PRIVILEGES

48 LIST AL STATESTERRITORIES i WHICH 14C. CURRENT REGISTRATION
VO ARE Nk B TEVE EVER BECR LICENSED 148, LICENSE NO. {If "NG" oxplaln on soparels shoel) 14D. EXPIRATION DATE
(If not held now, explaln on saparato shoot) YES | NO NOT REQUIRED

15, DO YOU HAVE OR HAVE YOU EVER HAD 18A. NUMBER OF CURRENT OR MOST [ 188. DATE OF EXPIRATION | 17, HAVE YOU EVER HAD A DEA CERTIFICATE REVOKED,

ANY LICENSE REVOKED, SUSFENDED, DENIED, |RECENT DEA (DRUG ENFORCEMENT SUSPENDED, LIMITED, RESTRICTED IN ANY WAY OR
RESTRICTED, LIMITED OR ISSUEDIPLA‘GECI INA JADMINISTRATION) CERTIFICATE VOLUNTARILY RELINQUISHED
PROBATIONAL STATUS OR VOLUNTARILY
RELINQUISHED
(U "YES" axplain (I "YES" explain
D ves [Jno on separata sheat) [Oves D NO on saparale sheal)
18A. DO YOU CURRENTLY HAVE OR HAVE YOU 168. NAME AND ADDRESS OF CURRENT OR MOST RECENT | 18C, HAVE ANY OF YOUR CLINICAL PRIVILEGES
JEVER HAD CLINICAL PRIVILEGES AT ANY HEALTH INSTITUTION, AGENCY OR ORGANIZATION WHERE HELD EVER BEEN DENIED, REVOKED, SUSPENDED,
CARE INSTITUTION OR AGENCY REDUCED, LM ,  NOT RENEWED, OR
VOLUNTARILY REI.INQUAS{I;I\%EDS_ aln
Cives [no {7YES compon Oves 0N O e sy

iy - THIS SECTION TO BE COMPLETED EY FACILITY DIRECTOR OR DESIGNEE
CERTIFICATION: 1 cortlfy that | have varifiad llcansure and registration with State boards, and sighted visa or
’ *  evldance of cltizenghip. Board certification has been verifiad {if appropriate).

19, EV'IIJENCEHASE‘EEH SIGHTED IN REGARDS TO: D FULL LICEHEUREREGISTRATION

[ NATURALIZED CITRENSHIP {7 EcruG cERMIFICATION ‘ . D‘R S
[lwsa. . . ittt [] GLeRKSMPSTAKENINTHEUS. | () RESIDENT CREDENTIALVERIFICATIONLETTER — ..
Z0A; SIGNATURE OF FAGALITY DIRECTOR OROESIGNEE .. . . 208, THLE e —— T
s ww 10-2850D o —



IV - PROFESSIONAL LIABILITY INSURANCE

Z1B. DATE COVERAGE | Z1C. HAME OF PRIOR CARRIERS | 210, DATES GF COVERAGE 22. HAS ANY CARRIER EVER CANCELLED,
BEGAN DEN(ED OR REFUSED TO RENEW YOUR
FROM To INSURANCE

21 PRESENT PROFESSIONAL LIABILITY
INSURANCE CARRIER

[ves [Jro gm’m:

23F, DEGREE

23A, HAME OF BEHOOL 3B, ADDRESS {Cly, Siote and 2IP Cads) 23, susiecT | 210 veans :’E'GWU‘“E’

b, phot whethes ponmanant of

P

24. [F YOU ARE NOT A UNITED STATES OR CANADIAN MEDICALDENTAL SCHOOL GRADUATE, HAVE YOU SUCCESSFULLY COMPLETED THE REQUIREMENTS OF A MEDICALDENTAL
EDUCATION EQUIVALENCY PROGRAR [0.g., cxamination or “Fiflh Patway" ). (tf "YES", & nama of pregram, dals P and # applicabla, certificats

{intadm.)

Oves [dwe

NOTE: If you arc not & United Siates or Canadion medical/dental school graduate, list on @ scpamte sheet all clinical clerkships you have served,
with institution {(nume ond address), inclusive dotes of service, program type, and program contact for cach clerkship.

MOTE: For llams 25 through 28, spacily when sarvice was as a pald Federal employee, Including the VA, tha U.S. Military, and the Public Health Service.

