
 
 

                      Employment Application 

Thank you for applying for employment at MedFirst Staffing (“MedFirst” or “Company”). In order to process your application, 
please answer all questions.  Resumes are not accepted in lieu of completion of this application.  If you have a current resume, please 
attach to this application.  Complete your name and Social Security number exactly as they appear on your Social Security card.  
This application was designed to be used with several types of job positions, so some questions may not be completely applicable to 
the job position you are seeking.  However, we ask that you answer all questions. 

 

Date Social Security #          -            -  How did you hear of us?  

First Name:  Middle Initial    Nickname   

Last Name         Email Address:  

Address   Apt. #   City   State   Zip   

Home Phone  (      )  Alt Phone (      )  

Emergency Phone  (      )  Notify In Case of Emergency  

Employment Interest:   Full Time     Part Time     Temporary      Temporary to Hire     Direct Hire 

Availability:  Days (Please circle)      Mon   Tues   Wed   Thurs   Fri   Sat   Sun   Available Shifts    1st    2nd    3rd 

Position Desired: 1st Choice: ____________________________________  2nd Choice: _______________________________ 

Have you ever applied with or been employed with MedFirst before?     Yes    No If Yes, give date:    

EDUCATIONAL DATA

School Print Name, City and State for Each School # of Years 
Completed 

Month/Year
Graduated 

Diploma, Degrees 
Received 

 High School 

 

   

 College or 
Trade   

   

 Other 

 

   

 
LICENSURE 

(Include all photocopies of all licenses held) 

State License Exp. Date State License Exp. Date 

      

      

 

CERTIFICATIONS   
(Include all photocopies of all certifications held) 

Choose One: 

○  Certified      ○ Registered     ○ Registry Eligible     ○ Other __________________________ 

Certificate/Registration and Number: ______________________________  Exp. Date: _________________ 

Has your professional license or certificate ever been investigated or suspended?        ○ Yes      ○ No 

If yes, please explain: _____________________________________________________________________________________ 

Have you ever been named as a defendant in a professional liability action?               ○ Yes        ○ No 



If yes, please explain: _____________________________________________________________________________________ 

Have you ever been convicted of a crime other than a minor traffic violation?           ○ Yes      ○ No  (Driving under the influence is 
not considered a minor traffic violation.) 

If yes, please explain: _____________________________________________________________________________________ 

Can you submit verification of your legal right to work in the U.S.?                         ○ Yes       ○ No              

If no, please explain: ______________________________________________________________________________________ 
 

EMPLOYMENT RECORD
PREVIOUS JOBS:  Account for all time periods including unemployment, self-employment and military service. Please document 
reasons for periods you were not employed. For additional space please attach a separate sheet to this application. 
 

Facility/Employer: _____________________________________           Dept./Unit __________________________________ 

Street Address ______________________________________   City _________________________  State _____ Zip _______ 

Dates employed: From _________ To ________ Reason for leaving _______________________________________________ 

Position held ______________________________________   Specialty ____________________________________________ 

Supervisor’s name and title ___________________________________  Phone ______________________________________ 

Salary: Starting _______________   Ending ______________  Job Duties __________________________________________ 

Travel Assignment?  ○ Yes   ○ No                                                 Staffing Agency?   ○ Yes  ○ No 
 

Facility/Employer: _____________________________________           Dept./Unit __________________________________ 

Street Address ______________________________________   City _________________________  State _____ Zip _______ 

Dates employed: From _________ To ________ Reason for leaving _______________________________________________ 

Position held ______________________________________   Specialty ____________________________________________ 

Supervisor’s name and title ___________________________________  Phone ______________________________________ 

Salary: Starting _______________   Ending ______________  Job Duties __________________________________________ 

Travel Assignment?  ○ Yes   ○ No                                                 Staffing Agency?   ○ Yes  ○ No 
 

Facility/Employer: _____________________________________           Dept./Unit __________________________________ 

Street Address ______________________________________   City _________________________  State _____ Zip _______ 

Dates employed: From _________ To ________ Reason for leaving _______________________________________________ 

Position held ______________________________________   Specialty ____________________________________________ 

Supervisor’s name and title ___________________________________  Phone ______________________________________ 

