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Candidate Application

Please complete all information and return this form along with your back-up documentation to:
ADEX Medical Staffing LLC
32 West 39th Street, 7th Floor, New York, NY 10018 USA
tloh@adexmedicalstaffing.com
Phone (212) 921-2752 ( FAX (212) 695-0652

Date:      
   MM/DD/YY
	PERSONAL INFORMATION

	Surname / Family Name
	     

	First Name
	     
	Middle Name
	     

	English Name (Optional)
	     

	Current Residential Address
	     

	
	     

	City / Province / County
	                                                        Country      

	Current Home Phone (Landline)
	     
	     
	     

	
	Country Code       City Code       Phone Number

	Applicant’s Mobile Phone
	     
	     
	     

	
	Country Code       City Code       Phone Number

	Country of Citizenship
	     
	Passport Number
	     

	Email Address(s)
	                                                               @     

	If you are currently in the US, what type of visa are you here on?
	     

	Are you at least 18 years of age?
	   
	Gender
	     
	Marital Status
	     

	Please list two geographical preferences you have for a location in the US (not guaranteed)
	     
	     

	PROFESSIONAL LICENSURE/CERTIFICATIONS

	Type/Number
	     
	Country Issued
	     

	Date Received
	     
	Expiration Date
	     

	
	
	
	

	Type/Number
	     
	Country Issued
	     

	Date Received
	     
	Expiration Date
	     

	
	
	
	

	Type/Number
	     
	Country Issued
	     

	Date Received
	     
	Expiration Date
	     


	EDUCATIONAL HISTORY

	Education
	Name/Location of School
	Did you

graduate
	# of

years

completed
	Degree or Diploma

	Primary School


	     
	   
	     
	     

	Secondary School


	     
	   
	     
	     

	College/University


	     
	   
	     
	     

	College University


	     
	   
	     
	     

	Other Skills


	     


Date:      












   MM/DD/YY
	WORK HISTORY

May we contact your present employer?
	 Yes   FORMCHECKBOX 

	No   FORMCHECKBOX 


	Most Recent Employer:
	     
	Name/Title of Supervisor:

	     

	Address/Phone:

	     

	Date Started:


	     
	Position Held:


	     


	Date Left:


	     
	Reason for Leaving:
	     

	Beginning Salary Per Hour
(Indicate Currency)
	     
	Ending Salary Per Hour
(Indicate Currency)
	     

	Clinical Area of Specialty:


	     


	
	

	Previous Employer:
	     
	Name/Title of Supervisor:

	     

	Address/Phone:

	     

	Date Started:


	     
	Position Held:


	     


	Date Left:


	     
	Reason for Leaving:
	     

	Beginning Salary Per Hour
(Indicate Currency)
	     
	Ending Salary Per Hour
(Indicate Currency)
	     

	Clinical Area of Specialty:


	     


	
	

	Previous Employer:
	     
	Name/Title of Supervisor:

	     

	Address/Phone:

	     

	Date Started:


	     
	Position Held:


	     


	Date Left:


	     
	Reason for Leaving:
	     

	Beginning Salary Per Hour
(Indicate Currency)
	     
	Ending Salary Per Hour
(Indicate Currency)
	     

	Clinical Area of Specialty:


	     


	
	


Date:      
ADDITIONAL INFORMATION









   MM/DD/YY
	Are you currently CGFNS certified?


	    

	If yes, when did you take the exam and what was your score?  


	     

	If not currently certified, have you applied to take the CGFNS test and if so, when and where?
	     

	Have you taken the NCLEX-RN testing and if so, in what state and on what date?

	      

	Did you pass the NCLEX-RN testing? 


	     

	Have you taken the IELTS English Proficiency Exam and if so what was your 1) overall score and 2) your score on the speaking band



	Overall Score

     
	Score on Speaking Band

     

	What was the date you took the IELTS exam?


	     

	Have you applied for or do you have a valid VisaScreen Certificate?


	     

	Have you ever been convicted of a crime?

