
 
Medical Staffing 

 
 

REQUIRED DOCUMENTATION CHECKLIST 
(ALL COPIES MUST BE CLEAR) 

 
The Documentation Below Must Be In Your File Prior To Any Assignment. 
 
Application Materials (forms provided in this document) 
 

1. Job Application must be completed in full. Please print or type neatly. You may      
include your resume, but it will not replace a complete job application. 
2. Clinical Skills Checklist (Neonatal and OR in addition, if applicable). 
3. Signed Job Description. 
4. Two references and/or written references on letterhead or a performance evaluation 
with one other reference. 
5. State Criminal Back Ground Check with in the last 6 months. 

 
Medical Documentation (you may use the forms attached or provide clear, original 
copies with a Doctor’s signature and an official stamp) 
 

5. A current physical or physician’s statement within previous 12 months. 
6. Hepatitis B documentation (vaccination series of three, titer, booster, or signed 
declination). 
7. A TB screen current within 12 months or chest X-ray current within two years. 

 
Licenses, Professional Certifications, and Resuscitation Credentials 

8. Clear copies of all current nursing licenses and professional certifications. 
9. Clear copy of a current CPR card. If you have additional resuscitation credentials 
(ACLS, ENPC, NRP, PALS, TNCC). 
13. Proof of eligibility to work within the United States (For example: a Social Security 
Card and a Driver’s License, or Passport). 

 
All the above items must be in your completed nurse file before your file is faxed to a 
facility for any assignment. 
 
 
 

Thank you for applying with Jasneek Medical Staffing 
8590 Georgetown Road, Indianapolis, IN  46268 

Toll-free: 800-834-0876 ∗ Web: www.jasneek.com 
 
 
 

 
 

Please make sure that you include the highlighted items above with your application 

therapist

Thank you for applying with Access Therapies
5980 West 71st Street, Indianapolis, IN 46278

Phone: 317-388-0800 | Fax: 317-388-0805
           www.AccessTherapies.com

nursing
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Job Application





       
 

JOB DESCRIPTION: REGISTERED NURSE 
 
OVERVIEW: 
The registered nurse is a health care professional that possesses a distinct body of knowledge. This 
knowledge is obtained through educational and professional experience. 
 
 
QUALIFICATIONS: 
1. Currently licensed in the state as a registered nurse. 
2. Currently CPR certified. 
3. Minimum of 1 year current clinical experience. 
4. Documentation of current immunization or proof of immunity (titers). 
5. The ability to perform tasks involving physical activity, which may include heavy lifting, bending and   

prolonged standing. 
6. Must pass appropriate skills tests. 
7. Adheres to all policies and procedures of the company and assigned facility. 
8. The ability to communicate effectively. 
 
 
RESPONSIBILITIES: 
1. Performs nursing care using sound judgment. 
2. Implements physician’s orders in a safe and accurate manner. 
3. Transcribes and implements new physician orders. 
4. Assists with admitting, discharging and transferring patients. 
5. Maintains detailed and accurate records of nursing actions. 
6. Participates in health/therapeutic counseling, teaching, and emotional support for patients and their 

significant others. 
7. Adapts to the needs of the unit by demonstrating flexibility/adaptability. 
8. Makes rounds on assigned patients and prioritizes patient’s needs. 
9. Maintains a safe and clean environment for patients and co-workers. 
10. Formulates, modifies and implements goal oriented patient care plans according to facility policies. 
11. Provides and receives reports in status of patients at the change of shifts. 
12. Administers medication and therapies within the scope of safe nursing practice. 
13. Assumes responsibility to report clinical limitations or the need for assistance to the supervisor. 
14. Performs all other duties as assigned by the nursing supervisor. 
 