Salary: Starting _______________   Ending ______________  Job Duties __________________________________________ 

Travel Assignment?  ○ Yes   ○ No                                                 Staffing Agency?   ○ Yes  ○ No 
 

Facility/Employer: _____________________________________           Dept./Unit __________________________________ 

Street Address ______________________________________   City _________________________  State _____ Zip _______ 

Dates employed: From _________ To ________ Reason for leaving _______________________________________________ 

Position held ______________________________________   Specialty ____________________________________________ 

Supervisor’s name and title ___________________________________  Phone ______________________________________ 

Salary: Starting _______________   Ending ______________  Job Duties __________________________________________ 

Travel Assignment?  ○ Yes   ○ No                                                 Staffing Agency?   ○ Yes  ○ No 

 
Other names under which you have been employed (i.e. maiden name) _____________________________________________ 

Please explain any additional qualifications, education or training, including medication courses: _______________________  
______________________________________________________________________________________________________
______________________________________________________________________________________________________



______________________________________________________________________________________________________
______________________________________________________________________________________________________
____ 

Are you CPR certified? ○ Yes  ○ No        Date: _________________  Source of training: _____________________________ 

   

APPLICANT’S STATEMENT
I understand that misrepresentation, omission of facts, or incomplete information requested may result in my not being 
considered for employment. 

I certify all statements given herein are true and complete and, if employed, I understand that false and misleading statements 
given in my application or interview(s) may result in dismissal, regardless of the time they are discovered. 

I authorize investigation of all statements contained in this application and any attachments for employment including 
contact of my previous employers, verification of education, a criminal background check, driver’s license history and 
any other information as may be necessary in arriving at an employment decision.  I hereby release the Company and 
all persons and organizations from any and all claims and liability of any kind arising from such investigation or the 
supplying of information as part of such process. 

I understand that employment is conditional upon my passing a drug screen.  I agree to submit to a screening test prior 
to employment and, if employed, from time to time during the course of my employment whenever requested by the 
Company. 

If employed I understand that my employment is for no definite period.  I understand and agree that any company documents 
including written personnel policies or employee handbooks now in effect, or to be issued at any later time, are not contracts of 
employment for a definite duration and that my employment is at-will, which means that either I or the Company can terminate 
the employment relationship at any time for any reason.  I further understand that only the President of the Company has any 
authority to enter into any agreement for employment with me for any specified period of time; that such agreement must be in 
writing and signed by the President; and that all other statements to the contrary, whether oral or written, are of no force and 
effect. 

___________________________________   _____________________________ 

Applicant Signature     Date 
 



 
 

EMPLOYMENT SCREENING CONSENT FORM 
 

I, ________________________________________, hereby authorize MedFirst Staffing, LLC and its 
agents to make an independent investigation of my credit report, background, references, character, 
past employment, education, criminal and/or police record, including those maintained by both public 
and private organizations and all public records for the purpose of confirming my qualifications for 
employment. I understand that personal information requested on this form, including race, sex, and 
date of birth will be used to obtain background history reports only. 
 
Name: __________________________________ Maiden/Other Name Used: ____________ 
 Last  First  Middle 
 
Driver’s License Number: __________________    Social Security Number: ____ - ___ - _____ 
 
 
Race: ____________     Sex:_____________    Date Of Birth: ____/____/______ 
 
__________________________________________    _________________  ______  _______ 
Present Street Address                      City        State       Zip Code 
 
__________________________    ______________________   _(___)_______________ 
County                        How Long at Present Address     Telephone Number 
 
 
I hereby release and discharge MedFirst Staffing, LLC and its employees, officers, agents, affiliates, 
and entities from any and all claims, rights of action or liability of any kind of nature in regards to the 
information obtained from any and all of the above referenced sources used. 
 
This above is my true and complete legal name and all information is true and correct. 
 
