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               Attestation Form for
                                            Student Personnel
Students Name:_________________________ 
Agency:_______________________________________
Title: ____________________________________
Dept working in: _________________________________
Anticipated Dates of Assignment: __________________________# total hours_________________________
** Please notify the Cartersville Medical Center Human Resources Dept when assignment ends. 770-387-8172
Contract
Company Agreement/Contract on file
Yes ____  No _____  Expiration Date: ______________________
Orientation
Cartersville Medical Center (CMC) Hospital-wide Orientation(test)completed on________________________   

Dept-Specific Orientation completed on  _______________________________________________________
Photo ID badge (either CMC or company badge)    Yes __________  No ___________
Professional Information if Required for the Position
GA License Type and #:__________________________   
Expiration Date: ___________________________
Primary Source Verification printed on: ________________________________________________________
Prof. Certificate #: _________________________

Expiration Date: ___________________________
BLS Expiration Date: _______________________

ACLS Expiration Date: ______________________
PALS Expiration Date: ______________________

NRP Expiration Date: _______________________
Education


Working 160+ Hours, Code of Conduct/Ethics Training 

Yes ____  To be done at CMC __________
Health Information
Last TB/PPD Assessment Date: _____________________
Chest X-Ray required?: _____________________
Hepatitis B vaccine:  Immunity date: ______   Requested vaccine: _____  Declined vaccine: _______
MMR Immunity:  ________ MMR Declined_____  Varicella Immunity: _________  Varicella Declined: ______

Professional Panel Drug Screen- please circle:        Positive           Negative
  Date: _________________
Cleared by Employee Health Nurse (Signature): ____________________________ Date:________________  
Competency Assessment – 
Initial Hospital-wide core test completed 


            Date: __________________________
Background Investigation  

I acknowledge and attest to CMC (“Employer”) that we own, and have in our possession, a background investigation report on the individual identified in this document.  The background investigation report is satisfactory in that it:

____
does not reveal any criminal activity;

____  
does not reveal ineligibility for rehire with any former employer or otherwise indicate poor performance;

____
confirms the individual is not on either the GSA or OIG exclusion lists;

____
confirms the individual is not listed as a violent sexual offender;  

____
confirms this individual is not on the U.S. Treasury Department’s Office of Foreign Assets Control list of Specially Designation Nationals; and 

____
no other aspect of the investigation required by Employer reveals information of concern. 

I further attest there are no prior or pending investigations, reviews, sanctions or peer review proceedings; or limitations of any licensure, certification or registration. This attestation is provided in lieu of providing a copy of the background investigation report.

I acknowledge and agree to an annual compliance audit if needed by the Employer of five percent or a minimum of thirty background investigation files as authorized by the subjects under the Fair Credit Reporting Act (FCRA).

Date background check completed and reviewed:________________________________________________
Confidentiality Form
Information Security Agreement Signed – Dec 2007 version
Date completed:______________________
Liability Insurance (if applicable)




Date expires: ________________________
As a designated representative of the agency listed below, I attest and agree:

1. That the above information has been reviewed and approved and the listed items are in the employee’s file. 
2. That the employee is competent for the job function and assignment and has the experience necessary for the area being placed. 
3. That the employee’s performance will be evaluated and their competency assessed by the due dates listed above.  
4. That if he employee fails to maintain performance standards or uphold the policies of CMC, they will be immediately replaced. 
5. That I will present the personnel file to the hospital and/or have an audit completed by CMC to verify this information is in the personnel file if needed. Information will be immediately provided to CMC during a survey (The Joint Commission, agencies of the state of FL, ACHA, Medicare, etc).
_______________________________
________________________
_______________________ 

Agency




Agency Representative

Date

_______________________________
________________________
_______________________ 

Home Department



Manager’s Signature


Date

_______________________________
_______________ 
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