
GLOBAL DIAGNOSTIC SERVICES, INC. 
 
P.O Box 83526                                                                                    Phone: 770-602-0502 
Conyers, GA 30013                                                                                 Fax: 770-761-9742 

 
WELCOME TO GLOBAL DIAGNOSTIC SERVICES, INC. 

 
We are glad to have you working on a contract through our office.   
 
Our company policy is that we have certain paperwork on file for each of our 
Contractors.  Therefore, please take the time to fill out all of the forms attached to this 
letter.   
 
The following information must be returned to our office prior to you beginning any 
assignment(s):   
 
� Application & History Forms 
� Contractor’s Agreement (All pages) 
� Copy of Driver’s License  
� Copy of Social Security Card 
� Copy of current CPR card 
� Copy of Certification(s)/License(s) 
� W-9 Request for Taxpayer Identification Number and Certification 
� HIPPA Agreement 
� Medical Questionnaire 
� Confidential Reference Inquiry Forms (3 enclosed for last 3 employers) 
� Background Check Form(s) 
 
The forms listed below must be returned within one week of starting your first 
assignment: 
 
� Skills Proficiency Checklist (Requested by some Clients) 
� Copy of Professional Liability Insurance (If you have private coverage) 
� Copy of Vaccinations 
� Hepatitis B Declination or Series 
� Current PPD 
� Direct Deposit Form (If applicable) 
 
Thank you in advance.  Please do not hesitate to contact us if you have any questions. 
 
Sincerely, 
 
Debra Upshaw 
Debra Upshaw 
President 
 
Attachments 



GLOBAL DIAGNOSTIC SERVICES, INC.

P.O. Box 83526                                                                                                          Phone: 770-602-0502 
Conyers, GA 30013                                                                                                       Fax : 770-761-9742

 Application

       Referred By:_________________________________
Name: Home Phone:

Other Names Used: Cell Phone: Fax:

SS Number: Pager: Email Address:
Current Address:

Driver's license number:          

Previous Address:

Previous Address:

Previous Address:

Emergency Contact: (Nearest relative not living with you.)
Name: Phone Number:
Address:

Shift Preferences: 1_____ 2_____ 3_____ Site Preference:___________________________________________

                                                                RN/LPN Education
                       School Name                             City/State            Mo/Yr Graduated   Degree

Month/Year State Board(s) Passed:  _____________________________    State:  _________________________

                                                               LPN / RN Licensure:
   State           Number           Expires Certification    Enclose copies front and back

   Name   Expires    Name   Expires
CPR/BCLS CCRN 

ACLS FHM
NALS/NRP TNCC

PALS EMPC

Have you ever had disciplinary action taken against any of your nursing licenses, or are you currently the subject
of a report or investigation?_____________ If so, give details on a separate sheet.
Have you been convicted of a felony within the last ten years?  ___________.  If yes, please give details on separate
sheet.

Signed _____________________________ Date: ____________________________



GLOBAL DIAGNOSTIC SERVICES, INC. 
 
 P.O. Box 83526                                                                                  Phone: 770-602-0502   
Conyers, GA 30013                                                                                 Fax: 770-761-9742                               

 
Employment History 

 
Company/ Facility___________________________ Employed from_________ to _________ 
 
Immediate Supervisor________________________ Supervisor Phone____________________ 
 
Address__________________________ City____________________ State_____ Zip_______ 
 
Salary_______________ Position Held______________________________________________ 
 
Reason for leaving__________________________ Job Duties____________________________ 
 
______________________________________________________________________________ 
______________________________________________________________________________ 
Company/ Facility___________________________ Employed from_________ to __________ 
 
Immediate Supervisor________________________ Supervisor Phone_____________________ 
 
Address__________________________ City____________________ State_____ Zip_______ 
 
Salary_______________ Position Held_____________________________________________ 
 
Reason for leaving__________________________ Job Duties___________________________ 
 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
Company/ Facility___________________________ Employed from_________ to _________ 
 
Immediate Supervisor________________________ Supervisor Phone____________________ 
 
Address__________________________ City____________________ State_____ Zip_______ 
 
Salary_______________ Position Held_____________________________________________ 
 
Reason for leaving__________________________ Job Duties____________________________ 
 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
 
The statements are true and complete to the best of my knowledge. I understand that falsification of 
information will be basis for disqualification or termination of my contract. 
 
 
Print Name: __________________________________________ Date: ____________________________ 
 
Signature: ____________________________________________ 
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Give form to the
requester. Do not
send to the IRS.