	    

	Check the one item that best describes your overall physical/mental health:

 
	Poor FORMCHECKBOX 

	Fair FORMCHECKBOX 

	Good FORMCHECKBOX 

	Excellent FORMCHECKBOX 


	Are your immunizations current and up to date? FORMDROPDOWN 



	Please list any and all medications you are currently taking


	     

	ADEX Medical Staffing requires all Clients submit to a Physical Exam to be conducted by a licensed physician to be selected by ADEX Medical Staffing.  The heath exam will include, but not be limited to, drug testing, screening for infectious disease and confirmation that all necessary vaccinations and immunizations are up to date.  Do you agree to submit to this health screening?
	 FORMDROPDOWN 


	Please list any additional specialties or areas of experience that will be beneficial to an employer:
	     

	Are you currently under contract to any agency(ies) seeking employment and/or permanent residency as a RN in the US?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	If so, explain your reason(s) for contacting ADEX Medical Staffing.
	     

	How did you learn about ADEX Medical Staffing?



	Newspaper  FORMCHECKBOX 
 
Name publication and date:

     
	Job Fair  FORMCHECKBOX 

List location and date:

     
	Website  FORMCHECKBOX 

	Referred by      
	Other      


	REFERENCES:

Please list the name/address/phone/email of four (4) references – two (2) personal and two (2) professional



	     


	     


	     


	     




Nursing Skills Inventory




Date:      
PRINT APPLICANT’S NAME HERE:
     






   MM/DD/YY

	Please indicate all certifications held by marking “X” in the appropriate box

	Basic Life Support
	 FORMCHECKBOX 

	Pediatric Advanced Life Support
	 FORMCHECKBOX 


	Advanced Life Support
	 FORMCHECKBOX 

	Neonatal Resuscitation Program
	 FORMCHECKBOX 


	OTHER:           
	 FORMCHECKBOX 

	
	

	
	
	
	

	
	
	
	

	Please check positions held
	
	
	

	Nursing Management - Specify
	 FORMCHECKBOX 

	Trauma Team /  Code Team Member
	 FORMCHECKBOX 


	Nursing Supervisor
	 FORMCHECKBOX 

	Case Management / UR
	 FORMCHECKBOX 


	Charge Nurse / Head Nurse
	 FORMCHECKBOX 

	Infection Control Nurse /  PHN
	 FORMCHECKBOX 


	Staff Nurse
	 FORMCHECKBOX 

	Employee Health Nurse
	 FORMCHECKBOX 


	Traveler /  Agency Nurse
	 FORMCHECKBOX 

	Quality / Risk Management
	 FORMCHECKBOX 


	OTHER:           
	
	
	

	
	
	
	

	Please check age specific groups of patients you have cared for

	Newborn / Neonate
	 FORMCHECKBOX 

	Adolescent
	 FORMCHECKBOX 


	Infant
	 FORMCHECKBOX 

	Adult
	 FORMCHECKBOX 


	Pediatric
	 FORMCHECKBOX 

	Geriatric
	 FORMCHECKBOX 



Please use the following Self-Rating scoring method to indicate your experience level for each area using the drop boxes provided:

1 = No experience / unfamiliar
2 = Minimal experience / requires supervision
3 = Proficient / perform independently / able to teach and supervise others

	SPECIALTY AREAS 

	Acute Care
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Medical
	 FORMDROPDOWN 

	     
	Pediatric Oncology-Chemotherapy
	 FORMDROPDOWN 

	     

	Surgical
	 FORMDROPDOWN 

	     
	Adult Oncology – Chemotherapy
	 FORMDROPDOWN 

	     

	Pediatrics
	 FORMDROPDOWN 

	     
	Urology Unit
	 FORMDROPDOWN 

	     

	Pediatric Intensive Care Unit
	 FORMDROPDOWN 

	     
	Hemodialysis
	 FORMDROPDOWN 

	     

	Emergency Room
	 FORMDROPDOWN 

	     
	Burn Unit
	 FORMDROPDOWN 

	     

