
: (319) 874-6934
: RQERDUGLQJ@MLWPHGVWDIILQJ.FRP

: ZZZ.MLWPHGVWDIILQJ.FRP
: 2180 NRUFRU AYH

6WH D202, CRUDOYLOOH, IA 52241

 RN Emˣlˢˬmen˧ Aˣˣlica˧iˢn Packe˧

Tˢ eˡ˦˨˥e ˢ˨˥ cˢˠˣ˟˜aˡce ˪˜˧˛ ˧˛e ˦˧aˡda˥d˦ ˢf ˢ˨˥ c˟˜eˡ˧˦, J˨˦˧ Iˡ T˜ˠe
Med˜ca˟ S˧aff˜ˡg LLC, ˥eˤ˨˜˥e˦ ˧˛e fˢ˟˟ˢ˪˜ˡg dˢc˨ˠeˡ˧a˧˜ˢˡ ˜ˡ ˢ˨˥ ˦ˬ˦˧eˠ.

Reˤ˨i˥emen˧˦:

Plea˦e cˢmˣle˧e ˧hi˦ aˣˣlica˧iˢn ˣacke˧ and ˦end back bˬ e-mail a˧ onboarding@ji˧meds˧affing.com

JXVW IQ 7LPH MHGLFDO 6WDIILQJ ASSOLFDWLRQ
IGHQWLI\LQJ IQIRUPDWLRQ
7-\HDU EPSOR\PHQW HLVWRU\
LHJDO 4XHVWLRQQDLUH
AXWKRUL]DWLRQ IRU BDFNJURXQG CKHFN
AXWKRUL]DWLRQ IRU 5HOHDVH RI CKLOG DQG DHSHQGHQW AGXOW AEXVH IQIRUPDWLRQ

APPLICATION FOR EMPLOYMENT

AGENCY REQUIREMENTS
3K\VLFLDQ 6WDWHPHQW (SK\VLFDO), WDNHQ ZLWKLQ WKH ODVW 12 PRQWKV
CKHVW ;-UD\ RU 33D 7HVW
DUXJ 6FUHHQ
IPPXQL]DWLRQ 5HFRUGV (7B 7HVW, CO9ID-19, HHSDWLWLV B)
5N 6NLOOV CKHFNOLVW
DHSHQGHQW AGXOW AEXVH CHUWLILFDWLRQ

PROFESSIONAL CREDENTIALS

DULYHU’V LLFHQVH
BL6/C35 - IURQW DQG EDFN FRSLHV ZLWK VLJQDWXUH
6WDWH LLFHQVH



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

: ZZZ.MLWPedVWaffLQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYLOOe, IA 52241

_______________________________________________________________________

Ideˡ˧ifˬiˡg Iˡfˢ˥ˠa˧iˢˡ

___________________________________ ___________________________________

________________________________________________________________________

___________________________________ ___________________________________

___________________________________ ___________________________________

___________________________________ ___________________________________

_____________________

Name (la˦˧, fi˥˦˧ aˡd middle iˡi˧ial) Maideˡ/O˧he˥

S˧˥ee˧ Add˥e˦˦ Ci˧ˬ                           S˧a˧e                Ziˣ

E-mail Add˥e˦˦ Sˢcial Sec˨˥i˧ˬ N˨mbe˥

Da˧e ˢf Bi˥˧h        D˥i˩e˥Ϡ˦ Liceˡ˦e S˧a˧e                              E˫ˣi˥a˧iˢˡ Da˧e

Hˢme Phˢˡe #        Al˧e˥ˡa˧e Phˢˡe # Cell Phˢˡe #         P˥efe˥˥ed call ˧ime

P˥ima˥ˬ Eme˥geˡcˬ Cˢˡ˧ac˧ Name aˡd Phˢˡe #                            Secˢˡda˥ˬ Eme˥geˡcˬ Cˢˡ˧ac˧ Name aˡd Phˢˡe #                            

Da˧e A˩ailable: _____________________P˥efe˥˥ed Shif˧:



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

: ZZZ.MLWPedVWaffLQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYLOOe, IA 52241

P˥ˢfe˦˦iˢˡa˟ C˥edeˡ˧ia˟˦

Ed˨cation: From: To:

Degree Earned:

Certifications (Please attach a copˬ of each incl˨ding front and back copies)

___________________________________

___________________________________

___________________________________

1.

2.

3.