____________________________________________________         _____________________ 
Applicant Print Name             Date 
 
____________________________________________________       _____________________ 
Employee/Applicant Signature            Date 
 
___________________________________________________          _____________________ 
MedFirst Staffing Representative (signature)           Date 
 

MedFirst Staffing Use Only 
□ Credit Report for Employment                                                 □ Social Security Verification 
□ State Criminal History ___________ (State)                           □ Employment Verification * 
□ Workers Compensation History                                               □ Education Verification* 
□ Driving History Reports                                                              * Signed application must be attached 
 



 
 
 

 

To:________________________________________________________________ 

Company: __________________________________________________________ 

Title: ____________________ Relationship to Candidate:____________________ 

Fax #: __________________________               Phone #: ____________________ 

Date: ___________________________           # of Pages: ____________________ 

From:  _____________________________________________________________ 

MedFirst Fax #:  ____________________    MedFirst Phone #: ________________ 

 
I, ________________________________________, have applied to MedFirst Staffing, 
LLC for employment as _______________________. You have my permission to 
provide MedFirst Staffing with the following information and I hereby release the 
company as well as the person providing this information from all liability or claims I 
may have as a result of the information provided. Since I may not be allowed to work 
until the reference information is provided, I would appreciate your prompt response. 
Thank you. 
______________________________________        __________________________ 
Applicant Signature                                                      Date 
 
Social Security Number: ________________________________________________ 

Dates of Employment: From _________________  To: ________________________ 

Position: _________________________________________________ 

Evaluation   Excellent Good     Satisfactory       Fair  Poor 

Job Knowledge/skill       □      □  □  □    □ 

Quality of Work       □      □  □  □    □ 

Attendance/Dependability      □      □  □  □             □ 

Work ethic        □      □  □  □    □ 

Works well with others      □      □  □  □    □ 

Reason for leaving: _____________________________________________________ 

Eligible for re-hire:     □ Yes      □ No        If not, please explain:__________________ 

_____________________________________________________________________ 

Comments: ____________________________________________________________ 

______________________________________________________________________ 

_____________________________________                           ___________________ 
Signature            Date 



 
 
 

 

To:________________________________________________________________ 

Company: __________________________________________________________ 

Title: ____________________ Relationship to Candidate:____________________ 

Fax #: __________________________               Phone #: ____________________ 

Date: ___________________________           # of Pages: ____________________ 

From:  _____________________________________________________________ 

MedFirst Fax #:  ____________________    MedFirst Phone #: ________________ 

 
I, ________________________________________, have applied to MedFirst Staffing, 
LLC for employment as _______________________. You have my permission to 
provide MedFirst Staffing with the following information and I hereby release the 
company as well as the person providing this information from all liability or claims I 
may have as a result of the information provided. Since I may not be allowed to work 
until the reference information is provided, I would appreciate your prompt response. 
Thank you. 
______________________________________        __________________________ 
Applicant Signature                                                      Date 
 
Social Security Number: ________________________________________________ 

Dates of Employment: From _________________  To: ________________________ 

Position: _________________________________________________ 

Evaluation   Excellent Good     Satisfactory       Fair  Poor 

Job Knowledge/skill       □      □  □  □    □ 

Quality of Work       □      □  □  □    □ 

Attendance/Dependability      □      □  □  □             □ 

Work ethic        □      □  □  □    □ 

Works well with others      □      □  □  □    □ 

Reason for leaving: _____________________________________________________ 

Eligible for re-hire:     □ Yes      □ No        If not, please explain:__________________ 

_____________________________________________________________________ 

Comments: ____________________________________________________________ 

______________________________________________________________________ 

_____________________________________                           ___________________ 
Signature            Date 



 
 
 

 

To:________________________________________________________________ 

Company: __________________________________________________________ 

Title: ____________________ Relationship to Candidate:____________________ 

Fax #: __________________________               Phone #: ____________________ 

Date: ___________________________           # of Pages: ____________________ 

From:  _____________________________________________________________ 

MedFirst Fax #:  ____________________    MedFirst Phone #: ________________ 

 
I, ________________________________________, have applied to MedFirst Staffing, 
LLC for employment as _______________________. You have my permission to 
provide MedFirst Staffing with the following information and I hereby release the 
company as well as the person providing this information from all liability or claims I 
may have as a result of the information provided. Since I may not be allowed to work 
until the reference information is provided, I would appreciate your prompt response. 
Thank you. 
______________________________________        __________________________ 
Applicant Signature                                                      Date 
 