	Step-down Unit / DOU
	 FORMDROPDOWN 

	     
	Transplant Unit – Specify
	 FORMDROPDOWN 

	     

	Telemetry Unit
	 FORMDROPDOWN 

	     
	Rehabilitation Unit
	 FORMDROPDOWN 

	     

	Intensive Critical Unit  [ICU]
	 FORMDROPDOWN 

	     
	 Acute Psychiatric Unit
	 FORMDROPDOWN 

	     

	Coronary Care Unit  [CCU]
	 FORMDROPDOWN 

	     
	Same Day Surgical Unit
	 FORMDROPDOWN 

	     

	Cardiovascular ICU  [CV-ICU]
	 FORMDROPDOWN 

	     
	General Outpatient Clinic
	 FORMDROPDOWN 

	     

	Operating Room / Theater
	 FORMDROPDOWN 

	     
	
	
	

	PACU / Recovery Room
	 FORMDROPDOWN 

	     
	OTHER:          
	 FORMDROPDOWN 

	     

	Labor and Delivery
	 FORMDROPDOWN 

	     
	                
	
	

	Post Partum /  OB-Gyn
	 FORMDROPDOWN 

	     
	
	
	

	Newborn Nursery
	 FORMDROPDOWN 

	     
	
	
	

	Neonatal Intensive Care Unit
	 FORMDROPDOWN 
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Nursing Skills Inventory




Date:      
PRINT APPLICANT’S NAME HERE:
     






   MM/DD/YY

PATIENT CARE

	
	
	
	
	
	

	Psychiatric/Mental Health
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Acute Locked Facility
	 FORMDROPDOWN 

	     
	Halfway House
	 FORMDROPDOWN 

	     

	Outpatient
	 FORMDROPDOWN 

	     
	Alcohol and Drug Abuse
	 FORMDROPDOWN 

	     

	Group Therapy
	 FORMDROPDOWN 

	     
	Crisis Prevention / MAB
	 FORMDROPDOWN 

	     

	
	
	
	
	
	

	Rehabilitation/Other
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Acute Rehabilitation
	 FORMDROPDOWN 

	     
	Skilled Nursing
	 FORMDROPDOWN 

	     

	Subacute Rehabilitation
	 FORMDROPDOWN 

	     
	Assisted Living
	 FORMDROPDOWN 

	     

	Industrial Nursing
	 FORMDROPDOWN 

	     
	Hospice
	 FORMDROPDOWN 

	     

	Home Care
	 FORMDROPDOWN 

	     
	OTHER:          
	 FORMDROPDOWN 

	     

	
	
	
	
	
	

	General Procedures
	Self

Rating
	Yrs

Exp
	
	Self

Rating
	Yrs

Exp

	Specimen Collection
	 FORMDROPDOWN 

	     
	GI Tube Maintenance
	 FORMDROPDOWN 

	     

	Phlebotomy [Blood Draws]
	 FORMDROPDOWN 

	     
	Gastro Intestinal Tube Feeding
	 FORMDROPDOWN 

	     

	Foley Catheter Insertion
	 FORMDROPDOWN 

	     
	General Ostomy Care
	 FORMDROPDOWN 

	     

	Indwelling/External Catheter
	 FORMDROPDOWN 

	     
	Hemovac
	 FORMDROPDOWN 

	     

	Three Way  Foley Catheter
	 FORMDROPDOWN 

	     
	Isolation Techniques
	 FORMDROPDOWN 

	     

	Nasogastric Tube Insertion
	 FORMDROPDOWN 

	     
	Hypothermia Blanket
	 FORMDROPDOWN 

	     

	Nasogastric Tube Maintenance
	 FORMDROPDOWN 

	     
	Fingerstick/BS Monitoring
	 FORMDROPDOWN 

	     

	Nasogastric Tube Feeding
	 FORMDROPDOWN 

	     
	Chest Tube Care / Maintenance
	 FORMDROPDOWN 

	     


	Specialized Procedures
	Self

Rating
	Yrs

Exp
	
	Self

Rating
	Yrs

Exp

	ECG Interpretation – 12 Lead
	 FORMDROPDOWN 

	     
	Pacemaker
	 FORMDROPDOWN 

	     

