
: (319) 874-6934
: onboarding@jitmedstaffing.com

: www.jitmedstaffing.com
: 2180 Norcor Ave

Ste D202, Coralville, IA 52241

CNA Eˠˣlˢˬˠeˡ˧ Aˣˣlica˧iˢˡ Packe˧

Tˢ ˘ˡ˦˨˥˘ ˢ˨˥ cˢˠˣ˟˜aˡc˘ ˪˜˧˛ ˧˛˘ ˦˧aˡ˗a˥˗˦ ˢ˙ ˢ˨˥ c˟˜˘ˡ˧˦, J˨˦˧ Iˡ T˜ˠ˘
M˘˗˜ca˟ S˧a˙˙˜ˡ˚ LLC, ˥˘ˤ˨˜˥˘˦ ˧˛˘ ˙ˢ˟˟ˢ˪˜ˡ˚ ˗ˢc˨ˠ˘ˡ˧a˧˜ˢˡ ˜ˡ ˢ˨˥ ˦ˬ˦˧˘ˠ.

Reˤ˨i˥eˠeˡ˧˦:

Plea˦e cˢˠˣle˧e ˧hi˦ aˣˣlica˧iˢˡ ˣacke˧ aˡd ˦eˡd back bˬ e-ˠail a˧ onboarding@ji˧meds˧affing.com

Just In Time Medical Staffing Application
Identifying Information
7-year Employment History
Legal Questionnaire
Authorization for Background Check
Authorization for Release of Child and Dependent Adult Abuse Information

APPLICATION FOR EMPLOYMENT

AGENCY REQUIREMENTS
Physician Statement (physical), taken within the last 12 months
Chest X-ray or PPD Test
Drug Screen
Immunization Records (TB Test, COVID-19, Hepatitis B)
CNA Skills Checklist
Dependent Adult Abuse Certification

PROFESSIONAL CREDENTIALS

Driver’s License
BLS/CPR - front and back copies with signature
State License



: (319) 874-6934
: onboarding@jitmedstaffing.com

: www.jitmedstaffing.com
: 2180 Norcor Ave

Ste D202, Coralville, IA 52241

_______________________________________________________________________

Ideˡ˧ifˬiˡg Iˡfˢ˥ˠa˧iˢˡ

___________________________________ ___________________________________

________________________________________________________________________

___________________________________ ___________________________________

___________________________________ ___________________________________

___________________________________ ___________________________________

_____________________

Naˠ˘ (˟a˦˧, ˙˜˥˦˧ aˡ˗ ˠ˜˗˗˟˘ ˜ˡ˜˧˜a˟) Ma˜˗˘ˡ/O˧˛˘˥

S˧˥˘˘˧ A˗˗˥˘˦˦ C˜˧ˬ                           S˧a˧˘                Z˜ˣ

E-ˠa˜˟ A˗˗˥˘˦˦ Sˢc˜a˟ S˘c˨˥˜˧ˬ N˨ˠb˘˥

Da˧˘ ˢ˙ B˜˥˧˛        D˥˜˩˘˥Ϡ˦ L˜c˘ˡ˦˘ S˧a˧˘                              E˫ˣ˜˥a˧˜ˢˡ Da˧˘

Hˢˠ˘ P˛ˢˡ˘ #        A˟˧˘˥ˡa˧˘ P˛ˢˡ˘ # C˘˟˟ P˛ˢˡ˘ #         P˥˘˙˘˥˥˘˗ ca˟˟ ˧˜ˠ˘

P˥˜ˠa˥ˬ Eˠ˘˥˚˘ˡcˬ Cˢˡ˧ac˧ Naˠ˘ aˡ˗ P˛ˢˡ˘ #                            S˘cˢˡ˗a˥ˬ Eˠ˘˥˚˘ˡcˬ Cˢˡ˧ac˧ Naˠ˘ aˡ˗ P˛ˢˡ˘ #                            

Da˧˘ A˩a˜˟ab˟˘: _____________________P˥˘˙˘˥˥˘˗ S˛˜˙˧:



: (319) 874-6934
: onboarding@jitmedstaffing.com

: www.jitmedstaffing.com
: 2180 Norcor Ave

Ste D202, Coralville, IA 52241

P˥ˢfe˦˦iˢˡal C˥edeˡ˧ial˦

E˗˨ca˧˜ˢˡ: F˥ˢˠ: Tˢ:

D˘˚˥˘˘ Ea˥ˡ˘˗:

C˘˥˧˜˙˜ca˧˜ˢˡ˦ (P˟˘a˦˘ a˧˧ac˛ a cˢˣˬ ˢ˙ ˘ac˛ ˜ˡc˟˨˗˜ˡ˚ ˙˥ˢˡ˧ aˡ˗ bac˞ cˢˣ˜˘˦)

___________________________________

___________________________________

___________________________________

1.

2.

3.

E˫ˣ˜˥a˧˜ˢˡ Da˧˘: __________

E˫ˣ˜˥a˧˜ˢˡ Da˧˘: __________

E˫ˣ˜˥a˧˜ˢˡ Da˧˘: __________

____________________________ __________ __________

____________________________

E˗˨ca˧˜ˢˡ: F˥ˢˠ: Tˢ:

D˘˚˥˘˘ Ea˥ˡ˘˗:

____________________________ __________ __________

____________________________

E˗˨ca˧˜ˢˡ: F˥ˢˠ: Tˢ:

D˘˚˥˘˘ Ea˥ˡ˘˗:

____________________________ __________ __________

____________________________



: (319) 874-6934
: RQbRaUdLQJ@MLWPHdVWaIILQJ.cRP

: ZZZ.MLWPHdVWaIILQJ.cRP
: 2180 NRUcRU AYH

SWH D202, CRUaOYLOOH, IA 52241

Iˡ˦˧˥˨˖˧˜ˢˡ˦: T˛˜˦ ˖˛˘˖˞˟˜˦˧ ˜˦ ˠ˘˔ˡ˧ ˧ˢ ˦˘˥˩˘ ˔˦ ˔ ˚˘ˡ˘˥˔˟ ˚˨˜˗˘˟˜ˡ˘ ˙ˢ˥ ˢ˨˥ ˖˟˜˘ˡ˧ ˙˔˖˜˟˜˧˜˘˦ ˔˦ ˧ˢ
˧˛˘ ˟˘˩˘˟ ˢ˙ ˬˢ˨˥ ˦˞˜˟˟˦ ˪˜˧˛˜ˡ ˬˢ˨˥ ˡ˨˥˦˜ˡ˚ ˦ˣ˘˖˜˔˟˧ˬ. P˟˘˔˦˘ ˨˦˘ ˧˛˘ ˦˖˔˟˘ ˕˘˟ˢ˪ ˧ˢ ˗˘˦˖˥˜˕˘
ˬˢ˨˥ ˘˫ˣ˘˥˜˘ˡ˖˘/˘˫ˣ˘˥˧˜˦˘ ˜ˡ ˘˔˖˛ ˔˥˘˔ ˟˜˦˧˘˗ ˕˘˟ˢ˪.

Lˢˡ˚-T˘˥ˠ C˔˥˘ CNA S˞˜˟˟˦ C˛˘˖˞˟˜˦˧

1 2 3 4V˜˧˔˟ M˘˔˦˨˥˘ˠ˘ˡ˧˦

P˥ˢ˙˜˖˜˘ˡ˖ˬ S˖˔˟˘:
1 = Nˢ E˫ˣ˘˥˜˘ˡ˖˘
2 = N˘˘˗ T˥˔˜ˡ˜ˡ˚
3 = A˕˟˘ ˧ˢ ˣ˘˥˙ˢ˥ˠ ˪˜˧˛ ˦˨ˣ˘˥˩˜˦˜ˢˡ
4 = A˕˟˘ ˧ˢ ˣ˘˥˙ˢ˥ˠ ˜ˡ˗˘ˣ˘ˡ˗˘ˡ˧˟ˬ

