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STAFFING 

HEALTHCARE STAFFING SPECIALIST 

CLINICAL SKILLS CHECKLIST 
Nrune Date ____________ _ 

Levels of Proficiency 
A== Perfonn Well (at least one year experience 

within the last two years) 
B :cc Limiteu Experience (6 months tu one year 

within the last two years) 

PSYCH. CONSIDERATIONS A B C D 

Psxchiat� patient assessment - --
--·--·-Care of acute psychotic -----

Can; of violent patient 
-- -· Administe r psychiatric mcds
Use of restrn i nts 
Takcdown I 
ECG 
Adult Pediatric 

GI/GU/REPRODUCTIVE/ 

ENDOCRINE/ INTEGUMENT ARY ABC D 

C == Perform Infrequently (less than three months within 
the last two years) 

D = No Experience 

(CONT.) GI/GU/REPRODUCTIVE/ 

ENDOCRINE/ INTEGUMENTARY A 8 C D ·-
Multiple abdominal wounds 
Renal transplant 
Pancreatitis 
Transplant/kidney 

IV THERAPY 

Administration of chemotherapy 
medications 

Administration of antibiotic medications --- - -· ---

ABC D 

-1--- ·- --
---��-�-��---Administer med via NG/gastrostomy tube 

Adminisn-ation/mixing oflV mcdicatious 

Assist with vas-cath insertion 
AV shunt/fistula care 
Catheter insemun 

----------'-
Female 
Male ··--· 

Care of burn patients 
-------� 

Hyperbaric oxyµ:en therapy 
Djat)'sis ----------------·· 

Hemo � 

Perituucal 
CVVHD 
Insulin preparation and administration 

Blood glucose monitoring 
�mcnt used _ _______ _ 

1c·unosium care I 
NG tube insertion/lava c 
Normal physiology of renal ,1t1d 

-----· GI system 
_____ Ustomy/stoma care 

Peritonebl lavage 
Poison control 
Wound care irri ,at��---

C;,re of]2<1tients with 
_ -� __ .. Acu�':��!>'titis ___ -·---·- . _ 

A(:Ut\.: rcual failure 
Bowel obstruction 

t-- - -·

�+--

--��-:-,-���----------+--l--1--1--Diabctcs 
GI bleed 
H ypcr/ltypugl y\.:cmia 

Medications via IV push 
Administration of continuous tluids 
Blood/blood produc t administration/ 

precautions 
Autotransfusion 

Cttlcu late doses 
Calculate rates 

M\.:g/min 
____ M_cg/kg/m_in __________ t--+--+--+--1 
Hang IV �b�c��----- -----� __ ....._ __ 
Hyperalimentation 

-��-. Periphcrnl/ccntra� l_in_c ______ +-4--+--t-Knowlcd�c of solutions -----+---+----+--+ __ __ Caloric and fluid�uircmcnts 
Insertion of central line 

CVP tray set-up 
·----·------+---1--+-f--

Use ofBrovi,ic and Hickman 
c.itlictcrs 

Implanted venous a\.:ccss pons 

Dressing change 
D isrnntinu ing line 

Pump operations 
!VAC
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Healthcare Staffing Specialist-Medical Evaluation 
Have you ever had any of the following? Select Yes or No. 

Yes No Yes No 
Anemia Lung disease 
Allergy to drugs Shortness of breath 
If yes, which drug(s)? Hemorrhoids 

Rheumatic fever 
Rheumatism 

Asthma Arthritis 
Back Trouble Hernia/Rupture 
Bronchitis Teeth problems 
Blackouts or dizziness Tuberculosis(+ skin test) 
Chronic Colds Swallowing issues 
Cancer or Tumor Varicose veins 
Chest Pain Venereal disease 
Emphysema Weakness 
Epilepsy Skin issues-boils, rashes ... 
Eye Trouble Spinal injury 
Diabetes Glasses 
Frequent Headaches Psychiatric disorder 
Foot Pain Hearing problem 
GI-Indigestion Smoker 
Gallbladder dysfunction Tetanus shot? 
Head Injury When? 
Heart trouble Hx. Of Surgery? 
High blood pressure When? 
Kidney disease What? 
Liver disease (Hepatitis) Any communicable disease 

Signature if above information is true to the best of your knowledge. 
Signature: Date: _______ _ 



QD 
Staffing 
Healthcare Staffing Specialist 

Classification: RN LPN -- --

License #= State Issued ------- -------
Exp. Date __ _ 

Have you ever had your license suspended or revoked? Yes_ No_ 

Present Address 

Street ·--�----------------------�
City State Zip ____ _ 
Home phone# Work phone# _________ _ 
How did you learn about Q-Day Medical? 

Date of last physical exam _____ Chest x-ray ____ _ 
PPD -----
Do you have any impairments, physical or mental, which would interfere with 
your ability to perform assignments for which you have applied? Yes_ No_ If 
yes, please describe the impairments and explain any work limitations. ___ _ 

Do you have malpractice insurance? Yes_ No_ If yes, please give policy name and 
number -------------------------�
Specify date your available to start with Q-Day Medical. ________ _ 



QD Staffing 
References 

d ame three persons in the nursino orofess1on, not related to vou, that vou have worke for at least one vear 
Relationship Years Known 

Name Address and Ph# (supervisor, co-
worker) 

1) 

2) 

3) 

Authorization given to QD Staffing to contact all references and authorization for 
references to give QD Staffing requested information. 
Date Signature-----------------

Education Data 
Name and Address D 

High School 

Vocational/ 
Technical 

College/ 
University 

List Previous Employers 

Prior Employer 

Address 

City 

Date of Employment I I 

Job Duties 

Prior Employer 

Address 

City 

Date of Employment I I 

Job Duties 

ates Attended 

State 

Phone( ) 

G d d ra uate 
YES NO 

YES NO 

YES NO 

Zip 

Name of Supervisor 

State Zip 

Phone( ) 

Name of Supervisor 

C /M . D ours es aror earee 



QD Staffing 

I have had experience in the following areas: 
D Burns 
D ICU 
0 Nursing Home 
0 Orthopedics 
O Pediatrics 
0 Cardiac Care 
D Urology Pediatrics 
D Operating Room 
0 Nursery 
0 Med/Surg 
0 Doctors Office 
D Labor and Delivery 
0 Neurology 
D Oncology 
D OB/GYN 
0 Rehab 
D Alcohol and Drug Treatment 
D Cardiac Cath Lab 
D Charge/Supervisory duty 
0 Dialysis (Hemodialysis) 
0 Dialysis (Peritineal) 
0 Endoscopic Lab 
0 Emergency Room 
D Recovery Room 
0 Surgical Intensive Care 
D Step-down Unit 
0 Telemetry Unit 
0 Ventilators 
D 
0 

• From above list what are your preferred areas to
work?--

• Shift preference 7a-7p or 7p-7a __ _ 
+ I will work any area listed above on any shift. Yes_ No
+ How many hours do you prefer to work a week? __ _