E˫piration Date: __________

E˫piration Date: __________

E˫piration Date: __________

____________________________ __________ __________

____________________________

Ed˨cation: From: To:

Degree Earned:

____________________________ __________ __________

____________________________

Ed˨cation: From: To:

Degree Earned:

____________________________ __________ __________

____________________________



: (319) 874-6934
: RQbRaUdiQg@MiWPedVWaffiQg.cRP

: ZZZ.MiWPedVWaffiQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYiOOe, IA 52241

Iˡ˦˧˥˨c˧˜ˢˡ˦: T˛˜˦ c˛ec˞˟˜˦˧ ˜˦ ˠeaˡ˧ ˧ˢ ˦e˥˩e a˦ a ˚eˡe˥a˟ ˚˨˜de˟˜ˡe fˢ˥ ˢ˨˥ c˟˜eˡ˧ fac˜˟˜˧˜e˦ a˦ ˧ˢ
˧˛e ˟e˩e˟ ˢf ˬˢ˨˥ ˦˞˜˟˟˦ ˪˜˧˛˜ˡ ˬˢ˨˥ ˡ˨˥˦˜ˡ˚ ˦ˣec˜a˟˧ˬ. P˟ea˦e ˨˦e ˧˛e ˦ca˟e be˟ˢ˪ ˧ˢ de˦c˥˜be
ˬˢ˨˥ e˫ˣe˥˜eˡce/e˫ˣe˥˧˜˦e ˜ˡ eac˛ a˥ea ˟˜˦˧ed be˟ˢ˪.

Lˢˡ˚-Te˥ˠ Ca˥e RN S˞˜˟˟˦ C˛ec˞˟˜˦˧

P˥ˢf˜c˜eˡcˬ Sca˟e:
1 = Nˢ E˫ˣe˥˜eˡce
2 = Need T˥a˜ˡ˜ˡ˚
3 = Ab˟e ˧ˢ ˣe˥fˢ˥ˠ ˪˜˧˛ ˦˨ˣe˥˩˜˦˜ˢˡ
4 = Ab˟e ˧ˢ ˣe˥fˢ˥ˠ ˜ˡdeˣeˡdeˡ˧˟ˬ

1 2 3 4ENDOCRINE
Blood Gl˨cose Checks

Ins˨lin adminis˧ra˧ion

Care of pa˧ien˧s ˪i˧h Diabe˧es

1 2 3 4MEDICATIONS/IV THERAPY

Recons˧i˧˨˧ion

Eˬe adminis˧ra˧ion

IM adminis˧ra˧ion
SQ adminis˧ra˧ion

Medica˧ion calc˨la˧ion

Oral adminis˧ra˧ion

Rec˧al adminis˧ra˧ion

S˧ar˧ing IVϠs

IV Medica˧ion Adminis˧ra˧ion
Cen˧ral Line Care



: (319) 874-6934
: RQbRaUdiQg@MiWPedVWaffiQg.cRP

: ZZZ.MiWPedVWaffiQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYiOOe, IA 52241

1 2 3 4LEADE˅ˆHI˃/˃AˇIENˇ CA˅E
Taking charge

Admission procedures

Discharge procedures

1 2 3 4NEˈ˅OLOGˌ

Sei˭ure precautions

Care of a patient with Al˭heimerϠs

Care of patients with Spinal Cord Injurˬ
Decadron administration

Assessment of Neurological Status

Care of a patient with a CVA

Dilantin administration

Phenobarbital administration
Valium administration
Central Line Care

Patient education

Patient Care plans



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

: ZZZ.MLWPedVWaffLQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYLOOe, IA 52241

1 2 3 4AGE SPECIFIC COMPETENCIES
Iˡfaˡ˧ (B˜˥˧˛ - 1 ˬea˥)

P˥e˦c˛ˢˢ˟e˥ (a˚e˦ 2 - 5 ˬea˥˦)

C˛˜˟d˛ˢˢd (a˚e˦ 6 - 12 ˬea˥˦)

Adˢ˟e˦ceˡ˧˦ (a˚e˦ 13 - 21 ˬea˥˦)
Yˢ˨ˡ˚ Ad˨˟˧˦ (a˚e˦ 22 - 39 ˬea˥˦)

Ad˨˟˧˦ (a˚e˦ 40 - 64 ˬea˥˦)

O˟de˥ Ad˨˟˧˦ (a˚e˦ 65 - 79 ˬea˥˦)