Social Security Number: ________________________________________________ 

Dates of Employment: From _________________  To: ________________________ 

Position: _________________________________________________ 

Evaluation   Excellent Good     Satisfactory       Fair  Poor 

Job Knowledge/skill       □      □  □  □    □ 

Quality of Work       □      □  □  □    □ 

Attendance/Dependability      □      □  □  □             □ 

Work ethic        □      □  □  □    □ 

Works well with others      □      □  □  □    □ 

Reason for leaving: _____________________________________________________ 

Eligible for re-hire:     □ Yes      □ No        If not, please explain:__________________ 

_____________________________________________________________________ 

Comments: ____________________________________________________________ 

______________________________________________________________________ 

_____________________________________                           ___________________ 
Signature            Date 



 

MedFirst Staffing Employment Guidelines 
 
I have a working telephone and transportation. 
 
I understand it is my responsibility to keep MedFirst Staffing informed of any change of 
address or phone number. 
 
I understand if my personnel file is incomplete I will not be eligible for work. I will 
respond within 2 business days for any request by MedFirst for needed information. 
 
If for some unexpected reason, such as an emergency or illness, I cannot make it to work 
or will be late, I will contact MedFirst five (5) hours before my designated start time. 
Failure to do so may be grounds for dismissal or indicate that I have quit. I understand 
that MedFirst is on call 24 hours a day, 7 days a week. 
 
I understand that if I do not report to work as scheduled, without notifying the MedFirst 
office, my absence will be considered a “no call, no show”.  I further understand that a 
“no call, no show” will be grounds for termination. 
 
I understand that I am expected to complete any job assignment that I accept. If I do not 
complete the assignment, MedFirst can assume that I have voluntarily quit. Failure to 
complete an assignment without proper notification may result in an adjustment of my 
pay rate. 
 
I understand that I am an employee of MedFirst and only MedFirst or I can terminate my 
employment. When an assignment ends, I must call the MedFirst office daily for my next 
job assignment. Failure to do so or to accept work when offered will indicate I have 
voluntarily quit and may affect my unemployment benefits. 
 
I understand that as a MedFirst employee I am prohibited from working for MedFirst’s 
clients, either as an employee or through another employment or contracting agency for a 
period of one (1) year, without the expressed written consent of MedFirst Staffing. 
 
Unless special arrangements have been made, I understand MedFirst will not recognize 
or pay for any hour worked by an employee in the absence of an individual time sheet 
signed by both the client and the employee. 
 
I understand that MedFirst employees are paid once a week. Our pay period starts on 
Sunday and ends on Saturday. 
 
I understand that I am responsible for completing a time sheet each week that I work for 
MedFirst.  I further understand that my time sheet must be completely filled out, signed 
by myself and a representative of the client and sent to the MedFirst office no later than 



noon each Monday following the week worked. Time sheets may be faxed to the office at 
any time.  The MedFirst fax number is (864) 421-0397 or (877) 421-0397. Any late time 
sheets will not be paid until the next payroll (following week). 
 
I understand that my paycheck will be ready on Thursday following the week worked. 
 
I understand that MedFirst offers Direct Deposit to all employees. 
 
I understand that MedFirst has a strict “Sexual Harassment Policy” and any complaints 
should be reported immediately. 
 
I understand that MedFirst recognizes the FMLA and I may be eligible for this leave if 
needed. 
 
I have viewed any postings and/or videos on safety and/or health issues. 
 
I understand that I must complete all required testing and/or orientation materials before 
beginning an assignment.   
 
If I sustain an injury on the job, I will inform the client and MedFirst immediately after 
the accident. MedFirst will coordinate with the client and Employee the proper procedure 
for treatment and reporting of the accident. I understand that MedFirst is on call 24 hours 
a day, 7 days a week. I will also submit to an immediate drug/alcohol test. Failure to 
promptly report an accident or injury could jeopardize my insurance benefits. (Failure to 
submit to an immediate drug/alcohol test may result in termination of my employment.) 
 
MedFirst has developed a modified duty program that will allow injured workers to 
return to work on modified status by making accommodations for work restrictions. I 
understand that modified duty will be available if an on-the-job injury occurs. 
 
I will not accept a position for which I am not qualified. I understand if I am on an 
assignment and the work I am asked to perform is different than the job description I was 
given, I will notify MedFirst immediately. 
 