B˟ˢˢ˗ G˟˨˖ˢ˦˘ Mˢˡ˜˧ˢ˥˜ˡ˚
M˘˔˦˨˥˘ B˟ˢˢ˗ P˥˘˦˦˨˥˘

M˘˔˦˨˥˘ O˥˧˛ˢ˦˧˔˧˜˖ B˟ˢˢ˗ P˥˘˦˦˨˥˘

M˘˔˦˨˥˘ P˨˟˦˘
M˘˔˦˨˥˘ ˅˘˦ˣ˜˥˔˧˜ˢˡ˦

M˘˔˦˨˥˘ ˇ˘ˠˣ˘˥˔˧˨˥˘ - A˫˜˟˟˔˥ˬ

M˘˔˦˨˥˘ ˇ˘ˠˣ˘˥˔˧˨˥˘ - O˥˔˟
M˘˔˦˨˥˘ ˇ˘ˠˣ˘˥˔˧˨˥˘ - ˅˘˖˧˔˟

M˘˔˦˨˥˘ ˇ˘ˠˣ˘˥˔˧˨˥˘ - ˇˬˠˣ˔ˡ˜˖



: (319) 874-6934
: RQbRaUdLQJ@MLWPHdVWaIILQJ.cRP

: ZZZ.MLWPHdVWaIILQJ.cRP
: 2180 NRUcRU AYH

SWH D202, CRUaOYLOOH, IA 52241

1 2 3 4PATIENT CARE AND ADLϠS

1 2 3 4TRANSFER TECHNIQUES

B˘˗ M˔˞˜ˡ˚ ˢ˖˖˨ˣ˜˘˗

B˘˗ M˔˞˜ˡ˚ ˈˡˢ˖˖˨ˣ˜˘˗

B˘˗˦˜˗˘ Cˢˠˠˢ˗˘
C˔˥˘ ˢ˙ ˔ Cˢˠ˕˔˧˜˩˘ P˔˧˜˘ˡ˧

C˔˥˘ ˢ˙ ˔ ˆ˨˜˖˜˗˔˟ P˔˧˜˘ˡ˧

C˔˥˘ ˢ˙ ˔ Cˢˡ˙˨˦˘˗ P˔˧˜˘ˡ˧

D˘ˡ˧˨˥˘ C˔˥˘

Fˢ˟˘ˬ C˔˥˘
Fˢˢ˧ C˔˥˘
Pˢ˦˧ Mˢ˥˧˘ˠ C˔˥˘
ˆ˛ˢ˪˘˥ ˪˜˧˛ A˦˦˜˦˧˔ˡ˖˘

G˔˜˧ B˘˟˧

ˊ˘˜˚˛˧ ˕˘˔˥˜ˡ˚

Hˢˬ˘˥/E˔˦ˬ˦˧˔ˡ˗

ˇ˪ˢ-ˣ˘˥˦ˢˡ ˇ˥˔ˡ˦˙˘˥
P˜˩ˢ˧

ˊ˛˘˘˟˖˛˔˜˥



: (319) 874-6934
: RQbRaUdLQJ@MLWPHdVWaIILQJ.cRP

: ZZZ.MLWPHdVWaIILQJ.cRP
: 2180 NRUcRU AYH

SWH D202, CRUaOYLOOH, IA 52241

I ˛˘˥˘˕ˬ ˖˘˥˧˜˙ˬ ˧˛˔˧ ALL ˜ˡ˙ˢ˥ˠ˔˧˜ˢˡ I ˛˔˩˘ ˣ˥ˢ˩˜˗˘˗ ˧ˢ FILL IN THE BLANK ˢˡ ˧˛˜˦ ˦˞˜˟˟˦ ˖˛˘˖˞˟˜˦˧
˔ˡ˗ ˔˟˟ ˢ˧˛˘˥ ˗ˢ˖˨ˠ˘ˡ˧˔˧˜ˢˡ, ˜˦ ˧˥˨˘ ˔ˡ˗ ˔˖˖˨˥˔˧˘. I ˨ˡ˗˘˥˦˧˔ˡ˗ ˔ˡ˗ ˔˖˞ˡˢ˪˟˘˗˚˘ ˧˛˔˧ ˔ˡˬ
ˠ˜˦˥˘ˣ˥˘˦˘ˡ˧˔˧˜ˢˡ, ˢ˥ ˢˠ˜˦˦˜ˢˡ ˠ˔ˬ ˥˘˦˨˟˧ ˜ˡ ˗˜˦ˤ˨˔˟˜˙˜˖˔˧˜ˢˡ ˙˥ˢˠ ˘ˠˣ˟ˢˬˠ˘ˡ˧ ˔ˡ˗/ˢ˥
˜ˠˠ˘˗˜˔˧˘ ˧˘˥ˠ˜ˡ˔˧˜ˢˡ.