	Cardiac Monitoring
	 FORMDROPDOWN 

	     
	Doppler
	 FORMDROPDOWN 

	     

	Ventilator Care & Management
	 FORMDROPDOWN 

	     
	CVP Manometer / Infusion
	 FORMDROPDOWN 

	     

	Defibrillator 
	 FORMDROPDOWN 

	     
	Patient Controlled Analgesia [PCA]
	 FORMDROPDOWN 

	     

	Cardio Version
	 FORMDROPDOWN 

	     
	Swan-Ganz Monitoring
	 FORMDROPDOWN 

	     

	Cardiac Stress Test
	 FORMDROPDOWN 

	     
	Cardiac Output Calculation
	 FORMDROPDOWN 
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Nursing Skills Inventory



Date:      











             MM/DD/YY
PRINT APPLICANT’S NAME HERE:
     

	Medication & IV’s
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	
	
	
	
	
	

	TPN/Hyperalimentation
	 FORMDROPDOWN 

	     
	IV Infusion Pumps
	 FORMDROPDOWN 

	     

	Narcotic Administration
	 FORMDROPDOWN 

	     
	Mix IV’s
	 FORMDROPDOWN 

	     

	Routine Medication Administration
	 FORMDROPDOWN 

	     
	IV Chemotherapy Administration
	 FORMDROPDOWN 

	     

	IV Insertion
	 FORMDROPDOWN 

	     
	Midline/PICC Line
	 FORMDROPDOWN 

	     

	IV Push / I VPB
	 FORMDROPDOWN 

	     
	Blood Product Administration
	 FORMDROPDOWN 

	     

	Calculation of Manual IV Drip
	 FORMDROPDOWN 

	     
	Heparin Lock
	 FORMDROPDOWN 

	     

	IV Ports (Access & Maintenance)
	 FORMDROPDOWN 

	     
	Central Line Maintenance
	 FORMDROPDOWN 

	     

	
	
	
	
	
	

	Arterial Lines
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Arterial Line Maintenance
	 FORMDROPDOWN 

	     
	Arterial Line Sampling
	 FORMDROPDOWN 

	     

	
	
	
	
	
	

	Pulmonary
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Breath Sounds
	 FORMDROPDOWN 

	     
	Nebulizer Therapy
	 FORMDROPDOWN 

	     

	Nasotracheal Suction
	 FORMDROPDOWN 

	     
	Oxygen Therapy
	 FORMDROPDOWN 

	     

	Endotracheal Suction
	 FORMDROPDOWN 

	     
	Apnea Monitoring
	 FORMDROPDOWN 

	     

	Tracheostomy Care
	 FORMDROPDOWN 

	     
	Pulse- Oximetry
	 FORMDROPDOWN 

	     

	Chest Physical Therapy
	 FORMDROPDOWN 

	     
	OTHER:         
	 FORMDROPDOWN 

	     

	

	

	General Care with:
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Respiratory/Asthma/COPD /RDS
	 FORMDROPDOWN 

	     
	Bariatric Care
	 FORMDROPDOWN 

	     

	Cancer / Oncology 
	 FORMDROPDOWN 

	     
	Neurological Disorders
	 FORMDROPDOWN 

	     

	Bone Marrow Transplant
	 FORMDROPDOWN 

	     
	rgan Transplant
	 FORMDROPDOWN 

	     

	Isolation Techniques
	 FORMDROPDOWN 

	     
	Sickle Cell Anemia
	 FORMDROPDOWN 

	     

	Diabetes Mellitus / Teaching
	 FORMDROPDOWN 

	     
	OTHER:         
	 FORMDROPDOWN 

	     

	
	
	
	
	
	

	Orthopedic
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Sports Injuries
	 FORMDROPDOWN 

	     
	Total Hip Replacement
	 FORMDROPDOWN 

	     

	General Fractures
	 FORMDROPDOWN 

	     
	Casts
	 FORMDROPDOWN 

	     