Form W-9 Request for Taxpayer
Identification Number and Certification(Rev. November 2005)

Department of the Treasury
Internal Revenue Service

Name (as shown on your income tax return)

List account number(s) here (optional)

Address (number, street, and apt. or suite no.)

City, state, and ZIP code
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2.

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is your social security number (SSN). However, for a resident
alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3.

Social security number

––
or

Requester’s name and address (optional)

Employer identification numberNote. If the account is in more than one name, see the chart on page 4 for guidelines on whose
number to enter. –

Certification

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and

I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal
Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that I am no longer subject to backup withholding, and

2.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must
provide your correct TIN. (See the instructions on page 4.)

Sign
Here

Signature of
U.S. person � Date �

Purpose of Form

Form W-9 (Rev. 11-2005)

Part I

Part II

Business name, if different from above

Cat. No. 10231X

Check appropriate box:

Under penalties of perjury, I certify that:

3
I.R.S. SPECIFICATIONS TO BE REMOVED BEFORE PRINTING

DO NOT PRINT — DO NOT PRINT — DO NOT PRINT — DO NOT PRINT

TLS, have you
transmitted all R
text files for this
cycle update?

Date

Action

Revised proofs
requested

Date Signature

O.K. to print

U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or
3. Claim exemption from backup withholding if you are a

U.S. exempt payee.

3. I am a U.S. person (including a U.S. resident alien).

A person who is required to file an information return with the
IRS, must obtain your correct taxpayer identification number
(TIN) to report, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Individual/
Sole proprietor Corporation Partnership Other �

Exempt from backup
withholding

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

● An individual who is a citizen or resident of the United
States,
● A partnership, corporation, company, or association
created or organized in the United States or under the laws
of the United States, or
● Any estate (other than a foreign estate) or trust. See
Regulations sections 301.7701-6(a) and 7(a) for additional
information.

For federal tax purposes, you are considered a person if you
are:

In 3 above, if applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income
from a U.S. trade or business is not subject to the
withholding tax on foreign partners’ share of effectively
connected income.

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required
to pay a withholding tax on any foreign partners’ share of
income from such business. Further, in certain cases where a
Form W-9 has not been received, a partnership is required to
presume that a partner is a foreign person, and pay the
withholding tax. Therefore, if you are a U.S. person that is a
partner in a partnership conducting a trade or business in the
United States, provide Form W-9 to the partnership to
establish your U.S. status and avoid withholding on your
share of partnership income.

The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding
withholding on its allocable share of net income from the
partnership conducting a trade or business in the United
States is in the following cases:
● The U.S. owner of a disregarded entity and not the entity,
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Form W-9 (Rev. 11-2005) Page 2

Sole proprietor. Enter your individual name as shown on
your income tax return on the “Name” line. You may enter
your business, trade, or “doing business as (DBA)” name on
the “Business name” line.
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Other entities. Enter your business name as shown on
required federal tax documents on the “Name” line. This
name should match the name shown on the charter or other
legal document creating the entity. You may enter any
business, trade, or DBA name on the “Business name” line.

If the account is in joint names, list first, and then circle,
the name of the person or entity whose number you entered
in Part I of the form.

Limited liability company (LLC). If you are a single-member
LLC (including a foreign LLC with a domestic owner) that is
disregarded as an entity separate from its owner under
Treasury regulations section 301.7701-3, enter the owner’s
name on the “Name” line. Enter the LLC’s name on the
“Business name” line. Check the appropriate box for your
filing status (sole proprietor, corporation, etc.), then check
the box for “Other” and enter “LLC” in the space provided.

Specific Instructions
Name

Exempt From Backup Withholding

5. You do not certify to the requester that you are not
subject to backup withholding under 4 above (for reportable
interest and dividend accounts opened after 1983 only).

Certain payees and payments are exempt from backup
withholding. See the instructions below and the separate
Instructions for the Requester of Form W-9.

Civil penalty for false information with respect to
withholding. If you make a false statement with no
reasonable basis that results in no backup withholding, you
are subject to a $500 penalty.
Criminal penalty for falsifying information. Willfully
falsifying certifications or affirmations may subject you to
criminal penalties including fines and/or imprisonment.

Penalties
Failure to furnish TIN. If you fail to furnish your correct TIN
to a requester, you are subject to a penalty of $50 for each
such failure unless your failure is due to reasonable cause
and not to willful neglect.

Misuse of TINs. If the requester discloses or uses TINs in
violation of federal law, the requester may be subject to civil
and criminal penalties.

If you are an individual, you must generally enter the name
shown on your income tax return. However, if you have
changed your last name, for instance, due to marriage
without informing the Social Security Administration of the
name change, enter your first name, the last name shown on
your social security card, and your new last name.