 
 
Employee Printed Name: ______________________________    Date: ____________ 
 
Employee Signature:   ________________________________ 

 



 
 

ACCESS THERAPIES INC. 
5980 W. 71st. Street; Suite 102 

Indianapolis, IN. 46278 
Phone: 317-388-0800 

Fax: 317-388-0805 
 
Reference Form 
 
Clinician Name: __________________________ Date of Evaluation: ______________________ 
 
Company: ____________________________________ Contact Person: _________________________ 
 
Address: ______________________________________ Title: __________________________________ 
 
Phone #: ______________________________________ Signature: ______________________________ 
 
Start Date: _____________ End Date: ______________ Specialty: ______________________________ 
 
# of Beds: ___________ Unit Description: __________________________________________________  
 
Eligible for Re-hire: ____________ Avg. Patient Caseload: ____________________________________ 
 
EVALUATION: 
Ratings: 4 = Outstanding 3 = Exceeds Expectation 2 = Meets job Requirement 1 = Not Met 
 
Performance Outstanding Exceeded 

Expectation 
Meets Job 
Requirements 

Not Met 

Job Knowledge     
Work Quality     
Initiative     
Dependability     
Creativity     
Accepts 
Directions 

    

Interpersonal 
Relationship 

    

Accurate 
Documentation 

    

Communicate 
Effectively 

    

Attendance     
Punctuality     
 
Signature of Employee: _________________________________ 
 
Employee Name: ______________________________________   Date: __________________________ 
 
Reviewed By: _________________________________________ Date: ___________________________ 
 
Title: ________________________________________________  

















 

Physicians Statement 
 
The section below is to be completed by employee. 

Medical Release Authorization: 
 
I ________________________ do hereby authorize ________________________ to release any information 
                 (Applicant Name)                                                                              (Physicians Name)  

acquired during my medical examination to Access Therapies. Furthermore I authorize Access Therapies to 
release any information on this statement, relevant to employment, to any of its client facilities.  I 
understand this must be completed before I can begin work with Access Therapies. 
 
 
        

Employee Signature      Date 
 

The section below is to be completed by physician or staff. 

 

Height:    Weight:            Pupils: Equal ____ Unequal ____ 
 
Blood Pressure:    Heart Rate:   Pulse:    

MEDICAL: NORMAL  ABNORMAL  COMMENTS 

Appearance         

Eyes/ears/nose/throat         

Hearing         

Lymph nodes         

Heart         

Lungs         

Abdomen         

Genitalia (males only)         

Skin         

MUSCULOSKELETAL:         

Neck         

Back         

Shoulder/Arm         

Elbow/forearm         

Wrist/hand/fingers         

Hip/thigh         

Knee         

Leg/ankle         

 
I have examined this patient and determined that this person is in good physical health, free of 
communicable diseases and is able to function and perform all job duties without any physical limitations in 
his/her profession at full capacity. 
 

        
Physician’s Signature Physicians Medical ID Number 
 
     

Physician Phone Address City State Zip 
 
Date of exam:   Time of exam:      

 
 



 

Hepatit is B Vaccinat ion Fact Sheet  

The Vaccine: 

Energix-B (Hepatitis B Vaccine-Recombinant) is a noninfectious, Recombinant DNA hepatitis B vaccine.  Over 
several studies, at least 90% of the individuals immunized have been seroprotected.  Duration of protection by 
the vaccine has not been fully defined and is still being studied; however, in one study 76% of the immunized 
individuals had titers high enough to be considered immune for 10 years after vaccination. 

Persons with immune deficiency problems should obtain a written release from their physician prior to receiving 
the vaccine.  Persons with known allergies to yeast may require a different form of the vaccine known as 
“Hepatitis B Virus Vaccine (Plasma-derived). 

 

Benefits to Recipients: 

The hepatitis B vaccine provides protection against acquiring the hepatitis B virus.  It is especially recommended 
to those individuals who have occupational exposure to blood of other potentially infectious materials.  Although 
most people who acquire hepatitis recover fully, about 10% become chronic carriers of the disease and 1-2% 
die of fulmative hepatitis.  There also has been as association between hepatitis B virus and the development of 
liver cancer and/or cirrhosis of the liver.  Thus the vaccine and the vaccination offer a method of protection, free 
of charge to the Access Therapies employee, from acquiring hepatitis B at work or elsewhere. 

 

Possible Adverse Reactions: 

Engerix-B (Hepatitis B Vaccine-Recombinant) is generally well tolerated.  No substances of human origin are 
used in its manufacture.  Adverse reactions, if any, to the vaccines are generally mild, infrequent, and transient.  
As with any vaccine, however, it is possible that expanded commercial use of the vaccine could reveal rare 
adverse reactions not observed in clinical studies. 