V| - DENTAL GENERAL PRACTICE RESIDENCIES

25A. HAME OF HOSPITAL 2508, ADDRESS |Cuty, Suta and ZIP Coda) 25C. DATE COMPLETED | 250, NO. OF MONTHS
Vil - SPECIALTY/SUBSPECIALTY RESIDENCIES
, TRAINI F.
28A. NAME OF HOSPITAL OR INSTITUTION 268, ADDRESS 28C, SPECIALTY/ NCOH.PI.ETED'J e LGE.N0.0FM AMOUNﬂI OF TIME
{or military assignmeni ond runk) {Clty, Stalo and ZIP Code) SUBSPECIALTY SERVED APPROVED BY
MONTH YEAR SPECIALTY BOARD

27A. HAVE YOU EVER SERVED AS AN ADMINISTRATIVE CHIEF RESIDENT 278. DATES OF BERVICE

Cves [Cire
Vil! - PROFESSIONAL EXPERIENCE (IN OTHER THAN MEICAUDENTAL TRAINEE STATUS)
250, POSITIGN (Whero . DATES EMPLOVED
288, ADDRESS Eppsiio s saocity vhtot | 280, FuLL | 28E.PART-TME (26F.DX
28A. EMPLOVER [Gity, State ond ZIP Codo) Bunurgt Pmdllk)mm o TIME { Wiwrﬂ“ — —
IX - GENERAL FORMATION

Ty r TSy =TT 171!
20, NAMES UNDER WHICH YOU WERE EMPLOYED, IF DIFFERENT FROM NAME GIVEN INITEM 1

30, LIST ALL PROFESSIONAL PUBLICATIONS, SCIENTIFIC FAPERS, HONORS, AWARDS, RESEARCH GRANTS AND FELLOW BHIPS (If sdditlonal spaco Is required, ottach ssparile shoal).

X - THIS SECTION TO BE COMPLETED BY APPROPRIATE COMMITTEE OR DESIGNATED OFFICIAL
A REMARKS 318. CHAIRPERSON' 5 APPROVAL OF GENERAL GUALIFICATIONS L. DATE
HOUSE
STAFF
REVIEW
COMMITTEE

PAGE 2

JatFam
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32h. RECOMMENDED FOR | POST GRADUATE LEVEL RECOMMENDED 32C, LEVEL OF VALO 32D, APPLICANTIAPPOINTEE MEETS ALL
APPROVAL REQUIRED REGLIREMENTS AND REGULATIONS FOR
APPOINTMENT OF HOUSE STAFF
[T]cHiEF ResweNT Ot Jawowr
. LEVE
GOUE::S [Jresioeney n: Owow [mwm [Jsmw O e E]LE;'E Ove O~
sebicaL
JDVISORY, XIE. REMARKS 32F. GIGNATURE OF CHAIRFERGON OR GESIGNEE 3G, DATE
A3A VA FACILITY 338, HAME OF AFFILIATED MEDICAL OR DENTAL SCHOOL 33C. DATE OF APPOINTMENT
FiAL
APPROVAL 33D, REMARKS I3E. SIGRATURE OF FACILITY DIRECTOR J3IF. DATE
ITEM NO, PLACE AN X" IN APPROPRIATE SPACE. IF "YES" EXPLAIN DETAILS ON SEPARATE SHEET OF PAPER vES | NO

u, | Do you reccive or do you have a pending epplication for retirement or retainer pay, pension, or other compensation based
* | upon military, Federal civilian, or District of Columbia service?

Does the Department of Veterans Affairs employ any relative of yours (by blood or marriage)? 1f "YES" give separatel,
B |such relatiVePs (1) fall name; (2) rclationship; ?S)KM position and cmploytgem location. 5°) B pamicy

ARE YOU NOW, OR HAVE YOU EVER BEEN, INVOLVED IN ADMINISTRATIVE, PROFESSIONAL OR
JUDICIAL PROCEEDINGS IN WHICH MALPRACTICE ON YOUR PART IS OR WAS ALLEGED? (If *YES" give
deafls including name of action or proceedings, date filed, count or reviewing agency, and the status or disposition of

. |C0S€ concerning allegations, together with your explanation of the circumstanees invelved.)