If you are exempt, enter your name as described above and
check the appropriate box for your status, then check the
“Exempt from backup withholding” box in the line following
the business name, sign and date the form.

4. The IRS tells you that you are subject to backup
withholding because you did not report all your interest and
dividends on your tax return (for reportable interest and
dividends only), or

3. The IRS tells the requester that you furnished an
incorrect TIN,

2. You do not certify your TIN when required (see the Part
II instructions on page 4 for details),

You will not be subject to backup withholding on payments
you receive if you give the requester your correct TIN, make
the proper certifications, and report all your taxable interest
and dividends on your tax return.

1. You do not furnish your TIN to the requester,

What is backup withholding? Persons making certain
payments to you must under certain conditions withhold and
pay to the IRS 28% of such payments (after December 31,
2002). This is called “backup withholding.” Payments that
may be subject to backup withholding include interest,
dividends, broker and barter exchange transactions, rents,
royalties, nonemployee pay, and certain payments from
fishing boat operators. Real estate transactions are not
subject to backup withholding.

Payments you receive will be subject to backup
withholding if:

If you are a nonresident alien or a foreign entity not subject
to backup withholding, give the requester the appropriate
completed Form W-8.

Example. Article 20 of the U.S.-China income tax treaty
allows an exemption from tax for scholarship income
received by a Chinese student temporarily present in the
United States. Under U.S. law, this student will become a
resident alien for tax purposes if his or her stay in the United
States exceeds 5 calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated April 30,
1984) allows the provisions of Article 20 to continue to apply
even after the Chinese student becomes a resident alien of
the United States. A Chinese student who qualifies for this
exception (under paragraph 2 of the first protocol) and is
relying on this exception to claim an exemption from tax on
his or her scholarship or fellowship income would attach to
Form W-9 a statement that includes the information
described above to support that exemption.

Note. You are requested to check the appropriate box for
your status (individual/sole proprietor, corporation, etc.).

4. The type and amount of income that qualifies for the
exemption from tax.

5. Sufficient facts to justify the exemption from tax under
the terms of the treaty article.

Nonresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption from U.S. tax on certain types of income,
you must attach a statement to Form W-9 that specifies the
following five items:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien.

2. The treaty article addressing the income.
3. The article number (or location) in the tax treaty that

contains the saving clause and its exceptions.

Also see Special rules regarding partnerships on page 1.

Foreign person. If you are a foreign person, do not use
Form W-9. Instead, use the appropriate Form W-8 (see
Publication 515, Withholding of Tax on Nonresident Aliens
and Foreign Entities).

● The U.S. grantor or other owner of a grantor trust and not
the trust, and

● The U.S. trust (other than a grantor trust) and not the
beneficiaries of the trust.
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3

Part I. Taxpayer Identification
Number (TIN)
Enter your TIN in the appropriate box. If you are a resident
alien and you do not have and are not eligible to get an SSN,
your TIN is your IRS individual taxpayer identification number
(ITIN). Enter it in the social security number box. If you do
not have an ITIN, see How to get a TIN below.

How to get a TIN. If you do not have a TIN, apply for one
immediately. To apply for an SSN, get Form SS-5,
Application for a Social Security Card, from your local Social
Security Administration office or get this form online at
www.socialsecurity.gov. You may also get this form by
calling 1-800-772-1213. Use Form W-7, Application for IRS
Individual Taxpayer Identification Number, to apply for an
ITIN, or Form SS-4, Application for Employer Identification
Number, to apply for an EIN. You can apply for an EIN online
by accessing the IRS website at www.irs.gov/businesses and
clicking on Employer ID Numbers under Related Topics. You
can get Forms W-7 and SS-4 from the IRS by visiting
www.irs.gov or by calling 1-800-TAX-FORM
(1-800-829-3676).

If you are asked to complete Form W-9 but do not have a
TIN, write “Applied For” in the space for the TIN, sign and
date the form, and give it to the requester. For interest and
dividend payments, and certain payments made with respect
to readily tradable instruments, generally you will have 60
days to get a TIN and give it to the requester before you are
subject to backup withholding on payments. The 60-day rule
does not apply to other types of payments. You will be
subject to backup withholding on all such payments until you
provide your TIN to the requester.

If you are a sole proprietor and you have an EIN, you may
enter either your SSN or EIN. However, the IRS prefers that
you use your SSN.