	Total Knee Replacement
	 FORMDROPDOWN 

	     
	Traction
	 FORMDROPDOWN 

	     


	Renal
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Continuous Bladder Irrigation
	 FORMDROPDOWN 

	     
	Renal Transplant
	 FORMDROPDOWN 

	     

	Intermittent Bladder Irrigation
	 FORMDROPDOWN 

	     
	Acute & Chronic Renal Failure
	 FORMDROPDOWN 

	     

	AV Fistula Catheter
	 FORMDROPDOWN 

	     
	Peritoneal Dialysis
	 FORMDROPDOWN 

	     

	Wound
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Irrigations
	 FORMDROPDOWN 

	     
	Decubitis  Care
	 FORMDROPDOWN 

	     

	Sterile Dressing
	 FORMDROPDOWN 

	     
	General Stoma Care
	 FORMDROPDOWN 

	     

	Burn Care
	 FORMDROPDOWN 

	     
	Skin Graft Care
	 FORMDROPDOWN 
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Nursing Skills Inventory




Date:      
 










             MM/DD/YY
PRINT APPLICANT’S NAME HERE:
     

	Neurological 
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Neurological Assessment
	 FORMDROPDOWN 

	     
	Craniotomy
	 FORMDROPDOWN 

	     

	Head Trauma
	 FORMDROPDOWN 

	     
	Neuromuscular Disease
	 FORMDROPDOWN 

	     

	CVA
	 FORMDROPDOWN 

	     
	Seizures
	 FORMDROPDOWN 

	     

	Spinal Cord Injury
	 FORMDROPDOWN 

	     
	ICP Monitors
	 FORMDROPDOWN 

	     


	Vascular
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Peripheral Pulses
	 FORMDROPDOWN 

	     
	Normal Serum Lab Values
	 FORMDROPDOWN 

	     

	Central Lines Care & maintenance
	 FORMDROPDOWN 

	     
	OTHER:         
	 FORMDROPDOWN 

	     

	Ultrasonic Doppler
	 FORMDROPDOWN 

	     
	
	 FORMDROPDOWN 

	     


	Maternal - Child
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Magnesium Sulfate Drip
	 FORMDROPDOWN 

	     
	Fetal Scalp Blood Sample
	 FORMDROPDOWN 

	     

	Labor Suppressants
	 FORMDROPDOWN 

	     
	Apgar Scores
	 FORMDROPDOWN 

	     

	Oxytocin Induction
	 FORMDROPDOWN 

	     
	RH Factor / Incompatibilities
	 FORMDROPDOWN 

	     

	Assist with Vaginal Delivery
	 FORMDROPDOWN 

	     
	Assist with C-Section
	 FORMDROPDOWN 

	     

	Forceps with Vaginal Delivery
	 FORMDROPDOWN 

	     
	Episiotomy / Incision for C-Section
	 FORMDROPDOWN 

	     

	Labor Assessment
	 FORMDROPDOWN 

	     
	Collect Cord Blood
	 FORMDROPDOWN 

	     

	Vaginal Exams
	 FORMDROPDOWN 

	     
	Draw Blood from U-Line
	 FORMDROPDOWN 

	     

	Internal Fetal Monitoring 
	 FORMDROPDOWN 

	     
	Cord and Circumcision Care
	 FORMDROPDOWN 

	     

	External Fetal Monitoring
	 FORMDROPDOWN 

	     
	Phototherapy
	 FORMDROPDOWN 

	     

	Identify FHR Patterns
	 FORMDROPDOWN 

	     
	Apnea Monitors
	 FORMDROPDOWN 

	     

	Malpresentation
	 FORMDROPDOWN 

	     
	Eye Prophylaxis
	 FORMDROPDOWN 

	     

	Fundus Assessment
	 FORMDROPDOWN 

	     
	Eclampsia
	 FORMDROPDOWN 

	     

	Lochia Assessment
	 FORMDROPDOWN 

	     
	Abruptio Placenta
	 FORMDROPDOWN 

	     