E˟de˥˟ˬ (a˚e˦ 80+ ˬea˥˦)

I he˥ebˬ ce˥˧˜fˬ ˧ha˧ ALL ˜ˡfˢ˥ˠa˧˜ˢˡ I ha˩e ˣ˥ˢ˩˜ded ˧ˢ FILL IN THE BLANK ˢˡ ˧h˜˦ ˦˞˜˟˟˦ chec˞˟˜˦˧
aˡd a˟˟ ˢ˧he˥ dˢc˨ˠeˡ˧a˧˜ˢˡ, ˜˦ ˧˥˨e aˡd acc˨˥a˧e. I ˨ˡde˥˦˧aˡd aˡd ac˞ˡˢ˪˟edge ˧ha˧ aˡˬ
ˠ˜˦˥eˣ˥e˦eˡ˧a˧˜ˢˡ, ˢ˥ ˢˠ˜˦˦˜ˢˡ ˠaˬ ˥e˦˨˟˧ ˜ˡ d˜˦ˤ˨a˟˜f˜ca˧˜ˢˡ f˥ˢˠ eˠˣ˟ˢˬˠeˡ˧ aˡd/ˢ˥
˜ˠˠed˜a˧e ˧e˥ˠ˜ˡa˧˜ˢˡ.

Eˠˣ˟ˢˬee S˜˚ˡa˧˨˥e: Da˧e:

Eˠˣ˟ˢˬee Naˠe: ___________________________________

___________________________________ ______________



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

: ZZZ.MLWPedVWaffLQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYLOOe, IA 52241

______________________________________________

Eˠˣlˢˬˠeˡ˧ Hi˦˧ˢ˥ˬ

Da˧e Eˠˣ˟ˢˬed: F˥ˢˠ:__________ Tˢ: __________

Fac˜˟˜˧ˬ/Hˢ˦ˣ˜˧a˟:

_________________________________Pˢ˦˜˧˜ˢˡ He˟d:

_________________________________S˨ˣe˥˩˜˦ˢ˥:
_________________________________Rea˦ˢˡ ˙ˢ˥ ˟ea˩˜ˡ˚:

Plea˦e ˣ˥ˢ˩ide a cˢˠˣle˧e 7-ˬea˥ ˪ˢ˥k hi˦˧ˢ˥ˬ. Plea˦e e˫ˣlaiˡ aˡˬ gaˣ˦ iˡ eˠˣlˢˬˠeˡ˧.

______________________________________________

Da˧e Eˠˣ˟ˢˬed: F˥ˢˠ:__________ Tˢ: __________

Fac˜˟˜˧ˬ/Hˢ˦ˣ˜˧a˟:

_________________________________Pˢ˦˜˧˜ˢˡ He˟d:

_________________________________S˨ˣe˥˩˜˦ˢ˥:
_________________________________Rea˦ˢˡ ˙ˢ˥ ˟ea˩˜ˡ˚:

______________________________________________

Da˧e Eˠˣ˟ˢˬed: F˥ˢˠ:__________ Tˢ: __________

Fac˜˟˜˧ˬ/Hˢ˦ˣ˜˧a˟:

_________________________________Pˢ˦˜˧˜ˢˡ He˟d:

_________________________________S˨ˣe˥˩˜˦ˢ˥:
_________________________________Rea˦ˢˡ ˙ˢ˥ ˟ea˩˜ˡ˚:

Eˠˣ˟ˢˬee Naˠe: ___________________________________



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

: ZZZ.MLWPHdVWaIILQJ.cRP
: 2180 NRUcRU AYH

SWH D202, CRUaOYLOOH, IA 52241

Legal Q˨e˦˧iˢnnai˥e

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?

Emploˬee Signat˨re: ___________________

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.

Ha˩e ˬˢ˨ e˩e˥:

Date: ____________________



 
 

 
 

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˨˧hˢ˥˜˭a˧˜ˢˡ ˧ˢ D˜˦c˟ˢ˦e ˜ˡfˢ˥ˠa˧˜ˢˡ ˢˡ Eˠˣ˟ˢˬˠeˡ˧ f˜˟e,
Bac˞g˥ˢ˨ˡd chec˞, Med˜ca˟ Recˢ˥d˦ aˡd D˥˨g Sc˥eeˡ˜ˡg