1 2 3 4TRANSFER TECHNIQUES
Eˡ˖ˢ˨˥˔˚˘ ˙˟˨˜˗˦ ˣ˘˥ ˣ˔˧˜˘ˡ˧ ˢ˥˗˘˥˦

ˇˬˣ˘˦ ˢ˙ ˗˜˘˧

A˦˦˜˦˧ ˜ˡ ˙˘˘˗˜ˡ˚

F˘˘˗˜ˡ˚ ˧˘˖˛ˡ˜ˤ˨˘˦
M˘˔˦˨˥˘ ˔ˡ˗ ˥˘˖ˢ˥˗ ˜ˡ˧˔˞˘ ˔ˡ˗ ˢ˨˧ˣ˨˧

Eˠˣ˟ˢˬ˘˘ ˆ˜˚ˡ˔˧˨˥˘: D˔˧˘:

Eˠˣ˟ˢˬ˘˘ N˔ˠ˘: ___________________________________

___________________________________ ______________



: (319) 874-6934
: RQbRaUdLQg@MLWPedVWaffLQg.cRP

: ZZZ.MLWPedVWaffLQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYLOOe, IA 52241

______________________________________________

Eˠˣ˟ˢˬˠ˘ˡ˧ H˜˦˧ˢ˥ˬ

Date Emploˬed: From:__________ To: __________

Facilitˬ/Hospital:

_________________________________Position Held:

_________________________________Supervisor:
_________________________________Reason for leaving:

P˟˘a˦˘ ˣ˥ˢ˩˜˗˘ a ˖ˢˠˣ˟˘˧˘ 7-ˬ˘a˥ ˪ˢ˥˞ ˛˜˦˧ˢ˥ˬ. P˟˘a˦˘ ˘˫ˣ˟a˜ˡ aˡˬ ˚aˣ˦ ˜ˡ ˘ˠˣ˟ˢˬˠ˘ˡ˧.

______________________________________________

Date Emploˬed: From:__________ To: __________

Facilitˬ/Hospital:

_________________________________Position Held:

_________________________________Supervisor:
_________________________________Reason for leaving:

______________________________________________

Date Emploˬed: From:__________ To: __________

Facilitˬ/Hospital:

_________________________________Position Held:

_________________________________Supervisor:
_________________________________Reason for leaving:

Emploˬee Name: ___________________________________



: (319) 874-6934
: RQbRaUdLQJ@MLWPHdVWaIILQJ.cRP

: ZZZ.MLWPHdVWaIILQJ.cRP
: 2180 NRUcRU AYH

SWH D202, CRUaOYLOOH, IA 52241

L˘˚˔˟ Q˨˘˦˧˜ˢˡˡ˔˜˥˘

YES NO

1) bHHQ QaPHd aV a dHIHQdaQW LQ a PaOSUacWLcH acWLRQ?
YES NO

2) Kad a OLcHQVH RU cHUWLILcaWLRQ LQ aQ\ MXULVdLcWLRQ OLPLWHd, VXVSHQdHd,
UHYRNHd RU YROXQWaU\ UHOLQTXLVKHd?

YES NO
___________________II \HV, ZKHQ?

___________________II \HV, ZKHQ? _____________LQ ZKaW VWaWH?

3) bHHQ OLcHQVHd RU SUacWLcHd SURIHVVLRQaOO\ XQdHU a dLIIHUHQW QaPH?

