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Smiling Nurse Services
“Providing nuwrsing services with a ymile”

14536 Roscoe Blvd. Panorama City, Ca. 91402
Ph# 818-891-0799 Fx# 818-891-0999

EMPLOYMENT APPLICATION

PERSONAL INFORMATION

Name

Date

Last First

Current Address

Street Address

Unit #

City State

Permanent Address

Zip Country

Street Address

Unit #

City State

Phone ( ) - Best Times to Contact Me
- Cell/Pager () -

Zip Country

Contact Me Using: Phone ( )
Email

Place of Citizenship

Driver's License No.

Date of Birth

SSN

POSITION APPLYING FOR:
AREAS OF SPECIALTY:
Specialty Unit

RN -~ TRAVELRN LVN OTHER

Yrs of Experience

Specialty Unit
Yrs of Experience

Geographical Preference

Availability Date

P

EDUCATIONAL BACKGROUND
Name of Institution

Location of Institution

Yr. Graduated

Degrees/Certificates

LICENSE INFORMATION
License Number

State/Country

Exp. Date

License Number

State/Country

Exp. Date




EMPLOYMENT APPLICATION (continued)

CERTIFICATION

Has your license ever been investigated or suspended for any reason? Yes No-

Have you ever been convicted of any felony? Yes No-

Have you ever been a defendant in a malpractice lawsuit? Yes No-

* If you answered 'Yes' to any of the above questions then please attach a separate sheet with an .
explanation (please provide details).

EMPLOYMENT HISTORY

Are you curreatly employed? ____No

Can we contact your current cmploycx’? YES ___NoO

From Most Recent to Past

Facility Dates Worked: From To No.of Beds
Address i - -__Phone (. ) -

'Specialty Unit (s) Worked Supervisory Experience? YES NO
Position(s) Held Shift(s) Worked
Facility Supervisor's Name Title Phone(_ ) -
Did you worked thru a nursing registry for this assignment? YES NO

Agency Name (If Applicable) Base Pay §

Reason(s) for Leaving

Facility : Dates Worked: From To No.of Beds ___
Address Phono () -

Specialty Unit (3) Worked Supervisory Experience? YES NO
Position(s) Held Shift(s) Worked

Facility Supervisor's Name Title Phone (- ) -

Did you worked thru a nursing registry for this assignment? YES NO

Agency Name (If Applicable) Base Pay $

Reason(s) for Leaving

Facility Dates Worked: From To No.ofBeds
Address Phone ( ) -

Specialty Unit (s) Worked , Supervisory Experience? YES NO
Position(s) Held Shifi(s) Workcd

Facility Supervisor's Name Title Phone ( ) -

Did you worked thru a nursing registry for this assignment? YES NO

Agency Name (If Applicable) Base Pay $

Reason(s) for Leaving

1 understand that completion of this document does not guarantee my employment and that certain clicnt requires drug screcning
and/or criminal background investigation prior to employment. I authorize the release of this spplication and any pertinent
information relating to my employment to Smiling Nurses Services and any client facilities that I may be working. Furthermore, I give
Smiling Nurses Services authorization to verify all the information that I have provided and to conduct reference checks through past
employers. I relcase all persons providing such information from any liability for providing this information. I cextify that the
m&mnmmvﬁdm@sbamuhwndmmmmmmaﬁ&maﬁwmmm
and supporting documents will result in immediate termination. . )

SIGNATURE - a DATE



Ca'i'pawNamg

BACKGROUND INVESTIGATION CONSENT

L, , hereby authorize company and its agents t
independently research my background character, past employment and education. This inciudes contactin
references and other persons, reviewing records maintained by any of these persons, and both public an
private organizations. This may also include insurance and workers compensation information.

| release company and its agents from any and all liability, claims or law suits relating to company's researci
and/or the use of information obtained from any or all of the above referenced sources. [ agree to defend
indemnify, and hold harmless company from any and all liability claims or lawsuits which may resuft, includir
those from company's research, or actions taken as a resuft of it's research.

| understand that failure to reveal any prior employment | have had within the past ten (10) years or the
providing of any false or misleading information, either on my employment application or this form, may bt
grounds for termination if company employs me.

S e ——
LAST FIRST MIODLE

FULL MAIOEN NAME or ANY OTHER NAME USED

[ SOCIAL SECURITY _ ] DRIVERS LICENSE 7 STATE | DATE of BIRTH BIRTHPLACE
7
STREET ciTY STATE b
Previous Address(as) - Last 5 Years:
STREEY CIHY STATE ZiP

1 undarstand the above dsta is for purposes of identification ONLY,
You are required to complete the following:

o (W] Please send a copy of any credit report or public record information furnished
Yes No by a consumer credit reporting agency.

The information provided above is true and corect
Date:

S : Signanme

INWESCRIR \APPLCTN Rev 293



EMPLOYEE NAME:

EMPLOYEE SS #:

Employees Reason for Refusal:

SMILING NURSE SERVICES
-HEPATITIS B VACCINATION WAIVER-

I understand that due to my occupational exposure to blood or other potentially
infectious materials I may be at risk of acquiring Hepatitis B Virus (HBV)
infection. Ihave been given the opportunity to be vaccinated with Hepatitis B
vaccine. However, I decline the Hepatitis B vaccine at this time.