Bˬ affi˫iˡg mˬ ˦igˡa˧˨˥e he˥e˨ˡde˥, I a˨˧hˢ˥i˭e J˨˦˧ Iˡ Time Medical S˧affiˡg, LLC ˧ˢ ˥elea˦e aˡˬ aˡd all cˢˡfideˡ˧ial
emˣlˢˬmeˡ˧ backg˥ˢ˨ˡd check aˡd medical iˡfˢ˥ma˧iˢˡ cˢˡ˧aiˡed iˡ mˬ emˣlˢˬmeˡ˧ file ˧ˢ aˡˬ medical facili˧ˬ
ˢ˥ eˡ˧i˧ˬ ˪i˧h ˪hich J˨˦˧ Iˡ Time Medical S˧affiˡg LLC, ha˦ ˦˧affiˡg ag˥eemeˡ˧, aˡd ˧ˢ aˡˬ ˢ˧he˥ gˢ˩e˥ˡmeˡ˧al ˢ˥
˥eg˨la˧ˢ˥ˬ ageˡcˬ ˦˨ch ageˡcˬ'˦ ˥eˤ˨e˦˧. Fˢ˥ all ˢ˧he˥ ˣ˨˥ˣˢ˦e˦, J˨˦˧ Iˡ Time Medical S˧affiˡg LLC, ˦hall keeˣ mˬ
emˣlˢˬmeˡ˧ cˢˡfideˡ˧ial aˡd ˦hall ad˩i˦e aˡˬ medical facili˧ˬ ˢ˥ ˢ˧he˥ eˡ˧i˧ˬ ˧ˢ ˪hich ˥ecˢ˥d˦ ha˩e beeˡ
ˣ˥ˢ˩ided ˧ˢ al˦ˢ keeˣ ˦˨ch ˥ecˢ˥d cˢˡfideˡ˧ial. I he˥ebˬ hˢld J˨˦˧ Iˡ Time Medical S˧affiˡg LLC, ha˥mle˦˦ fˢ˥ aˡˬ
˥e˦˨l˧ (˦) ˧ha˧ a˥i˦e˦ ˪i˧h ˥ega˥d˦ ˧ˢ ˧he ˥elea˦e ˢf ˧hi˦ cˢˡfideˡ˧ial iˡfˢ˥ma˧iˢˡ bˬ J˨˦˧ Iˡ Time Medical S˧affiˡg
LLC, Medical ˥ecˢ˥d˦ iˡfˢ˥ma˧iˢˡ i˦ cˢˡfideˡ˧ial aˡd J˨˦˧ Iˡ Time Medical S˧affiˡg LLC, ˪ill iˡ˦˧˥˨c˧ clieˡ˧ facili˧ie˦
aˡd/ˢ˥ ˢ˧he˥ eˡ˧i˧ie˦ ˧ˢ ˧˥ea˧ ˧he ˣ˥ˢ˩ided iˡfˢ˥ma˧iˢˡ cˢˡfideˡ˧ial a˦ ˪ell.

I cˢˡ˦eˡ˧ ˧ˢ a ˨˥iˡe, blˢˢd ˢ˥ b˥ea˧h ˦amˣle fˢ˥ ˧he ˣ˨˥ˣˢ˦e ˢf aˡ alcˢhˢl d˥˨g, iˡ˧ˢ˫icaˡ˧ ˢ˥ ˦˨b˦˧aˡce ab˨˦e
˦c˥eeˡiˡg ˧e˦˧. F˨˥˧he˥mˢ˥e, I cˢˡ˦eˡ˧ ˧ˢ ˧he ˥elea˦e ˢf ˧he ˥e˦˨l˧˦ fˢ˥ ˣ˨˥ˣˢ˦e˦ fˢ˥ de˧e˥miˡiˡg ˧he fi˧ˡe˦˦ ˢf
emˣlˢˬmeˡ˧ ˢ˥ cˢˡ˧iˡ˨ed emˣlˢˬmeˡ˧.