	Bladder Distention
	 FORMDROPDOWN 

	     
	OTHER:          
	 FORMDROPDOWN 

	     

	Fetoscope / Doppler
	 FORMDROPDOWN 

	     
	
	
	


	Pediatrics
	Self Rating
	Yrs

Exp
	
	Self Rating
	Yrs

Exp

	Calculation of Pediatric Dosages
	 FORMDROPDOWN 

	     
	Trach Care and Suctioning
	 FORMDROPDOWN 

	     

	Calculation of Neonatal Dosages
	 FORMDROPDOWN 

	     
	Croup Test
	 FORMDROPDOWN 

	     

	Scalp Veins
	 FORMDROPDOWN 

	     
	CPR – Infant/Child
	 FORMDROPDOWN 

	     

	Apnea Monitor
	 FORMDROPDOWN 

	     
	Overdose / Poison Ingestion
	 FORMDROPDOWN 

	     

	Cardiac Monitor
	 FORMDROPDOWN 

	     
	Pediatric for Cardiac Surgery
	 FORMDROPDOWN 
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CANDIDATE’S CERTIFICATION AND AGREEMENT

I certify that the facts set forth in this Application and Information Form is true and complete to the best of my knowledge.  I authorize ADEX Medical Staffing to make an investigation of any of the facts set forth in this application including criminal history, professional/technical certification or licensure, driving record, education and credit history as it relates to my credentialing and eventual immigration to the United States and future employment, and I hereby release ADEX Medical Staffing from all liability for any damages in obtaining this information (See Fair Credit Reporting Act Disclosure and Authorization (FCRA) below).  I understand that completion of this form does not automatically qualify me as a participant in the ADEX Medical Staffing, LLC program and I also understand that upon execution of any formal agreement I will be required to pass a drug test.

My signature on this form indicates that I have read and understand the information contained in the Fair Credit Reporting Act (FCRA) Disclosure and Authorization below and agree to its terms and conditions.
	Date of Application
	     

	Applicant’s Name 
	     

	Other Name(s) Used
	     

	Applicant’s Signature
	      

	Applicant’s Initials Verifying Signature
	     

	Please follow the instructions on Page 9 if you are submitting this application by email to ensure the complete submission of your application.







CANDIDATE’S CERTIFICATION AND AGREEMENT

I certify that the facts set forth in this Application and Information Form is true and complete to the best of my knowledge.  I authorize ADEX Medical Staffing to make an investigation of any of the facts set forth in this application including criminal history, professional/technical certification or licensure, driving record, education and credit history as it relates to my credentialing and eventual immigration to the United States and future employment, and I hereby release ADEX Medical Staffing from all liability for any damages in obtaining this information (See Fair Credit Reporting Act Disclosure and Authorization (FCRA) below).  I understand that completion of this form does not automatically qualify me as a participant in the ADEX Medical Staffing, LLC program and I also understand that upon execution of any formal agreement I will be required to pass a drug test.

My signature on this form indicates that I have read and understand the information contained in the Fair Credit Reporting Act (FCRA) Disclosure and Authorization below and agree to its terms and conditions.

	1
	Date of Application


	

	2
	Applicant’s Printed Name 


	

	3
	Other Name(s) Used


	

	4
	Applicant’s Signature


	






	To fully review your credentials for acceptance into our program we will need …

	Completed Candidate Application Form including – 

	· Completed Nursing Skills Inventory

· Signed Candidate Certification Agreement

	Current CV

	Copy of Valid Passport

	Drivers License (if applicable)

	Birth Certificate

	Current Valid Visa (if applicable)

	Nursing School, Primary, and Secondary School Diploma(s)

	Current Professional License(s)


	To initiate and complete the immigration process we will need ...