(As a provider of health care services, the VA has an cbligation 10 cacreise reasanable care in detennining that ppplicants
arc properly qualificd. It is recognized that many allegations of professional malpractice are proven groundless. Any
conclusion conceming your answer as it relates to professional qualifications will be made only afier a full cvaluntion of
the circumstances involved.) )

NOTE: A conviclion or a discharge does not necessarily mean you cannot be oppointed. ‘The nature of the conviction or dischnége and how Iunﬁ
ago it occurred is important. Give all the facts so thot a decigion can be made. If your answer ta question 39, 40 or 41 is "YES" pive for eac
offense: (1) date; (2) charge: (3) place; {4) court and (5) action taken. When enswering item 39 or 40, "you may omit (1) traffic fines for which you
paid a fine of S100.00 orless; {2) any offense commiied befere your 18th birthday which was finally adjudicated in a juvenile cobrt or under a
youth offendet law; (3) any conviction the record of which has becn expunged under Federl or State law; and (4) any cenviction set nside under
the Federal Youth Carmections Act or similar State nuthority,

37. | Within the last five years have you been discharged from any position for any reason?

qo. | Within the last five years have you resigned or retired from a position sfter being notified you would be disciplined or
" | discharged, or nfler questions about your clinical compelencs were raised?

Have you ever been convicted, forfsited collateral, or are you now under charges for any felony or any firearms or
. | explosives offense against the law? (A felony is defined os ny offense punishable by imprisonment for 2 term exceeding
* |one year, but does not include any offense classifisd as & misdémeanor under the laws of a State and punishable by a term
of imprisonment of two years or less.}

«. |During the past seven years have you been convigied, imprisoned, on probation ar parole, or forfeited collnteral, or are
you now under charges for any offense against the jaw not included in 39 above?

4. | While in the military service were you ever convicied by o general court-martial?

a2 |If you were in the military service as a physician, dentist, podintrist or optometrist, did you ever receive a non-judicial
punishment (Article 15)?

Are you delinquent on any Federal debt? (Include delinquencles orising from Federal laxes, loons, overpayment of
benefits, ond other debts to the L).S. Government, plus defoulis on any Federally guaranteed or insured loans such os
student and home mortgage loans.)

I7"Yes" explnin on a separate sheet the type, length, and amount of the delinquency or default and stcri you arc toking 10
comect cerors o repay the debl. Give any identification numbers associnted with the debt and the address of the Federal
agency involved.

X| - SIGNATURE OF APPLICANT

NOTE: A flse sialement on any part of your ﬂ:glicnlion may be grounds for ot hiring you, or for terminating you after you begin work. Also,
you may be punished by finc ar imprisonntent (U.S. Code, Title 18, Section 1001).

CERTIFICATION: | CERTIFY THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF, ALL OF MY
’ ) STATEMENTS ARE TRUE, CORRECT, COMPLETE, AND MADE IN GOCD FAITH,

44A. SIGNATURE OF APPLICANT {Sign in dark Ink) 448. DATE {Month, Day, Yeur)

aiapm ?m'n"m 10-2850b JalFam PAGE 3



AUTHORIZATION FOR RELEASE OF INFORMATION

In midcr for lhle Department of Velerans Affairs {VA) to assess and verify my educational background, professional qualifications and suitability for
employment, I:

—  Authorize the VA to meke inquirics concerning such information abowt me to my previous employer(s), cumrent employer, educaltional
institutions, Stote licensing boards, professional liability insurance casiers, American Medical Association, Federtion of State Medical
Bourds, other professional organizations and/or persons, agencies, organizations or institutions listed by me as references, and 1o any other
approprigie sources to whom the VA may be referred by those contacted er deemed appropriate;

—  Authorize release of such information and copies of related records and/or documents o VA officials;
—  Releose from linbility all those who provide information to the VA in gocd fith and without malice in response to such inquiries; and

~—  Authorize the VA 1o disclose to such persons, employers, institions, boards or agencies identifying and other information about me
1o enable the VA to make such inquiries,

SIGHATURE DATE

PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICE

‘The Paperwork Reduction Act of 1995 requires us 10 notify you that this information collection is in sccordance with the clearance requirements of
section 3507 of the Paperwork Reduction Act of 1995, We may not conduct or sponsor, and you are not required to respond to, @ collection of
information unless it displays a valid OMB number. We anticipate that the time expended by all indlviduals who must complete this form will
sverage 30 minutes, This includes the time it will take to read instructions, gather the necessary facts and fill out the fom,

AUTHORITY: The information requested on the attached application form and Authorization for Relcase of Information is salicited under Title 38,
United States Code, Chapters 73 and 74.