I a˨˧hˢ˥i˭e J˨˦˧ Iˡ Time Medical S˧affiˡg LLC, ˧ˢ cˢˡ˧ac˧ ˣa˦˧ emˣlˢˬe˥˦ aˡd ˥efe˥eˡce˦ ˥ega˥diˡg mˬ emˣlˢˬmeˡ˧
hi˦˧ˢ˥ˬ. I he˥ebˬ ˥elea˦e all ˣ˥e˩iˢ˨˦ emˣlˢˬe˥˦ aˡd ˥efe˥eˡce˦ f˥ˢm aˡˬ liabili˧ˬ fˢ˥ f˨˥ˡi˦hiˡg ˧hi˦ iˡfˢ˥ma˧iˢˡ iˡ
˧hi˦ aˣˣlica˧iˢˡ, ˥efe˥eˡce iˡfˢ˥ma˧iˢˡ aˡd medical iˡfˢ˥ma˧iˢˡ ˧ˢ J˨˦˧ Iˡ Time Medical S˧affiˡg LLC, aˡd aˡˬ
facili˧ie˦ I migh˧ be ˦eˡ˧ ˢˡ a˦˦igˡmeˡ˧.

Mˬ ˦igˡa˧˨˥e he˥e˨ˡde˥ f˨˥˧he˥ iˡdica˧ed ˧ha˧ I ha˩e ˥ead aˡd ˨ˡde˥˦˧ˢˢd ˧he Emˣlˢˬee a˨˧hˢ˥i˭a˧iˢˡ ˧ˢ ˥elea˦e
cˢˡfideˡ˧ial iˡfˢ˥ma˧iˢˡ ˢˡ emˣlˢˬmeˡ˧ file, backg˥ˢ˨ˡd check, medical ˥ecˢ˥d˦ aˡd d˥˨g ˦c˥eeˡiˡg.

I ce˥˧ifˬ ˧ha˧ ˧he fac˧˦ cˢˡ˧aiˡed iˡ ˧hi˦ aˣˣlica˧iˢˡ a˥e ˧˥˨e aˡd acc˨˥a˧e. I a˨˧hˢ˥i˭e ˧he emˣlˢˬe˥ ˧ˢ iˡ˩e˦˧iga˧e
aˡˬ aˡd all ˤ˨e˦˧iˢˡ˦ ˥ela˧iˡg ˧ˢ ˧hi˦ aˣˣlica˧iˢˡ. I ˥elea˦e all ˣa˥˧ie˦ f˥ˢm all liabili˧ˬ, iˡcl˨diˡg b˨˧ ˡˢ˧ limi˧ed ˧ˢ,
˧he emˣlˢˬe˥ aˡd aˡˬ ˣe˥˦ˢˡ, fi˥m ˢ˥ cˢ˥ˣˢ˥a˧iˢˡ ˪hˢ ˣ˥ˢ˩ide˦ iˡfˢ˥ma˧iˢˡ cˢˡce˥ˡiˡg mˬ ˣ˥iˢ˥ ed˨ca˧iˢˡ,
emˣlˢˬmeˡ˧ ˢ˥ cha˥ac˧e˥.

J˨˦˧ Iˡ Time Medical S˧affiˡg LLC, dˢe˦ ˡˢ˧ di˦c˥imiˡa˧e iˡ ˥e˦ˣec˧ ˧ˢ hi˥iˡg, ˧e˥miˡa˧iˢˡ, cˢmˣeˡ˦a˧iˢˡ˦ aˡd all
ˢ˧he˥ ˧e˥m˦ aˡd cˢˡdi˧iˢˡ˦ ˢf ˣ˥i˩ilege˦ ˢf emˣlˢˬmeˡ˧ ˢˡ ˧he ba˦i˦ ˢf ˥ace, cˢlˢ˥, ˡa˧iˢˡal ˢ˥igiˡ, aˡce˦˧˥ˬ, ˦e˫,
age, ˣ˥egˡaˡcˬ ˢ˥ ˥ela˧ed medical cˢˡdi˧iˢˡ˦, ma˥i˧al ˦˧a˧˨˦, ˥eligiˢ˨˦ c˥eed ˢ˥ di˦abili˧ˬ.

_________________________________ _______________ _______________

Name (Plea˦e P˥iˡ˧) Sigˡa˧˨˥e Da˧e



21Ĝ0 Norcor Ave Ste D202Ƥ CoralvilleƤ IA 52241

Plea˦e comple˧e ˧hi˦ form ˧o pro˩ide informa˧ion abo˨˧ ˬo˨r Fl˨ and COVID-19 ˩accina˧ion
˦˧a˧˨˦. Vaccina˧ion i˦ an impor˧an˧ a˦pec˧ of en˦˨ring ˧he ˦afe˧ˬ of o˨r pa˧ien˧˦ and ˦˧aff.