If you are a single-owner LLC that is disregarded as an
entity separate from its owner (see Limited liability company
(LLC) on page 2), enter your SSN (or EIN, if you have one). If
the LLC is a corporation, partnership, etc., enter the entity’s
EIN.
Note. See the chart on page 4 for further clarification of
name and TIN combinations.

Note. Writing “Applied For” means that you have already
applied for a TIN or that you intend to apply for one soon.
Caution: A disregarded domestic entity that has a foreign
owner must use the appropr iate Form W-8.

9. A futures commission merchant registered with the
Commodity Futures Trading Commission,

10. A real estate investment trust,
11. An entity registered at all times during the tax year

under the Investment Company Act of 1940,
12. A common trust fund operated by a bank under

section 584(a),
13. A financial institution,
14. A middleman known in the investment community as a

nominee or custodian, or
15. A trust exempt from tax under section 664 or

described in section 4947.

THEN the payment is exempt
for . . .

IF the payment is for . . .

All exempt recipients except 
for 9

Interest and dividend payments

Exempt recipients 1 through 13.
Also, a person registered under
the Investment Advisers Act of
1940 who regularly acts as a
broker

Broker transactions

Exempt recipients 1 through 5Barter exchange transactions
and patronage dividends

Generally, exempt recipients
1 through 7

Payments over $600 required
to be reported and direct
sales over $5,000 1

See Form 1099-MISC, Miscellaneous Income, and its instructions.

However, the following payments made to a corporation (including gross
proceeds paid to an attorney under section 6045(f), even if the attorney is a
corporation) and reportable on Form 1099-MISC are not exempt from
backup withholding: medical and health care payments, attorneys’ fees; and
payments for services paid by a federal executive agency.

The chart below shows types of payments that may be
exempt from backup withholding. The chart applies to the
exempt recipients listed above, 1 through 15.

1

2

7. A foreign central bank of issue,
8. A dealer in securities or commodities required to register

in the United States, the District of Columbia, or a
possession of the United States,

2

Exempt payees. Backup withholding is not required on any
payments made to the following payees:

1. An organization exempt from tax under section 501(a),
any IRA, or a custodial account under section 403(b)(7) if the
account satisfies the requirements of section 401(f)(2),

2. The United States or any of its agencies or
instrumentalities,

3. A state, the District of Columbia, a possession of the
United States, or any of their political subdivisions or
instrumentalities,

4. A foreign government or any of its political subdivisions,
agencies, or instrumentalities, or

5. An international organization or any of its agencies or
instrumentalities.

Other payees that may be exempt from backup
withholding include:

6. A corporation,

Generally, individuals (including sole proprietors) are not
exempt from backup withholding. Corporations are exempt
from backup withholding for certain payments, such as
interest and dividends.
Note. If you are exempt from backup withholding, you
should still complete this form to avoid possible erroneous
backup withholding.
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What Name and Number To Give the
Requester

Give name and SSN of:For this type of account:

The individual1. Individual

The actual owner of the account
or, if combined funds, the first
individual on the account 1

2. Two or more individuals (joint
account)

The minor 23. Custodian account of a minor
(Uniform Gift to Minors Act)

The grantor-trustee 14. a. The usual revocable
savings trust (grantor is
also trustee)

1. Interest, dividend, and barter exchange accounts
opened before 1984 and broker accounts considered
active during 1983. You must give your correct TIN, but you
do not have to sign the certification.

The actual owner 1b. So-called trust account
that is not a legal or valid
trust under state law2. Interest, dividend, broker, and barter exchange

accounts opened after 1983 and broker accounts
considered inactive during 1983. You must sign the
certification or backup withholding will apply. If you are
subject to backup withholding and you are merely providing
your correct TIN to the requester, you must cross out item 2
in the certification before signing the form.

The owner 35. Sole proprietorship or
single-owner LLC

Give name and EIN of:For this type of account:

3. Real estate transactions. You must sign the
certification. You may cross out item 2 of the certification.

A valid trust, estate, or
pension trust

6.

Legal entity 4

4. Other payments. You must give your correct TIN, but
you do not have to sign the certification unless you have
been notified that you have previously given an incorrect TIN.
“Other payments” include payments made in the course of
the requester’s trade or business for rents, royalties, goods
(other than bills for merchandise), medical and health care
services (including payments to corporations), payments to a
nonemployee for services, payments to certain fishing boat
crew members and fishermen, and gross proceeds paid to
attorneys (including payments to corporations).

The corporationCorporate or LLC electing
corporate status on Form
8832

7.

The organizationAssociation, club, religious,
charitable, educational, or
other tax-exempt organization

8.