I understand that MedFirst is on call 24 hours a day, seven days a week, including 
holidays.  To reach MedFirst after hours, I can call the MedFirst office at (864) 421-0394 
or (888) 421-0395, and press 1 to speak with the after hours coordinator. 
 
We, at MedFirst Staffing, LLC, thank you for registering with us and look forward 

to working with you! 
 
________________________________  _______________________ 
 Applicant Signature                                                 Date   
 
_______________________________                      _______________________           
MedFirst Staff Member Signature                          Date 



SUBSTANCE ABUSE/ 
ALCOHOL & DRUG 

TESTING 
                            POLICIES 

 
Substance Abuse Policy 

It is the purpose of MedFirst Staffing, LLC to help provide a drug free environment 
for our clients and our employees. With this goal and because of the serious 
drug/alcohol problems in today’s workplace, we are establishing the following policy 
for existing and future employees of MedFirst Staffing, LLC. 
 
MedFirst Staffing, LLC. explicitly prohibits: 
The use, possession, solicitation for or sale of narcotics or other illegal drugs, alcohol, 
or prescription medication without a prescription on company or customer premises 
or while performing an assignment is strictly forbidden. Being impaired or under the 
influence of legal or illegal drugs or alcohol off the company or customers premises 
that adversely affects the employee’s work performance, his or her own or other’s 
safety at the workplace, or the employer’s reputation will also not be tolerated. The 
results of all drug/alcohol testing will be treated confidentially, and for no purpose 
other than for MedFirst Staffing, LLC to make employment related decisions. 
 
Employees of MedFirst Staffing, LLC who test positive, admit to 
substance/alcohol abuse or refuse a urine/blood test will be subject to 
termination. 
 
Also, employees of MedFirst Staffing, LLC who test positive or admit to 
substance/alcohol abuse, will be referred to local public agencies that provide 
rehabilitation and counseling services. 
 

Alcohol/Drug Testing Consent 
I understand that according to MedFirst Staffing, LLC’s Substance Abuse Policy for 
Employees, I may be required to submit a sample of my urine/blood for chemical 
analysis in the following circumstances: 
 
A. Pre-Assignment: To satisfy the need of certain clients, the company may test any 

employee for controlled substances before the employee will be allowed to report 
to work. 

B. Suspected Influence: The Company may require a test whenever an employee’s 
work performance, attendance, conduct, appearance, speech or other behavior on 
the job creates a reasonable question whether the employee is under the influence 
of alcohol or other drugs.  



C. Accidents: The Company may test all employees involved in any accident 
occurring on company or client premises for drug or alcohol. 

D. Additional Testing: The Company may conduct any additional testing including 
random testing and any other testing required by applicable state or federal law or 
deemed necessary by the company or client. 

 
I understand that this analysis will be conducted in accordance with applicable law. 
The purpose of this analysis is to determine or rule out the presence of alcohol or non-
prescribed or controlled substances in my urine/blood. I further understand that my 
employment may be terminated immediately if a drug/alcohol test reveals the 
presence of alcohol or a non-prescription controlled substance in my body. I may be 
eligible for rehire if I am retested 30 days after my termination and the test results are 
negative. 
 
I understand that I may request a personal copy of our substance abuse policy for 
further review. 
 
I hereby release MedFirst Staffing, LLC, its officers, directors, employees, agents, 
clients, and contractors from any claims, damages, causes of actions, suits or liability 
whatsoever arising from any action taken pursuant to the alcohol/drug test policy. 
 
 
 
____________________________________________________________________                 
Employee Signature                                                                          Date 
 
 
 
____________________________________________________________________ 
Staff Supervisor Signature                                                                 Date 
 
 
 

 



 
 
 

Physician’s Statement 
 

I have examined_______________________________________________, and to the 
best of my knowledge, she/he is in good physical and mental health, free of any 
communicable disease, and is able to function in her/his profession at full capacity. 
 