F˟˨ Va˖˖˜ˡa˧˜ˢˡ S˧a˧˨˦: 
Plea˦e indica˧e ˬo˨r Fl˨ ˩accina˧ion ˦˧a˧˨˦ bˬ ˦elec˧ing ˧he appropria˧e op˧ion belo˪:

I ha˩e recei˩ed ˧he Fl˨ ˩accine for ˧he c˨rren˧ ˦ea˦on. 

I ha˩e no˧ recei˩ed ˧he Fl˨ ˩accine for ˧he c˨rren˧ ˦ea˦on b˨˧ ˪o˨ld like ˧o recei˩e i˧. 

I do no˧ ˪an˧ ˧o recei˩e ˧he Fl˨ ˩accine.
Plea˦e pro˩ide a rea˦on for ˬo˨r declina˧ion belo˪: 

Emploˬee Signa˧˨re: Da˧e:

7fZa IB aIAE AEDICA; ZaAFFIBG
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JXsW In Time Medical SWaffing FlX and COVID-19 Form/DeclinaWion for NXrse
Job Emplo\menW

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

___________________________________________________________________________

COVID-19 Va˖˖˜ˡa˧˜ˢˡ S˧a˧˨˦: 
Plea˦e indica˧e ˬo˨r COVID-19 ˩accina˧ion ˦˧a˧˨˦ bˬ ˦elec˧ing ˧he appropria˧e op˧ion
belo˪:

I ha˩e recei˩ed ˧he comple˧e COVID-19 ˩accina˧ion ˦erie˦.

I ha˩e recei˩ed ˦ome do˦e˦ of ˧he COVID-19 ˩accine b˨˧ no˧ ˧he comple˧e ˦erie˦.

I ha˩e no˧ recei˩ed anˬ do˦e˦ of ˧he COVID-19 ˩accine b˨˧ ˪o˨ld like ˧o recei˩e i˧.

I do no˧ ˪an˧ ˧o recei˩e ˧he COVID-19 ˩accine.
Plea˦e pro˩ide a rea˦on for ˬo˨r declina˧ion belo˪: 

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

___________________________________________________________________________

Emploˬee Name: ___________________________________

___________________________________ ______________



21Ĝ0 Norcor Ave Ste D202Ƥ CoralvilleƤ IA 52241

Plea˦e comple˧e ˧hi˦ fo˥m ˧o p˥o˩ide info˥ma˧ion abo˨˧ ˬo˨˥ Hepa˧i˧i˦ B ˩accina˧ion ˦˧a˧˨˦

Hepatitis B Vaccination Status: 
Plea˦e indica˧e ˬo˨˥ Hepa˧i˧i˦ B ˩accina˧ion ˦˧a˧˨˦ bˬ ˦elec˧ing ˧he app˥op˥ia˧e op˧ion
belo˪: 

I ha˩e comple˧ed ˧he en˧i˥e Hepa˧i˧i˦ B ˩accina˧ion ˦e˥ie˦. 
If "Ye˦," plea˦e p˥o˩ide doc˨men˧a˧ion. 

I ha˩e had ˧he Hepa˧i˧i˦ B ˩accina˧ion ˦e˥ie˦ b˨˧ canno˧ find mˬ doc˨men˧a˧ion. 
Plea˦e make effo˥˧˦ ˧o ob˧ain ˬo˨˥ ˩accina˧ion ˥eco˥d˦. 

I do no˧ ˪an˧ ˧o ˥ecei˩e ˧he Hepa˧i˧i˦ B ˩accina˧ion. 
Plea˦e p˥o˩ide a ˥ea˦on fo˥ ˬo˨˥ declina˧ion belo˪: 

OSHA Hepatitis B Declination Statement 
Declination Statement: 1910.1030 App A 
I ˨nde˥˦˧and ˧ha˧ d˨e ˧o mˬ occ˨pa˧ional e˫po˦˨˥e ˧o blood o˥ o˧he˥ po˧en˧iallˬ infec˧io˨˦ 
ma˧e˥ial˦ I maˬ be a˧ ˥i˦k of acˤ˨i˥ing hepa˧i˧i˦ B ˩i˥˨˦ (HBV) infec˧ion. I ha˩e been gi˩en
˧he oppo˥˧˨ni˧ˬ ˧o be ˩accina˧ed ˪i˧h hepa˧i˧i˦ B ˩accine. Ho˪e˩e˥, I decline hepa˧i˧i˦ B 
˩accina˧ion a˧ ˧hi˦ ˧ime. I ˨nde˥˦˧and ˧ha˧ bˬ declining ˧hi˦ ˩accine, I con˧in˨e ˧o be a˧ ˥i˦k
of acˤ˨i˥ing hepa˧i˧i˦ B, a ˦e˥io˨˦ di˦ea˦e. If in ˧he f˨˧˨˥e I con˧in˨e ˧o ha˩e occ˨pa˧ional
e˫po˦˨˥e ˧o blood o˥ o˧he˥ po˧en˧iallˬ infec˧io˨˦ ma˧e˥ial˦ and I ˪an˧ ˧o be ˩accina˧ed
˪i˧h hepa˧i˧i˦ B ˩accine, I can ˥ecei˩e ˧he ˩accina˧ion ˦e˥ie˦. 