5. Mortgage interest paid by you, acquisition or
abandonment of secured property, cancellation of debt,
qualified tuition program payments (under section 529),
IRA, Coverdell ESA, Archer MSA or HSA contributions or
distributions, and pension distributions. You must give
your correct TIN, but you do not have to sign the
certification.

The partnershipPartnership or multi-member
LLC

9.

The broker or nomineeA broker or registered
nominee

10.

The public entityAccount with the Department
of Agriculture in the name of
a public entity (such as a
state or local government,
school district, or prison) that
receives agricultural program
payments

11.

Privacy Act Notice

List first and circle the name of the person whose number you furnish. If
only one person on a joint account has an SSN, that person’s number must
be furnished.

Circle the minor’s name and furnish the minor’s SSN.

You must show your individual name and you may also enter your business
or “DBA” name on the second name line. You may use either your SSN or
EIN (if you have one). If you are a sole proprietor, IRS encourages you to
use your SSN.
List first and circle the name of the legal trust, estate, or pension trust. (Do
not furnish the TIN of the personal representative or trustee unless the legal
entity itself is not designated in the account title.) Also see Special rules
regarding partnerships on page 1.

Note. If no name is circled when more than one name is
listed, the number will be considered to be that of the first
name listed.

Sole proprietorship or
single-owner LLC

The owner 3

12.

Part II. Certification

For a joint account, only the person whose TIN is shown in
Part I should sign (when required). Exempt recipients, see
Exempt From Backup Withholding on page 2.

3

You must provide your TIN whether or not you are required to file a tax return. Payers must generally withhold 28% of taxable
interest, dividend, and certain other payments to a payee who does not give a TIN to a payer. Certain penalties may also apply.

To establish to the withholding agent that you are a U.S.
person, or resident alien, sign Form W-9. You may be
requested to sign by the withholding agent even if items 1, 4,
and 5 below indicate otherwise.

Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons who must file information returns
with the IRS to report interest, dividends, and certain other income paid to you, mortgage interest you paid, the acquisition or
abandonment of secured property, cancellation of debt, or contributions you made to an IRA, or Archer MSA or HSA. The IRS
uses the numbers for identification purposes and to help verify the accuracy of your tax return. The IRS may also provide this
information to the Department of Justice for civil and criminal litigation, and to cities, states, the District of Columbia, and U.S.
possessions to carry out their tax laws. We may also disclose this information to other countries under a tax treaty, to federal
and state agencies to enforce federal nontax criminal laws, or to federal law enforcement and intelligence agencies to combat
terrorism.

Signature requirements. Complete the certification as
indicated in 1 through 5 below.

1

2

3

4



 
 
 
 

                                                      HIPAA 
 
 
As part of the new Health Information Portability and Accountability Act (HIPAA) of 
1996, we are required to have a Privacy Agreement on file for everyone with whom we 
do business.  Please sign the privacy agreement which follows and return the signed copy 
to us for retention. Your cooperation in this matter is greatly appreciated. 
 
 
 
 
BUSINESS ASSOCIATES PHI (PERSONAL HEALTH INFORMATION) 
                                         PRIVACY AGREEMENT 
 
 
I, the undersigned, representing Global Diagnostic Services, Inc., understand that I 
am being given certain Personal Health Information from Global’s client(s), 
provider(s), and agree to: 
 
 

1. Use the information only for the purposes for which they were engaged by 
the providers. 

2. Safeguard the information from misuse. 
3. Help the provider comply with our duties to offer individuals access to health 

information about them and a history of certain disclosures. 
4. Advise the provider when violations have occurred. 
5. Cooperate with the provider to provide individuals access to information 

upon request where this applies. 
 
 
I further understand that the provider discloses the information to our firm only 
to help the provider carry out their health care functions-not for any 
independent use by our firm. 
 
 
Signed: ___________________________________Date:__________________ 
 
Position: __________________________________ 





Global Diagnostic Services, lnc. 

www.globaldiagnostic.net 

 
“Managing the Business of Medicine” 

 
P.O. Box 83526           Phone: (770) 602-0502 
Conyers, GA 30013              Fax: (770) 761-9742 
 

CONFIDENTIAL REFERENCE INQUIRY 
 
Dear previous Employer: 
 
Global verifies the employment history of all of our applicants prior to placement.  We would greatly appreciate your response 
to this form.  Please fax it back to us at 770-602-4773.  Thank you in advance for your cooperation. 
 

CONTRACTOR, PLEASE COMPLETE 
(The information provided will be held in the strictest confidence.) 