Physician Signature: _____________________________________________________ 
Date: _________________________________________________________________ 
 
 

If Requested: 
 

TESTING AND LAB RESULTS 
 

                                                                                        Date              Result 
PPD/TB Skin Test………………………………… __________   __________ 
Or CXR (for positive PPD/TB only………………. __________   __________ 
Rubella Titre……………………………………… __________   __________ 
Rubeolla Titre……………………………………... __________   __________ 
Varicella Titre……………………………………... __________   __________ 
MMR Vaccine……………………………………..  __________   __________ 
 
Optional: 
Hepatitis B Titre…………………………………… __________   __________ 
 
Other information/notes: 
 
 
 
 
 
 
 
 
 

PLEASE ATTACH ALL LAB RESULTS 
Physician Signature: _______________________________________________________ 
Date: ___________________________________________________________________ 



   Hepatitis B Election  
 
 
 
 
 
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.  I have been 
given the opportunity to be vaccinated at no charge to me. 
 
At this time: 
 
(  )   I decline the Hepatitis B vaccination.  I understand that if, while I am still employed 
with MedFirst Staffing, LLC at anytime in the future, I wish to be vaccinated with the 
Hepatitis B vaccine, I may receive the vaccination series at no charge to me. 
 
(  )  I have already received the Hepatitis B vaccination series.  The dates I received them 
are: 
 
 1st ________________ 2nd  ________________ 3rd  ___________________  

 

 

 (  )  I choose to be vaccinated with the Hepatitis B vaccine.  I understand that it is solely 
my decision and that MedFirst Staffing, LLC and its agents accept no responsibility for 
adverse reactions or for ineffectiveness of the vaccine.  I agree to release MedFirst 
Staffing, LLC employees and agents from any liability for my decision to take the 
Hepatitis B vaccine.  It is my responsibility to request the vaccination from the office and 
to schedule the two follow-up appointments required to complete the vaccination series. 
 
 
 
________________________________________________________________________ 
Team Member Signature     Date 
 
 
________________________________________________________________________  
MedFirst Representative     Date 
 
 
 



 
 

Blood Borne Pathogens Acknowledgement 
 
Name: ___________________________________ 
 
Job Skill (Please circle):  RN   LPN  PT  PTA  OT OTA CST  CNA Other: ________ 
 

Exposure Category I 
 

I, ________________________________________, understand that it is reasonably 
anticipated that skin, eye, mucous membrane or parenteral contact with blood or other 
potentially infectious materials may result from the performance of tasks and procedures 
that are required of me in this job classification.  I have thorough knowledge of the 
proper use of personal protective clothing and equipment and their general location in 
patient care areas.  Also, I have been instructed to locate the personal protective clothing 
and equipment in my specific work area.  I have received education regarding the 
Exposure Control Plan, Universal Precautions and the Hepatitis B vaccination and agree 
to follow all policies and procedures related to exposure control.  I have had the 
opportunity to ask questions related to potential occupational exposures to blood and 
blood borne pathogens. 
 

Exposure Category II 
 

I, _______________________________________, understand that the normal tasks and 
procedures required of me in this job classification do not ordinarily present occupational 
exposures of blood or blood pathogens; however, occasionally, it may be reasonably 
anticipated that skin, eye, mucous membrane, or parenteral contact with blood or other 
potentially infections materials may occur in the performance of tasks and procedures 
that are required of some employees in this job classification.  I have a thorough 
knowledge of the proper use of personal protective clothing and equipment and their 
general location in patient care areas.  Also, I have been instructed to locate the personal 
protective clothing and equipment in my specific work area.  I have received education 
regarding the Exposure Control Plan, Universal Precautions and the Hepatitis B 
vaccination and agree to follow all policies and procedures related to exposure control.  I 
have had the opportunity to ask questions related to potential occupational exposures to 
blood and blood borne pathogens. 
 
_________________________________________        ___________________________ 
Employee Signature      Date 
 
_________________________________________       ___________________________ 
MedFirst Representative     Date 
   



 
CONFIDENTIALITY/HIPAA AGREEMENT 

 
 
You have been asked by MedFirst Staffing, LLC, (hereafter referred to as, 

“we” or “us”) to sign and comply with this Agreement as a condition of employment or other affiliation with 
us, including as an employee, independent contractor, volunteer, intern, or student. The reason that we 
have asked you to sign and comply with this Agreement is that we are legally required to maintain the 
privacy of individually identifiable health information that is protected health information (“PHI”) for purposes 
of the Health Insurance Portability and Accountability Act of 1996. During your employment or other 
affiliation with us, you may be assigned functions that require you to deal with PHI. In addition, you may 
also see or hear other confidential information (“Confidential Information”) pertaining to our operations or 
our client’s operations, such as financial information.  