Reason for Declination (if applicable):

7fZa IB aIAE AEDICA; ZaAFFIBG
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Just In Time Medical Staffing Hepatitis B Vaccination Status/Declination
Form for Nurse Job Employment

Emploˬee Signa˧˨˥e: Da˧e:

Emploˬee Name: ___________________________________

___________________________________ ______________

________________________________________________________________________________

________________________________________________________________________________



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

: ZZZ.MLWPedVWaffLQg.cRP
: 2180 NRUcRU AYe

SWe D202, CRUaOYLOOe, IA 52241

TB Q˨es˧ionnaire
Eˠˣ˟ˢˬ˘˘ N˔ˠ˘: ___________________________________ D˔˧˘: ______________

ˈˡˣ˟˔ˡˡ˘˗ ˟ˢ˦˦ ˢ˙ ˪˘˜˚˛˧ (>10% ˢ˙ ˕ˢ˗ˬ ˪˘˜˚˛˧)1.
N˜˚˛˧ ˦˪˘˔˧˦2.
F˘˩˘˥ ˟˔˦˧˜ˡ˚ ˦˘˩˘˥˔˟ ˪˘˘˞˦3.
F˥˘ˤ˨˘ˡ˧ ˖ˢ˨˚˛˜ˡ˚ ˜ˡ ˧˛˘ ˔˕˦˘ˡ˖˘ ˢ˙ ˔ ˖ˢ˟˗ ˢ˥ ˙˟˨˘4.
Cˢ˨˚˛˜ˡ˚ ˕˟ˢˢ˗-˦˧˥˘˔˞˘˗ ˦ˣ˨˧˨ˠ5.
ˈˡ˨˦˨˔˟ ˧˜˥˘˗ˡ˘˦˦ ˢ˥ ˪˘˔˞ˡ˘˦˦ ˟˔˦˧˜ˡ˚ ˪˘˘˞˦6.
P˔˜ˡ ˜ˡ ˖˛˘˦˧ ˪˛˘ˡ ˧˔˞˜ˡ˚ ˔ ˕˥˘˔˧˛7.
H˔˩˘ ˬˢ˨ ˕˘˘ˡ ˥˘˖˘ˡ˧˟ˬ ˗˜˔˚ˡˢ˦˘˗ ˪˜˧˛ ˗˜˔˕˘˧˘˦, ˦˜˟˜˖ˢ˦˜˦, HIˉ
˗˜˦˘˔˦˘, ˥˘ˡ˔˟ ˗˜˦˘˔˦˘ ˢ˥ ˟˜˩˘˥ ˗˜˦˘˔˦˘?

8.

H˔˩˘ ˬˢ˨ ˕˘˘ˡ ˥˘˖˘ˡ˧˟ˬ ˘˫ˣˢ˦˘˗ ˧ˢ ˔ ˙˔ˠ˜˟ˬ ˠ˘ˠ˕˘˥ ˢ˥ ˢ˧˛˘˥ ˪˜˧˛
A˖˧˜˩˘ TB?

9.

I˙ ˬˢ˨ ˖˛˘˖˞˘˗ ˌES ˧ˢ ˔ˡˬ ˢ˙ ˧˛˘ ˔˕ˢ˩˘ ˤ˨˘˦˧˜ˢˡ˦, ˔˥˘ ˬˢ˨ ˖˨˥˥˘ˡ˧˟ˬ
˧˥˘˔˧˜ˡ˚ ˪˜˧˛ ˔ ˣ˛ˬ˦˜˖˜˔ˡ?
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.

Eˠˣ˟ˢˬ˘˘ S˜˚ˡ˔˧˨˥˘:___________________________________

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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