Please print 
Name:__________________________________________  SS#___________________________ 
 
Employed from:_______________ to _________________  Position Held:______________________________ 
 
Employer’s Name:_________________________________ Phone:_________________ Fax:_______________ 
 
Employer’s Address:__________________________________________________________________________ 
   Street    City   State   Zip 
 
Reason for leaving:___________________________________________________________________________ 
 
“I, the undersigned, authorize you to release any information pertaining to my work skills, character, experience, or records 
while in your employ to Global Diagnostic Services, Inc.  You are released from any and all liabilities which may result from 
furnishing such information. 
 
Print Name:_________________________  Signature:_______________________________   Date:__________________ 
 

Former Employer to Complete 
(For office use only.  Contractor, do not complete bottom section.) 

 
Is the information above accurate? Yes_____ No______ 
If not, please provide current information ______________________________________________________________ 
Reason for leaving:_______________________________ 
Eligible for re-hire:________________________________ 
 
Personal Evaluation: 
      Excel  Good  Fair  Poor 

Knowledge and application of skills 
Punctuality 
Relations with Co-workers 
Accepts Supervision 
Attitude and Cooperation 
Grooming/Hygiene 
 
Additional Comments:_____________________________________________________________________________________ 
 
Completed by:_______________________________ Title:___________________________ Date:__________________ 

 



Global Diagnostic Services, lnc. 

www.globaldiagnostic.net 

 
“Managing the Business of Medicine” 

 
P.O. Box 83526           Phone: (770) 602-0502 
Conyers, GA 30013              Fax: (770) 761-9742 
 

CONFIDENTIAL REFERENCE INQUIRY 
 
Dear previous Employer: 
 
Global verifies the employment history of all of our applicants prior to placement.  We would greatly appreciate your response 
to this form.  Please fax it back to us at 770-602-4773.  Thank you in advance for your cooperation. 
 

CONTRACTOR, PLEASE COMPLETE 
(The information provided will be held in the strictest confidence.) 

Please print 
Name:__________________________________________  SS#___________________________ 
 
Employed from:_______________ to _________________  Position Held:______________________________ 
 
Employer’s Name:_________________________________ Phone:_________________ Fax:_______________ 
 
Employer’s Address:__________________________________________________________________________ 
   Street    City   State   Zip 
 
Reason for leaving:___________________________________________________________________________ 
 
“I, the undersigned, authorize you to release any information pertaining to my work skills, character, experience, or records 
while in your employ to Global Diagnostic Services, Inc.  You are released from any and all liabilities which may result from 
furnishing such information. 
 
Print Name:_________________________  Signature:_______________________________   Date:__________________ 
 

Former Employer to Complete 
(For office use only.  Contractor, do not complete bottom section.) 

 
Is the information above accurate? Yes_____ No______ 
If not, please provide current information ______________________________________________________________ 
Reason for leaving:_______________________________ 
Eligible for re-hire:________________________________ 
 
Personal Evaluation: 
      Excel  Good  Fair  Poor 

Knowledge and application of skills 
Punctuality 
Relations with Co-workers 
Accepts Supervision 
Attitude and Cooperation 
Grooming/Hygiene 
 
Additional Comments:_____________________________________________________________________________________ 
 
Completed by:_______________________________ Title:___________________________ Date:__________________ 

 



Global Diagnostic Services, lnc. 

www.globaldiagnostic.net 

 
“Managing the Business of Medicine” 

 
P.O. Box 83526           Phone: (770) 602-0502 
Conyers, GA 30013              Fax: (770) 761-9742 
 

CONFIDENTIAL REFERENCE INQUIRY 
 
Dear previous Employer: 
 
Global verifies the employment history of all of our applicants prior to placement.  We would greatly appreciate your response 
to this form.  Please fax it back to us at 770-602-4773.  Thank you in advance for your cooperation. 
 

CONTRACTOR, PLEASE COMPLETE 
(The information provided will be held in the strictest confidence.) 

Please print 
Name:__________________________________________  SS#___________________________ 
 
Employed from:_______________ to _________________  Position Held:______________________________ 
 
Employer’s Name:_________________________________ Phone:_________________ Fax:_______________ 
 
Employer’s Address:__________________________________________________________________________ 
   Street    City   State   Zip 
 
Reason for leaving:___________________________________________________________________________ 
 
“I, the undersigned, authorize you to release any information pertaining to my work skills, character, experience, or records 
while in your employ to Global Diagnostic Services, Inc.  You are released from any and all liabilities which may result from 
furnishing such information. 
 
Print Name:_________________________  Signature:_______________________________   Date:__________________ 
 

Former Employer to Complete 
(For office use only.  Contractor, do not complete bottom section.) 