I understand that by declining the vaccine, I continue to be at risk of acquiring
Hepatitis B, a serious discase. If, in the future, I continue to have occupational
exposure to blood or other potentially infectious materials and I want to be
vaccinated with the Hepatitis B vaccine, I can receive the vaccination series at my
request. Iunderstandthatxt:smyrapons&ihtytorequ&thevmmﬁomfl

choosctorecavertaﬁatlnsmmalreﬁml ' -

Employee request Hepatitis B vaccination series: _

Employeu Signature Date
Smiling Nurse Services  Representative Signature ' Date
Application Masal Revised 7000



ERV
cemmcv vsnmamou SHEET

NAME : : POSITION:
REGISTRY: Smiling Nurse Services
CLINICAL SPECIALTY:

RN License Expiration Test - Score
Medication Test Score
____LVN License Expiration - Test Score
Medication Test Score
CNA License Expiration Test Score_
RCP License Expiration Test Score
CPR Expiration ~ )
Certification: Type Expiration Date
Certification: Type Expiration Date
____ Competency/Skills Assessment
~__ Performance Appraisal (indicate date of laat)

CEUS (indicate date of last)

s

L

I have read and understand the following learning material:

Fire/Electrical/Patient Safety Disaster Preparedness

Back Safety Hazard Communication
_____Radiation safety _____TB Prevention
Exposnre Control Policy/Plan Infection Control .
Managing Aggressive Behavior _.___Age Related Changes
____.organ Donation- : .
__Advance ‘Directives ~ -~ - . ' .si, ‘ Date:.
Domestic Violence : . -Date:_
_____Restraint 3 Date:
Psychosocial Spiritual Cultural Beliefs & Values Date:
Acknowledgement of Inservice Modules Date:
Acknowledgement of Orientation Material ' Date: .
<. . i ' £ :
Clinical,EXperience ) ‘ Location Date
Employee Signature o Date

I ﬁerify the above information to be true to the best of my
knowledge. _

Agency Representative Title ~  Date



SMILING NURSE SERVICES

CONSENT FOR MEASLES VACCINE

Persons born on or after January 1, 1957, are at risk of acquiring measles if they
were not vaccinated or were vaccinated at too early of an age. Therefore

employees at nsk are being offered a vaccmc

I cannot provide acceptable documentation of having had a Measles vaccine after -
the age of 15 months. Therefore, a Measles vaccine that will protect me against
Measles is offered to me by Smiling Nurse Services  at this time. Females are
advised NOT to become pregnant for three months after immunization.

e —

This vaccine program has been explained to me, I have reviewed the Measles

vaccine Fact Sheet and I agree to receive a Measles vaccine.

————

| ———————— ——

Date Employee Signature
Date Immunized: Site:
Application Manual

Section H

Department

Revised 1196
Measles.wpd



SMILING NURSE SERVICES

MEASLES WAIVER

- I have received information on recommendations from the Orange County Health Department as
to the advisability of receiving an additional Measles, Mumps and Rubella (MMR) vaccine for

protection against infection.

Smiling Nurse Services  is consistent with recommendations that all employees be immunized
for Measles, Mumps and Rubella, especially in hght of the current cpidemic in Orange County.

In the event, having refused the mmunuanon, that I should contract thc Measles, the choice to
waiver the vaccine will be considered along with all other circumstances in determining hospital

Jiability.
I am aware that if  am pregnant or become pregnant this would be a risk to my unborn child.

I decline to receive the Measles, Mumps and Rubella (MMR) vaccine due to one or more of the
following reasons:

I know I have had Measles

I have enclosed dom'mentation of having received TWO immunizations in my lifetime
I have serological cvidci)ce of immunity to Measles (documentation enclosed)

1 am pregnant.or plan to become pregnant in the next three months

I am allergic to eggs and/or Neomycin

Other, please explain below: .

Signature Date

Application Manual Revised 11/96
Section H Measles.wpd



L E V1
HEALTH VERIFICATION SHEET

NAME : o POSITION:
REGISTRY: \___Smiling Nurse Services e .

CLINICAL SPECIALTY: —

Physical (required annually) Exp. Date:

TB/CXR (required annually) Exp. Date:

Hepatitis B Immune Titer: .
Pos. Neg. If neg., date of 1°° dose

2™ dosge

3™ dose

Hepatitis B Declin;tion Signed

Rubeola (Measles) Titer:

Pos. Neg. If neg., date of immunization

Mumps Titer:

Pos. Neg. If neg., date of immunization

Rubella Titer:

Varicella Titer:

Pos. Neg. If neg., date of immunization

Pos. Neg. If neg., date of immunization

Drug Screen

’ Employee Signature

Date

I verify the rbove information to be true to the best of my

knowledge.