___________________II \HV, XQdHU ZKaW QaPH? _____________LQ ZKaW VWaWH?

4) AUH \RX HOLJLbOH WR ZRUN LQ WKH U.S.?
YES NO

_____________AOLHQ ID (LI aSSOLcabOH):

5) bHHQ dHQLHd a OLcHQVH?
YES NO

___________________II \HV, LQ ZKaW VWaWH?

6) bHHQ cRQYLcWHd b\ PLVdHPHaQRU, IHORQ\ LQcOXdLQJ WUaIILc YLROaWLRQV?
YES NO

___________________II \HV, ZKHQ aQd ZKaW VWaWH?

7) bHHQ aUUHVWHd aQd aUH \RX RXW RQ baLO RQ \RXU RZQ UHcRJQL]aQcH aQd
VWLOO aZaLWLQJ WULaO?

YES NO

8) bHHQ UHOHaVHd RU dLVcKaUJHd IURP HPSOR\PHQW RU UHVLJQHd WR aYRLd
VXcK UHOHaVH RU dLVcKaUJH?

YES NO

9) Kad \RXU dULYHU’V OLcHQVH VXVSHQdHd RU UHYRNHd?
YES NO

___________II \HV, ZKHQ?

Eˠˣ˟ˢˬ˘˘ ˆ˜˚ˡ˔˧˨˥˘: ___________________

Mˬ signature certifies that all information contained in this application is correct and maˬbe verified bˬ Just In Time
Medical Staffing LLC, in compliance with the Iowa Law. It also acknowledges that I am aware that it is mˬ responsibilitˬ to
review the policˬ and procedure documents of each hospital/facilitˬ in which I work, prior to beginning mˬ initial shift.

H˔˩˘ ˬˢ˨ ˘˩˘˥:

D˔˧˘: ____________________



 
 

 
 

Voluntary Self-Identification of Disability 
Form CC-305  OMB Control Number 1250-0005 
Page 1 of 1  Expires 04/30/2026 

 

Name:      Date:   
Employee ID:    

(if applicable) 

Why are you being asked to complete this form? 

We are a federal contractor or subcontractor. The law requires us to provide equal employment opportunity to qualified 
people with disabilities. We have a goal of having at least 7% of our workers as people with disabilities. The law says we 
must measure our progress towards this goal. To do this, we must ask applicants and employees if they have a disability 
or have ever had one. People can become disabled, so we need to ask this question at least every five years. 
 
Completing this form is voluntary, and we hope that you will choose to do so. Your answer is confidential. No one who 
makes hiring decisions will see it. Your decision to complete the form and your answer will not harm you in any way. If you 
want to learn more about the law or this form, visit the U.S. Department of Labor’s Office of Federal Contract Compliance 
Programs (OFCCP) website at www.dol.gov/ofccp. 
 

How do you know if you have a disability? 

A disability is a condition that substantially limits one or more of your “major life activities.” If you have or have ever had 
such a condition, you are a person with a disability. Disabilities include, but are not limited to: 
x Alcohol or other substance use 

disorder (not currently using 
drugs illegally) 

x Autoimmune disorder, for 
example, lupus, fibromyalgia, 
rheumatoid arthritis, HIV/AIDS 

x Blind or low vision 
x Cancer (past or present) 
x Cardiovascular or heart 

disease 
x Celiac disease 
x Cerebral palsy 
x Deaf or serious difficulty 

hearing 
x Diabetes 

x Disfigurement, for example, 
disfigurement caused by burns, 
wounds, accidents, or congenital 
disorders 

x Epilepsy or other seizure disorder 
x Gastrointestinal disorders, for example, 

Crohn's Disease, irritable bowel 
syndrome 

x Intellectual or developmental disability 
x Mental health conditions, for example, 

depression, bipolar disorder, anxiety 
disorder, schizophrenia, PTSD 

x Missing limbs or partially missing limbs 
x Mobility impairment, benefiting from the 

use of a wheelchair, scooter, walker, 
leg brace(s) and/or other supports 

x Nervous system condition, for example, 
migraine headaches, Parkinson’s 
disease, multiple sclerosis (MS) 

x Neurodivergence, for example, 
attention-deficit/hyperactivity disorder 
(ADHD), autism spectrum disorder, 
dyslexia, dyspraxia, other learning 
disabilities 

x Partial or complete paralysis (any 
cause) 

x Pulmonary or respiratory conditions, for 
example, tuberculosis, asthma, 
emphysema 

x Short stature (dwarfism) 
x Traumatic brain injury

Please check one of the boxes below: 

            Yes, I have a disability, or have had one in the past 
 No, I do not have a disability and have not had one in the past 
 I do not want to answer 

 
PUBLIC BURDEN STATEMENT: According to the Paperwork Reduction Act of 1995 no persons are required to respond 
to a collection of information unless such collection displays a valid OMB control number. This survey should take about 5 
minutes to complete. 
     