 
Is the information above accurate? Yes_____ No______ 
If not, please provide current information ______________________________________________________________ 
Reason for leaving:_______________________________ 
Eligible for re-hire:________________________________ 
 
Personal Evaluation: 
      Excel  Good  Fair  Poor 

Knowledge and application of skills 
Punctuality 
Relations with Co-workers 
Accepts Supervision 
Attitude and Cooperation 
Grooming/Hygiene 
 
Additional Comments:_____________________________________________________________________________________ 
 
Completed by:_______________________________ Title:___________________________ Date:__________________ 

 



Name____________________________________ Date _______________________RN LPN

Please rate your skill level as accurately as possible by placing a check in the appropriate box.  
This will enable us to insure that you are only sent to assignments for which you are qualified.
 

1 = High level of competency.  Can perform independently with proficiency.
2 = Moderately experienced.  May require some assistance
3 = Some experience.  Requires assistance to perform.
4 = No experience.  

Skill Level 1 2 3 4
MEDICATIONS
MAR Documentation
Dose Calculation
Generic Equivalents
Knowledge of drug actions/interactions
Administration of oral medications
Administration of sublingual medications
Administration of Intradermal medications
Administration of Intramuscular medications
Administration of Subcutaneous medications
Administration of Topical medications
Administration of eye drops
Administration of ear drops
Inventory and storage of medications
Pill Pass for 15 or more patients
Administration of medications to pediatric patients
INFECTION CONTROL
AIDS/HIV Interaction
Hepatitis Interaction
Fever Management
Decubitus Care
Linen Handling (Transporting, storing)
Disposal of Sharps and Infectious Wastes
PAIN MANAGEMENT
Documentation of pain
Pain Assessment 
Documentation of pain medication effectiveness
IV THERAPY
IV Certified (Check Level 1 if certified)
DIABETIC CARE
Glucose Monitoring
Symptoms of Hyper and Hypoglycemia
Regular, long-acting and mixed insulins
Type II Oral & Injectible Medications

Skills Checklist for Nurse Contractors



1 = High level of competency.  Can perform independently with proficiency.
2 = Moderately experienced.  May require some assistance
3 = Some experience.  Requires assistance to perform.
4 = No experience.  

Skill Level 1 2 3 4
CARDIOVASCULAR
Blood pressure
Pulse and Pulse Oximetry
Circulation Checks
CPR
Cardiac Monitoring 
Thrombophlebitis
DVT
CHF
Cardiac Medication Administration 
Angina
Aneurysm
Post MI Care
Cardiac Postsurgical Care
GASTROINTESTINAL
Tube Feedings
Bowel Preparation
Gastrointestinal Bleeding
Colostomy Care
NG Tube (placement and maintenance)
Assessment of Bowel Sounds
Assessment of Abdomen
Administration of Enemas
Symptoms of Fecal Impaction
GENITOURINARY
Renal failure
Incontinance Assessment
IO Data Assessment
Symptoms of UTI
Indwelling cateter insertion and maintenance
Care of Dialysis Patients
ORTHOPEDICS
Circulation Assessment
Gait Assessment
Range of Motion Assessment
Casts 
Osteoporosis
Hip Replacement
Knee Replacement
Rheumatic diseases
Use of canes, crutches, walkers & wheelchairs



1 = High level of competency.  Can perform independently with proficiency.
2 = Moderately experienced.  May require some assistance
3 = Some experience.  Requires assistance to perform.
4 = No experience.  

Skill Level 1 2 3 4
NEUROLOGICAL
Consciousness level assessment
Dementia
Neuromuscular diseases
CVA
Pupil Check
Aneurysm 
Spinal Cord Injuries
Seizures
PSYCHIATRIC
Depression 
Psychotropic Medications
Use of restraints
Assessment of behavioral problems
WOUNDS/TRAUMA
Gunshot Wounds
Stab Wounds
Post-Surgical Wound Care
Pressure Sore Care and Prevention
Sterile Dressing Changes
Wound irrigation
Staple and suture removal
Burns
RESPIRATORY
Repiratory System Assessment
Administration of Oxygen
Care of intubated patient
COPD Patients
ARDS Patients
OTHER
Incident Reporting
Accident Reports
Regulatory Guidelines relative to patient setting
HIPAA Certification
Code Status
Charting Systems

All information provided above is correct.

___________________________________________ __________________
Signed Date



 
Global Diagnostic Services, Inc. 

 
Managing the Business of Medicine 

P.O. Box 83526        Phone:  (770) 602-0502 
Conyers, GA 30013        Fax:  (770) 761-9742 

 
Hepatitis B Vaccination 

Acknowledgement Statement 
Only one section should be applicable to you. 