 
By signing this Agreement, you understand and agree that: 
 

• You will follow our policies and procedures in dealing with PHI and will not disclose PHI and/or       
Confidential Information unless such disclosure is required by your job or function. You agree to 
ask your supervisor if you have any questions about whether a use or disclosure is permitted. 

• You agree to keep your personal access code(s), user ID(s), access key(s) and password(s) 
used to access computer systems or other equipment confidential at all times. 

• You agree that you will not access or view information other than that required to do your job. You 
agree that if you have any questions about whether access to certain information is required for 
you in your job, you will immediately ask your supervisor for clarification. 

• You agree to discuss PHI and/or Confidential Information only with authorized individuals and 
only to the extent necessary to do your job. You agree that you will not discuss any PHI or 
Confidential Information in an area where unauthorized individuals may hear such information (for 
example, hallways, lounges, elevators, public transportation, cafeterias, restaurants, social 
events). You agree that you will not discuss any PHI or Confidential Information in public areas 
even if specifics such as names are not used. 

• You agree that you will not make inquiries about any PHI for any individual or party who does not 
have proper authorization to access such information. 

• You agree that you will not make any unauthorized transmissions, copies, disclosures, inquiries, 
modifications, or purging of PHI (or medical information of any kind) or Confidential Information. 
Unauthorized transmissions include, but are not limited to, removing or transferring PHI or 
Confidential Information from our computer system to unauthorized locations (for instance, your 
home). 

• If your employment or other affiliation with us ends, you agree that you will immediately return all 
property (keys, documents, ID badges, etc.) to us. You agree that your obligations under this 
Agreement continue after the end of your employment or other affiliation. 

• You understand that violation of any the promises or representations made in this Agreement 
may result in disciplinary action, up to and including your termination and/or suspension, 
restriction or loss of privileges, as well as potential personal civil and criminal legal penalties. 

• You understand that any PHI or Confidential Information that you receive, create, access, or view 
during your employment or other affiliation with us belongs to us or to our client and does not 
belong to you. 
 
I have read this Agreement and agree to comply with all of its terms as a condition of 
employment. 
 
__________________________________    _____________________________________ 
Signature         Print Name 
 
Date: _________________________ 
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Tax Home Notification Form 
 
Last Name:  ________________________     First Name:  _______________________ 
 
Social Security Number:  _________________________________ 
 
The IRS requires that you pay taxes on all travel expense reimbursement and housing 
benefits UNLESS you are maintaining a Permanent Tax Residence, or tax home, while 
on assignment for us.  This form is designed to give us the required information about 
your “tax home”.   
 
If you have any questions regarding your permanent tax residence and/or the tax liability 
of travel or housing benefits – please contact your tax advisor. 
 
A permanent tax residence is defined as: 

• A permanent tax home must be separate from your temporary address and there 
must be a realistic expectation that you will return to and live in your home; and 

• You have reasonable and significant expenses for maintaining that home while 
you are on assignment; and  

• You meet a minimum of one of the following criteria: 
1. You lived in your permanent tax residence immediately prior to your current 

employment, or 
2. You frequently use this residence for your own lodging. 

 
The permanent tax residence must be your living quarters (not a PO Box or Storage Unit) 
and should be far enough from your assignment that it is not practical for you to return to 
this residence each night for lodging. 
 
Your tax home must be a residence, in livable condition, that requires a financial 
commitment from you during your assignment.   
 
The IRS will consider any employment away from home, in a single location, for more 
than one (1) year to be permanent, not temporary.  Therefore any housing and travel 
benefits would be subject to FICA withholdings taxes, and all other applicable Federal 
and State withholding taxes, as mandated by government regulations. 



 
Please complete and return this form  to MedFirst Staffing, LLC as soon as possible. 
 
Do you have a Permanent Tax Home as defined above?    _____Yes   ____No 
 
If yes, please list the address below. 
 