	Signed International RN Services and Employment Agreement

	English Proficiency Certificate Indicating Passing Score 

	Educational transcripts from Primary, Secondary, and Nursing Schools

	(2) Reference Letters – Personal

	(2) Reference Letters - Professional

	Copy of CGFNS Certificate and/or NCLEX-RN®/US State Licensure

	VisaScreen® Certificate

	USCIS Form 9089


	


















Attach


Photo


Here





If you are filing your application electronically please follow the instructions below:


 


Fill in items 1 through 4 using a blue or black pen


Return the original of this page with your original signature along with your completed International RN Services and Employment Agreement to the following address:





ADEX Medical Staffing – Attn: Tina Loh


32 West 39th Street, 7th Floor, New York, NY 10018 USA





An original of this page must be received and in our files in order for us to proceed with your application.  This only applies to applicants submitting this document electronically.














Please Note:  It is our policy to comply with all applicable state and federal laws prohibiting discrimination in employment based on race, age, color, sex, religion, national origin, disability, veteran status, or other protected classification.








FAIR CREDIT REPORTING ACT (FCRA)


DISCLOSURE AND AUTHORIZATION





In connection with my application for employment with ADEX MEDICAL STAFFING (hereinafter referred to as the “COMPANY”), I hereby acknowledge and understand that I have been notified that the COMPANY and the COMPANY CLIENT to which I have been assigned or am being considered for assignment (hereinafter referred to as the “CLIENT”) intend to procure a consumer report from a consumer reporting agency.  I hereby authorize the procurement of any such consumer report.  I understand that any such report will contain information about my background, character, general reputation, personal characteristics, job performance, abilities, mode of living, credit worthiness, credit standing and credit capacity.  I hereby further authorize all persons, employers, companies, schools, credit bureaus, and law enforcement and governmental agencies/departments/offices to release such information, without restriction or qualification, to the consumer reporting agency and any of its respective officers, agents, representatives or employees.





I understand that, upon written request within a reasonable period of time, I am entitled to additional information concerning the nature and scope of this investigation.  I understand that I have the right to know if an adverse action is being considered against me as a result of information contained in any such report, that I have the right to a copy of any such report prior to any adverse action being taken against me, and that I have a right to dispute the accuracy of any information contained in any such report by contacting the consumer reporting agency.  I understand that I may have additional rights under State law which I may determine by contacting my State or local consumer protection agency.





I understand that any offer of employment form the above-mentioned COMPANY and/or CLIENT will be contingent upon numerous factors, including this background check.





My signature on this form indicates that I have read and understand the information contained in the Fair Credit Reporting Act (FCRA) Disclosure and Authorization and agree to its terms and conditions.




















FAIR CREDIT REPORTING ACT (FCRA)


DISCLOSURE AND AUTHORIZATION





In connection with my application for employment with ADEX MEDICAL STAFFING (hereinafter referred to as the “COMPANY”), I hereby acknowledge and understand that I have been notified that the COMPANY and the COMPANY CLIENT to which I have been assigned or am being considered for assignment (hereinafter referred to as the “CLIENT”) intend to procure a consumer report from a consumer reporting agency.  I hereby authorize the procurement of any such consumer report.  I understand that any such report will contain information about my background, character, general reputation, personal characteristics, job performance, abilities, mode of living, credit worthiness, credit standing and credit capacity.  I hereby further authorize all persons, employers, companies, schools, credit bureaus, and law enforcement and governmental agencies/departments/offices to release such information, without restriction or qualification, to the consumer reporting agency and any of its respective officers, agents, representatives or employees.





I understand that, upon written request within a reasonable period of time, I am entitled to additional information concerning the nature and scope of this investigation.  I understand that I have the right to know if an adverse action is being considered against me as a result of information contained in any such report, that I have the right to a copy of any such report prior to any adverse action being taken against me, and that I have a right to dispute the accuracy of any information contained in any such report by contacting the consumer reporting agency.  I understand that I may have additional rights under State law which I may determine by contacting my State or local consumer protection agency.





I understand that any offer of employment form the above-mentioned COMPANY and/or CLIENT will be contingent upon numerous factors, including this background check.





My signature on this form indicates that I have read and understand the information contained in the Fair Credit Reporting Act (FCRA) Disclosure and Authorization and agree to its terms and conditions
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