PURPOSES AND USES: The information requested on the application is callected primarily to determine your qualifieations and suitability for
employment. If you are employed by the VA, the information will be uscd to make pay and benefit determinations and, as necessary, in personnel
administrtion processes camied out in accordence with estsblished regulntions and published notices of systems of recards.

ROUTINE USES: Information on the form or the form itself may be released without your prior consent outside the VA to another Federal, State or
local agency, 1o the Nationz] Prectitioner Data Bank which is administered by the Departiment of Health and Human Services, to Slate licensing
boards, the American Medical Association, Federation of State Medical Boards, and/or appropriste professionat organizations or agencics 1o assist
the VA in determining your suitnbility for hiring ond for employment, to periodically verify, evaluate and update your clinical privileges and
licensure stotus, to report apparent or potentiol violations of Inw, o provide statistical data upon proper request, or to provide informalion 1o 0
Congressional office in response to an inquiry wade at your request. Such information may alse be released wilhout your prior consent to Federal
agencies, State licensing boards, the Federation of State Medical Boards, or similar boards or entities, in connection with the VA's reporting of
information conceming your scporation or resignation as a professional staff member under circumstances which mise scrious concems about your
professional competence. Information conceming payments related 1o malpractice claims and sdverse actions which affect clinical privileges also
may be released 1o Stote licensing boards and the National Practitioner Data Bank. The information you supply may be verified through a computer
mutching program at any time,

EFFECTS OF NON-DISCLOSURE: See statement below concerning dis¢losure of your soeinl security number. Disclosure of the ather information
is voluntary; however, foilure 10 provide this information may delay or make impossible the proper spplication of Civil Serviee roles and regulations
end VA personnel policies and thus may prevent you from obtalning employment, employees benefits, or other enlitlements.

INFORMATION REGARDING DISCLOSURE OF YOUR SOCIAL SECURITY NUMBER UNDER PUBLIC LAW 83-579 SECTION 7(b}

Disclosure ol your SSN (social security number) is mandetory 1o obtain the employment and related benefits that you are seeking. Solicitation of the
SSN is authorized under the provisions of Exccutive Onder 9397, dated November 22, 1943, The SSN is used as an idenlifier throughous your
Federal career from the time of application through retirement. It will be uscd primarily to identify your records. The SSN also will be used by
Federl agencies in connection with lawful requests for information aboul you from your former employers, cducational institutions, and financis! or
other organizations. The information gathered through the use of the number will be used only as necessary in persoanel edministration processes
carried out in accordance with established regulations and published notices of systems of records. The SSN also will be used for the selection of
persons 1o be included in statistical studics of personnel management malters. The use of the SSN is mode necessary because of the [arge number of
present and former Federal employees and applicanis who have ideatical nomes and birth daies, and whase identities can only be distinguished by
the SSN.

e 10-2850b JolForm PAGE



INFORMATION REQUIRED FOR COMPLETION OF ELECTRONIC
FINGERPRINTS
(P'lease Print Clearly)

NAME:

ALJASES:

SSN:

DATE OF BIRTH:

RESIDENCE:

COUNTRY OR CITIZENSHIP

PLACE OF BIRTH:

GENDER:

RACE (CIRCLL (ONI1} ASIAN/BLACK/CAUCASIAN-LATINO/NATIVE AMERICAN/UNKNOWN

COLOR EYES:

HAIR COLOR:

HEIGHT:

WEIGHT:

POSITION:

DEPARTMENT:

AUTHORIZED SIGNATURL: Date

PERSON TAKING FINGERPRINTS: . Date

[F NEEDED; PLEASE CHECK ONE BOX:
STANDARD FORM 85P ~ QUESTIONNAIRE FOR PUBLIC TRUST POSITIONS

STANDARD FORM 85 - QUESTIONNAIRE FOR NON-SENSITIVE POSITIONS

EMPLOYEE - FEE BASIS - CONTRACT - VOLUNTEERS — INTERN - STUDENT



NEN 7540-00-634-4176

:

HEALTH RECORD

CHRONOLOGICAL RECORD OF MEDICAL CARE

DATE

SYMPTOMS, DIAGNOSIS, TREATMENT TREATING ORGANIZATION (Slgn each entry)

99" MEDICAL GROUP

NELLIS AFB, NEVADA
HOSPITAL EMPLOYEE HEALTH IN-PROCESSING

8: Employee is present for Initial Employee Health Program Interview

Employee is AD / CIVILIAN / CONTRACT EMPLOYEE / RCV/ OTHER:

SQUADRON: DUTY SECTION:
DUTY TITLE: AFSC: DUTY PHONE:

Risk category: () High Risk {) Equsure Prone { ) Minima) Risk/Administrative

0: Previous Immunizations/Titers:

TUBERCULOSIS:
A: Have you ever had a positive TB test or received prophylaxis (INH)? YES NO

B: If yes were you treated or cleared by a physician ? If yes: Date: YES NO
C: What was the date of your last negative TB test?

D: Was your last TB test more than 6 months? (If yes, a retest is required) YES NO

HEPATITIS B VACCINE: is mandatory for all hospital personnel who are at risk of exposure to blood and
body fluids. Prior history of viral hepatitis; Yes / No Type: Date:

Hcpmilis B Series: Yes/No #l #2 #3
If no, series started on :

Employees i mmaung or completing the Hepatitis B series require screening for HbsAB, two months after
completing the series. Estimated testing date:

(Exposure prone only* Order HBsAB, HBsAG, and HBeAG. Refer positive tests to the chief of
communicable disease) Date ordered:

HEPATITS B VIRUS DECLINATION STATEMENT (CIVILIAN ONLY).

1 uniderstand that due to my oceupational exposure to blood or other potentially infectious materials, | may be

At risk of acquiring HBV. Ihave been given the opportunity to receive a post-exposure medical evaluation, at
no charge to myself. However I decline this post-exposure medical evaluation at this time. If in the future |
would like this post-exposure evaluation I will notify my supervisor.

Employees slgnature Date:

PATIENT'S IDENTIFICATION (Use this space for Mechanical RECORDS

Imprint MAIN:‘_I._\INED
FATIENT'S NARIE (Laxt, First, Middie Inlii) SEX
RELATIONSIIP TO SPONSOR STATUS : RANK/GRADE
SPONSOR'S NAME ORGANIZATION
DEPARTJSERVICE SSN/ADENTIFICATION NO. DATE OF BIRTH
CHRONOLOGICAL RECORD OF MEDICAL STANDARD FORM 500 (REV, 5-54)
CARE Prescribed by GSA and ICMR

FIRM (4] CFR 203-45.505)



Dute SYMPTOMS, DIAGNOSIS, TREAMENT, TREATING ORGANIZATION

MMR: Immunized Non-susceptible #1 #2

TDAP: Immunized Date ordered:

VARICELLA: (chickenpox):

Varicella History Yes No Unsure
Varicella Vaccine Yes No Unsure If yes Date:

Varicella Titer needs to be ordered if unsure of history or vaccination.

Draw varicella titer on Pediztric, OB/GYN cmployees unless they have received vaccine or previous titer.
Date; Result: Pos Nep (Iftiter result is neg then Varicella vaccine is required)

A: Hospital Employee Health Sereening:

Latex Status:  Latex allergy Latex sensitivities No known sensitivities/Allergy

P: Order the following lab tests/immunizations:

TST/Immunizations ordered: IPPD MMR HEPB VARICELLA TDAP

Lab tests ordered: MMR TITER HbsAB HbsAG HbeAG
VARICELLA TITER __ HIV

Purpose of the HEHP was explained

Reinforced requirement to report personal injury, iliness, or infectious disease te supervisor

Physicians informed of 2006 Guidelines for Treatment of Sexuelly Transmitted Discase

[1

[] :

[ ] List of reportable diseases provided to Physicians

[1

[ ] Employees requiring eye test because they work with Lasers were referred to Optometry.

EMPLOYEE SIGNATURE:

PUBLIC HEALTH SIGNATURE:

*1).5. Government Printing Office: 1996 - 404-763720087 “Standard Form 600 Back {REV. 5-84)