Agency Representative ‘“Title

Mansal

Nn Ao B

Date

Revisod 900

Lo 2K K T PO 2 PNE PR



SMILING NURSE SERVICES
APPLICATION REQUIREMENTS

Applicant: RN/LVN/CNA/RT Date:

Please bring back the following requirements for your file on this date:

AN NN N N NN

v

e

We will administer the following at your appomtment

v
v
v

v

Enclosed application, skills checklist, job description

Resume (if available)

Current California RN/LVN/CNA licensure/certificate

Drivers Licensee

Work Authorization (if applicable)

CPR card (BLS/HCP)-1 year expiration current
ACLS/PALS/NRP Certification (if required for specialty area) -

Current annual physical current TB screening results (or chest x-ray results if

appropriate)
Titer or MMR + Varicella results (if applicable)
Copies of CEUs (if any continuing education units completed)

Drug screening

Photo badge

Exams: (must pass with 85% or retake)

v Med/Surg or appropriate area of practice

v Maedication exam for appropriate area of practice
Annual reading and post test (open book, must pass with 85% or retake)
Fire/electrical/patient safety A
TB/Infection control

Disaster/Emergency Preparedness

Age related changes

Managing aggressive behavior

Organ donation

Back Safety

Hazard Communication

Radiation Safety

AT Y0 N N N N N N

Rovised 11/00

Application Maoual
A_Applicstion Requirements.doc



Form W-4 (2007)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Because your tax situation
may change, you may want to refigure your
withholding each year.

Exemption from withholding. If you are
exempt, complete only lines 1, 2, 3, 4,and 7
and sign the form to validate it. Your
exemption for 2007 expires February 16, 2008.
See Pub. 505, Tax Withholding and Estimated
Tax.

Note. You cannot claim exemption from
withholding if (@) your income exceeds $850
and includes more than $300 of unearned
income (for example, interest and dividends)
and (b) another person can claim you as a
dependent on their tax return.

Basic instructions. If you are not exempt,
complete the Personal Allowances
Worksheet below. The worksheets on page 2
adjust your withholding allowances based on

itemized deductions, certain credits,
adjustments to income, or two-earner/multiple
job situations. Complete all worksheets that
apply. However, you may claim fewer (or zero)
allowances.

Head of household. Generally, you may claim
head of household filing status on your tax
return only if you are unmarried and pay more
than 50% of the costs of keeping up a home
for yourself and your dependent(s) or other
qualifying individuals.

Tax credits. You can take projected tax
credits into account in figuring your allowable
number of withholding allowances. Credits for
child or dependent care expenses and the
child tax credit may be claimed using the
Personal Allowances Worksheet below. See
Pub. 919, How Do | Adjust My Tax
Withholding, for information 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
payments using Form 1040-ES, Estimated Tax

for Individuals. Otherwise, you may owe
additional tax. If you have pension or annuity
income, see Pub. 919 to find out if you should
adjust your withholding on Form W-4 or W-4P.
Two earners/Multiple jobs. If you have a
working spouse or more than one job, figure
the total number of allowances you are entitled
to claim on all jobs using worksheets from only
one Form W-4. Your withholding usually will
be most accurate when all allowances are
claimed on the Form W-4 for the highest
paying job and zero allowances are claimed on
the others.

Nonresident alien. If you are a nonresident
alien, see the Instructions for Form 8233
before completing this Form W-4.

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
dollar amount you are having withheld
compares to your projected total tax for 2007.
See Pub. 919, especially if your earnings
exceed $130,000 (Single) or $180,000
(Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent . A
® You are single and have only one job; or
B Enter “1” if: ® You are married, have only one job, and your spouse does not work; or .. B
® Your wages from a second job or your spouse’s wages (or the total of both) are $1,000 or less.
C Enter “1” for your spouse. 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 too little tax withheld.) c
D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return D
E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) E
F Enter “1” if you have at least $1,500 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.
e If your total income will be less than $57,000 ($85,000 if married), enter “2” for each eligible child.
e |f your total income will be between $57,000 and $84,000 ($85,000 and $119,000 if married), enter “1” for each eligible
child plus “1” additional if you have 4 or more eligible children. G
H Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return) » H

For accuracy,
complete all
worksheets
that apply.

e |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.
o |f you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs
exceed $40,000 ($25,000 if married) see the Two-Earners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.

® |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W'4

Department of the Treasury
Internal Revenue Service

Cut here and give Form W-4 to your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

» Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2007

1 Type or print your first name and middle initial. Last name 2 Your social security number
Home address (number and street or rural route) 3 D Single D Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
City or town, state, and ZIP code 4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. » []
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5

(<]

Additional amount, if any, you want withheld from each paycheck .
7 | claim exemption from withholding for 2007, and | certify that | meet both of the foIIowmg condmons for exemptlon

® | ast year | had a right to a refund of all federal income tax withheld because | had no tax liability and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here .

6%

> [7]

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and bellef it is true, correct, and complete.

Employee’s signature
(Form is not valid
unless you sign it.) P

Date »

8  Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional)

10 Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2007)
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