For Employer Use Only 

Employers may modify this section of the form as needed for recordkeeping purposes. 
For example: 

                                             Job Title:                                        Date of Hire:  

https://www.dol.gov/ofccp


: (319) 874-6934
: RQbRaUdLQg@MLWPedVWaffLQg.cRP

: ZZZ.MLWPedVWaffLQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYLOOe, IA 52241

A˨˧˛ˢ˥˜˭a˧˜ˢˡ ˧ˢ D˜˦˖˟ˢ˦˘ ˜ˡ˙ˢ˥ˠa˧˜ˢˡ ˢˡ Eˠˣ˟ˢˬˠ˘ˡ˧ ˙˜˟˘,
Ba˖˞˚˥ˢ˨ˡ˗ ˖˛˘˖˞, M˘˗˜˖a˟ R˘˖ˢ˥˗˦ aˡ˗ D˥˨˚ S˖˥˘˘ˡ˜ˡ˚

Bˬ affi˫ing mˬ signature hereunder, I authori˭e Just In Time Medical Staffing, LLC to release anˬ and all confidential
emploˬment background check and medical information contained in mˬ emploˬment file to anˬ medical facilitˬ
or entitˬ ˪ith ˪hich Just In Time Medical Staffing LLC, has staffing agreement, and to anˬ other governmental or
regulatorˬ agencˬ such agencˬ's request. For all other purposes, Just In Time Medical Staffing LLC, shall keep mˬ
emploˬment confidential and shall advise anˬ medical facilitˬ or other entitˬ to ˪hich records have been
provided to also keep such record confidential. I herebˬ hold Just In Time Medical Staffing LLC, harmless for anˬ
result (s) that arises ˪ith regards to the release of this confidential information bˬ Just In Time Medical Staffing
LLC, Medical records information is confidential and Just In Time Medical Staffing LLC, ˪ill instruct client facilities
and/or other entities to treat the provided information confidential as ˪ell.

I consent to a urine, blood or breath sample for the purpose of an alcohol drug, into˫icant or substance abuse
screening test. Furthermore, I consent to the release of the results for purposes for determining the fitness of
emploˬment or continued emploˬment.

I authori˭e Just In Time Medical Staffing LLC, to contact past emploˬers and references regarding mˬ emploˬment
historˬ. I herebˬ release all previous emploˬers and references from anˬ liabilitˬ for furnishing this information in
this application, reference information and medical information to Just In Time Medical Staffing LLC, and anˬ
facilities I might be sent on assignment.

Mˬ signature hereunder further indicated that I have read and understood the Emploˬee authori˭ation to release
confidential information on emploˬment file, background check, medical records and drug screening.

I certifˬ that the facts contained in this application are true and accurate. I authori˭e the emploˬer to investigate
anˬ and all questions relating to this application. I release all parties from all liabilitˬ, including but not limited to,
the emploˬer and anˬ person, firm or corporation ˪ho provides information concerning mˬ prior education,
emploˬment or character.

Just In Time Medical Staffing LLC, does not discriminate in respect to hiring, termination, compensations and all
other terms and conditions of privileges of emploˬment on the basis of race, color, national origin, ancestrˬ, se˫,
age, pregnancˬ or related medical conditions, marital status, religious creed or disabilitˬ.

_________________________________ _______________ _______________

Name (Please Print) Signature Date



21Ĝ0 Norcor Ave Ste D202Ƥ CoralvilleƤ IA 52241

Please complete this form to provide information about ˬour Flu and COVID-19 vaccination
status. Vaccination is an important aspect of ensuring the safetˬ of our patients and staff.

F˟˨ Va˖˖˜ˡa˧˜ˢˡ S˧a˧˨˦: 
Please indicate ˬour Flu vaccination status bˬ selecting the appropriate option belo˪:

I have received the Flu vaccine for the current season. 