The most frequently reported adverse reactions include: injection site soreness, fatigue, weakness, induration, 
erythema, swelling, fever, headache, and dizziness.  Adverse reactions of a more serious nature have been 
reported, but with a frequency of less than 1% of the immunized population.  If there are any further questions 
regarding adverse reactions of the vaccine, ask your supervisor. 

 

Contraindications: 

Not to be used in persons with a known allergy/hypersensitivity to yeast and/or other components of the 
vaccine.  The vaccine should be administered with caution to any person known to have thrombocytopenia or 
bleeding disorder.  These persons should have the vaccination administered via the subcutaneous versus the 
intramuscular route. 

 

Dosing Schedules: 

Three doses of the hepatitis B vaccine are required to confer immunization against infection.  “Engerix-B” is 
administered on a selected date, then again at one-month and at six-months from the date of the first injection. 

 

Pregnancy, Fertility and Lactation: 

Since animal reproduction studies have not been carried out on “Engerix-B”, the vaccine should be given to 
pregnant women only when clearly indicated.  It is also not known whether the vaccine can cause any harm to 
the fetus when administered to a pregnant woman.  It is not known if the vaccine affects fertility.  Finally, it is not 
known if the vaccine is excreted in human breast milk.  Because many drugs are excreted in human breast milk, 
caution should be used when considering administering the vaccine to a nursing mother.  

 

           

 

 



 
HEPATITIS B VIRUS VACCINE CONSENT/DECLINATION 

 
Please sign and date EITHER the verification OR declination. 

DO NOT SIGN BOTH. 

 

Bloodborne Pathogens 
 
 
 I have been informed of the symptoms and modes of transmission of bloodborne pathogens including 
Hepatitis B virus (HBV).  I know about the agency’s infection control program and understand the 
procedure to follow if an exposure incident occurs. 
 

 
Hepatit is B Vaccine Verif icat ion 

 
 

I fully understand that my occupation may lead to exposure of blood or other potentially infectious 
materials.  I may be at risk of acquiring Hepatitis B infection.  I was vaccinated for Hepatitis B (HBV) 
in the past (All 3 vaccines) and the date of my last vaccination was ______________.  I will provide 
all records of previous of Hepatitis B vaccinations. 
 
___________________________________________________    ____________________ 
Signature         Date 
 
___________________________________________________ 
Printed Name 
 
 

Hepatitis B Vaccine Declination 
 
 

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.  However, I decline Hepatitis B 
vaccination at this time.  I understand that by 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 exposure to 
blood or other potentially infectious materials and I choose to be vaccinated for Hepatitis B, I will 
pursue the vaccination series 
 
___________________________________________________    ____________________ 
Signature         Date 
 
___________________________________________________ 
Printed Name 
 
  



 

Tuberculosis Screening Questionnaire / TB (PPD) Skin Test 
 
The section below is to be completed by employee. 

 
Employee Name:   Date: _________ Discipline:    
 
Have you ever had a positive TB Skin Test (PPD) Result:  Yes _____  No _____   
 
If Yes; date of last chest X-Ray:      
 
Screening Questionnaire: Please indicate if you have had any of the following problems for 
three weeks or longer:   

 Yes No Comments 

Chronic Cough (greater 

than 3 weeks):  
      

Production of Sputum:       

Blood Streaked 
Sputum: 

      

Unexplained Weight 
Loss:  

      

Fever:       

Fatigue/Tiredness:       

Night Sweats:       

Shortness of Breath:       

 
 
       
Employee Signature      Date 
 

The section below is to be completed by persons authorized to administer and read Mantoux Skin Tests. 

 
Testing Location:   Date Placed:     

Site: Right   Left:   Lot #:   Exp Date:    

Signature (administered by):     RN    MD   Other __ 
 

Date Read (within 48-72 hours of date placed):   Induration:  mm 

TB Skin Test / PPD (Mantoux) Result: Negative   Positive   

Signature (administered by):     RN    MD   Other __ 
 
 

The section below is to be completed by Access Therapies 

 
 
Date Received:     Reviewed By:         
 
 