Street Address: ________________________________ Apt #:_____________________ 
 
City:  ________________________________________ State ______  Zip Code_______ 
 
I certify that the above statements are true to the best of my knowledge, and I agree to 
notify MedFirst Staffing, LLC, in writing, immediately, of any changes to my permanent 
address. 
 
I acknowledge, by signing this form, that I have been advised by MedFirst Staffing, LLC 
to consult with a tax advisor when completing this form. 
 
Additionally, I understand that any false representations or misrepresentations made by 
me, on this form, may subject me to additional taxes, penalties, and interest payable to 
the IRS for which I agree to take full responsibility. 
 
 
 
 
Signature: ____________________________________________  Date: _____________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
If you do not complete this form and return it to MedFirst Staffing, LLC or if you 
do not meet the criteria for a “tax home”, we will withhold all taxes accordingly. 



 

IN CASE OF EMERGENCY 
 

NAME _____________________________________________________ 

ADDRESS __________________________________________________ 

CITY & STATE ______________________________________________ 

HOME NUMBER _____________________________________________ 

CELL NUMBER ______________________________________________ 

RELATIONSHIP _____________________________________________ 

 

NAME _____________________________________________________ 

ADDRESS __________________________________________________ 

CITY & STATE ______________________________________________ 

HOME NUMBER _____________________________________________ 

CELL NUMBER ______________________________________________ 

RELATIONSHIP _____________________________________________ 

 

NAME _____________________________________________________ 

ADDRESS __________________________________________________ 

CITY & STATE ______________________________________________ 

HOME NUMBER _____________________________________________ 

CELL NUMBER ______________________________________________ 

RELATIONSHIP _____________________________________________ 

  

 

 

37 Villa Rd  * Suite 231 * Greenville, SC 29615 
888‐421‐0395 * 877‐421‐0397 * www.medfirststaffing.com  



 
 
 
 
 

 
Unlawful and Sexual Harassment Policy Acknowledgement Form 

 
MedFirst Staffing has always been committed to providing a work environment that is free of unlawful and improper 
harassment by other employees or supervisors. While demeaning, degrading, derogatory or vulgar actions, words, jokes or 
comments of any kind based upon an individual’s gender, race, ethnicity, religion or disability will not be tolerated, this 
statement of policy particularly addresses the issue of sexual harassment and what activities constitute sexual harassment. 
Harassment is considered an act of misconduct and may subject an individual to disciplinary action, up to and including 
termination. All supervisors and managers are responsible for monitoring compliance with this policy. 
  
Sexual harassment includes any unwelcome or unsolicited sexual advances, requests for sexual favors, or other verbal and 
physical conduct of a sexual nature which interferes with an employee’s job performance, is made a condition of 
employment, or simply creates an intimidating, hostile work environment. 
 
It is illegal and against company policy for any employee, male or female to sexually harass another employee by committing 
or encouraging: 
 

• Physical Assaults on another employee 
• Intentional physical conduct that is sexual in nature including but not limited to touching, pinching, patting, or 

brushing up against another employee’s body 
• Unwanted sexual advances, propositions, or comments including but not limited to sexual gestures, jokes, or 

comments made in the presence of an employee 
• Posting or displaying pictures, posters, calendars, graffiti, objects, or other material that is sexual in the 

pornographic nature. 
 

An employee who believes that he or she has been the subject of sexual or any form of harassment should promptly notify 
their supervisor. Supervisors who become aware of any such harassment, whether it involves employee to employee or 
supervisor to employee conduct, must promptly report the matter to the CEO. If supervisors observe such harassment, they 
should immediately take action to stop it. Complaints will be thoroughly investigated. Sometimes, employees are initially 
hesitant to discuss harassment. In order to put the employee at ease, as well as document the alleged act, the supervisor 
should ask the employee to document the concern in writing. The form should be forwarded to the CEO immediately. 
Confidentiality will be protected and maintained as far as is possible while still conducting the investigation of the 
allegations. No employee will be subject to any form of retaliation or discipline for pursuing a harassment complaint. The 
company assumes that anyone bringing harassment does so in good faith. 
 
By signing this document, I acknowledge that I have read and understand the Unlawful and Sexual Harassment policy above. 
 
_____________________________                           ___________________________ 
Signature      Date 
 
____________________________    __________________________ 
Please print name      Job Title 