I have not received the Flu vaccine for the current season but ˪ould like to receive it. 

I do not ˪ant to receive the Flu vaccine.
Please provide a reason for ˬour declination belo˪: 

Emploˬee Signature: Date:

7fZa IB aIAE AEDICA; ZaAFFIBG

ƹ31ĝƺ Ĝ74ƴ6ĝ34 infoǐjitmedstaffingƣcom wwwƣjitmedstaffingƣcom

JXVW In Time Medical SWaffing FlX and COVID-19 FoUm/DeclinaWion foU NXUVe
Job Emplo\menW

R˘a˦ˢˡ ˙ˢ˥ D˘˖˟˜ˡa˧˜ˢˡ (˜˙ aˣˣ˟˜˖ab˟˘):

___________________________________________________________________________

COVID-19 Va˖˖˜ˡa˧˜ˢˡ S˧a˧˨˦: 
Please indicate ˬour COVID-19 vaccination status bˬ selecting the appropriate option
belo˪:

I have received the complete COVID-19 vaccination series.

I have received some doses of the COVID-19 vaccine but not the complete series.

I have not received anˬ doses of the COVID-19 vaccine but ˪ould like to receive it.

I do not ˪ant to receive the COVID-19 vaccine.
Please provide a reason for ˬour declination belo˪: 

R˘a˦ˢˡ ˙ˢ˥ D˘˖˟˜ˡa˧˜ˢˡ (˜˙ aˣˣ˟˜˖ab˟˘):

___________________________________________________________________________

Emploˬee Name: ___________________________________

___________________________________ ______________



21Ĝ0 Norcor Ave Ste D202Ƥ CoralvilleƤ IA 52241

Please complete this form to provide information about ˬour Hepatitis B vaccination status

H˘ˣa˧˜˧˜˦ B Va˖˖˜ˡa˧˜ˢˡ S˧a˧˨˦: 
Please indicate ˬour Hepatitis B vaccination status bˬ selecting the appropriate option
belo˪: 

I have completed the entire Hepatitis B vaccination series. 
If "Yes," please provide documentation. 

I have had the Hepatitis B vaccination series but cannot find mˬ documentation. 
Please make efforts to obtain ˬour vaccination records. 

I do not ˪ant to receive the Hepatitis B vaccination. 
Please provide a reason for ˬour declination belo˪: 

OSHA H˘ˣa˧˜˧˜˦ B D˘˖˟˜ˡa˧˜ˢˡ S˧a˧˘ˠ˘ˡ˧ 
D˘˖˟˜ˡa˧˜ˢˡ S˧a˧˘ˠ˘ˡ˧: 1910.1030 Aˣˣ A 
I understand that due to mˬ occupational e˫posure to blood or other potentiallˬ infectious 
materials I maˬ be at risk of acquiring hepatitis B virus (HBV) infection. I have been given
the opportunitˬ to be vaccinated ˪ith hepatitis B vaccine. Ho˪ever, I decline hepatitis B 
vaccination at this time. I understand that bˬ declining this vaccine, I continue to be at risk
of acquiring hepatitis B, a serious disease. If in the future I continue to have occupational
e˫posure to blood or other potentiallˬ infectious materials and I ˪ant to be vaccinated
˪ith hepatitis B vaccine, I can receive the vaccination series. 

R˘a˦ˢˡ ˙ˢ˥ D˘˖˟˜ˡa˧˜ˢˡ (˜˙ aˣˣ˟˜˖ab˟˘):

7fZa IB aIAE AEDICA; ZaAFFIBG

ƹ31ĝƺ Ĝ74ƴ6ĝ34 infoǐjitmedstaffingƣcom wwwƣjitmedstaffingƣcom

JXVW In Time Medical SWaffing HepaWiWiV B VaccinaWion SWaWXV/DeclinaWion
FoUm foU NXUVe Job Emplo\menW

Emploˬee Signature: Date:

Emploˬee Name: ___________________________________

___________________________________ ______________

________________________________________________________________________________

________________________________________________________________________________



: (319) 874-6934
: RQbRaUdLQg@MLWPedVWaffLQg.cRP

: ZZZ.MLWPedVWaffLQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYLOOe, IA 52241

TB Q˨˘˦˧˜ˢˡˡa˜˥˘
Emploˬee Name: ___________________________________ Date: ______________

Unplanned loss of ˪eight (>10% of bodˬ ˪eight)1.
Night s˪eats2.
Fever lasting several ˪eeks3.
Frequent coughing in the absence of a cold or flue4.
Coughing blood-streaked sputum5.
Unusual tiredness or ˪eakness lasting ˪eeks6.
Pain in chest ˪hen taking a breath7.
Have ˬou been recentlˬ diagnosed ˪ith diabetes, silicosis, HIV
disease, renal disease or liver disease?

8.

Have ˬou been recentlˬ e˫posed to a familˬ member or other ˪ith
Active TB?

9.

If ˬou checked YES to anˬ of the above questions, are ˬou currentlˬ
treating ˪ith a phˬsician?
IF ˌ˂ˈ DEˉEL˂˃ ANˌ ˂F ˇHE ˆˌM˃ˇ˂Mˆ LIˆˇED AB˂ˉE, ˃LEAˆE C˂NˇACˇ ˌ˂ˈ˅ ˃HˌˆICIAN
AND AGENCˌ IMMEDIAˇELˌ. A CHEˆˇ ˋ˅Aˌ Mˈˆˇ BE ˃E˅F˂˅MED ˃˅I˂˅ ˇ˂ ˊ˂˅KING AGAIN.

Emploˬee Signature:___________________________________

YES NO



0reIEmployment Annual Health Certification

I HE2EB9 grant authorization for the disclosure of any medical information obtained during my physical
examination to Just In 4ime -edical 3taffing LLCN 4his information may be utilized or shared with its client
facilities and vendor partners as necessary for evaluating my suitability for employment opportunities and
associated activitiesN

2.        ,0.        #.!        /therP

0lease indicate the followingP

;Pƌinƚ NameͿ

SignaƚƵƌe Daƚe

ͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲ;To be compleƚed bǇ ƚhe Healƚh Caƌe PƌofeƐƐionalͿͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲͲ

The indiǀidƵal Ƶnderǁenƚ a ƚhoroƵgh phǇƐical eǆaminaƚion͕ reǀealing ƚhe folloǁing findingƐ͗

Able ƚo peƌfoƌm ƚhe eƐƐenƚial fƵncƚionƐ of ƚhe job ǁiƚhoƵƚ accommodaƚion͘ 

Noƚ able ƚo peƌfoƌm ƚhe eƐƐenƚial fƵncƚionƐ of ƚhe job ǁiƚhoƵƚ accommodaƚionƐ͘ Aƚƚach ƐƵmmaƌǇ foƌ eǆplanaƚion͘ 

Noƚ ƋƵalified ƚo peƌfoƌm ƚhe eƐƐenƚial fƵncƚionƐ of ƚhe job ǁiƚh oƌ ǁiƚhoƵƚ accommodaƚionƐ͘ Aƚƚach ƐƵmmaƌǇ foƌ
eǆplanaƚion͘ 

Oƚheƌ͗

Medical Pƌacƚiƚioneƌ͛Ɛ SignaƚƵƌe ;REQUIREDͿ Medical Pƌacƚiƚioneƌ͛Ɛ Pƌinƚed Name and CƌedenƚialƐ ;REQUIREDͿ 

Daƚe ;REQUIREDͿ LicenƐe η ;REQUIREDͿ 

Phone η ;REQUIREDͿ 

PƌacƚiƚioneƌƐ AddƌeƐƐ ;REQUIREDͿ͗ 

I ceƌƚifǇ ƚhaƚ I haǀe eǆamined ƚhe aboǀeͲnamed indiǀidƵal onͺͺͺͺͺͬͺͺͺͺͺͬͺͺͺͺͺand foƵnd himͬheƌ ƚo be in
good phǇƐical and menƚal healƚh and fƌee of commƵnicable diƐeaƐe͘

7fZa IB aIAE AEDICA; ZaAFFIBG
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