Please sign only the section that applies.
 

GDS requires that you provide proof of the hepatitis and booster shots prior to being placed as 
a GDS Independent Contractor. 
 
SECTION I 
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 already been 
given the hepatitis vaccine and require no booster shots in the series. (Please submit proof.) 
 
_______________________________                                          __________________ 
Contractor Signature                                                                       Date 
 
 
 
SECTION II 
I understand the OSHA guidelines and need #____ shots/boosters in the series. I will make 
arrangements on my on time and at my personal expense to obtain these, so I will be in 
compliance with current OSHA guidelines and provide proof in writing to the GDS staff 
representative prior to being placed as a GDS Independent Contractor. 
 
_______________________________                                          __________________ 
Contractor Signature                                                                       Date 
 
 
SECTION III
                          Hepatitis B Vaccination-Declination Statement 
 
I understand and acknowledge that due to my occupational exposure to blood or other 
potentially infectious materials that I may be at risk of acquiring hepatitis B virus (HBV) 
infection. I have been given the opportunity to obtain the hepatitis B vaccine at my own expense 
or provide written documented proof of current vaccinations that meet the OSHA guidelines by 
GDS and I have declined to do both at this time. I understand that by declining to obtain the 
vaccine, I continue to be at risk of acquiring hepatitis B, or other infections. 
 
I understand the OSHA guidelines and the Declination Statement above and have declined. I 
am not interested in having the Hepatitis B vaccination series. 
_____________________________                         ________________ 
Contractor Signature                                              Date                    



 

                                           Direct Deposit Agreement Form   
 
Global Diagnostic Services Inc. 
P.O. Box 83526 
Conyers, Georgia 30013 
770-602-4730 (office) 
770-602-4773 (Fax) 

Authorization Agreement 
I hereby authorize Global Diagnostic Services Inc. to initiate automatic deposits to my account at the financial 
institution named below. I also authorize Global Diagnostic Services Inc. to make withdrawals from this 
account in the event that a credit entry is made in error. 

Further, I agree not to hold Global Diagnostic Services Inc. responsible for any delay or loss of funds due to 
incorrect or incomplete information supplied by me or by my financial institution or due to an error on the part of 
my financial institution in depositing funds to my account. 

This agreement will remain in effect until Global Diagnostic Services Inc. receives a written notice of 
cancellation from me or my financial institution, or until I submit a new direct deposit form to the Payroll 
Department.  

All checking or saving accounts must have employee or contractor as primary holder of the account. 

Account Information 

Name of Financial Institution:  

Routing Number:   

Account Number:  
Checking 

 
Savings 

 
 

Signature 

Authorized Signature (Primary):  Date:  

Authorized Signature (Joint):  Date:  
Please attach a voided check, (deposit slip for saving accounts) and fax to:  

Payroll Department @ 770-602-4773 (fax) 
 
 
 

        
       (Direct Deposit will not be processed without voided check.) 

   Place Voided Check Here 



GLOBAL DIAGNOSTIC SERVICES, INC. 
 
P.O Box 83526                                                                                    Phone: 770-602-0502 
Conyers, GA 30013                                                                                 Fax: 770-761-9742 
 

BACKGROUND CHECK AUTHORIZATION 
 
To Whom It May Concern: 
 
I hereby authorize and request any present or former employer, school, credit agency, financial 
institution, law enforcement agency, city, state, county and federal court and agency, military 
service or other persons having personal knowledge about me, to furnish Global Diagnostic 
Services, Inc. with any and all information in their possession regarding me in connection with an 
application for contract services. I am willing that a photocopy of this authorization be accepted 
with the same authority as the original, and I specifically waive any written notice from any 
present or former employer who may provide information based upon this authorized request. I 
understand this authorization is to be part of the written agreement, which I sign. 
 
I have been given a stand-alone, consumer notification that a report will be requested and used for 
the purpose for evaluating me for contract services.  Additionally, I authorize Global Diagnostic 
Services, Inc. to release this information to their Clients who may be interested in offering me 
assignments as well as other information which may be pertinent to secure an assignment such as 
social security card, driver’s license, certifications, etc.   
 
I will hold Global Diagnostic Services, Inc., any former employers, educational institutions and 
any other person or entity giving references free of liability for the exchange of this information 
and any other reasonable and necessary information incident to the contracting process. 
 
Date                                        __________________________________________ 
 
Applicant’s Name                  __________________________________________ 
 
Signature                                __________________________________________ 
 
For Identification Purposes Only: 
 
Race    _________________  Sex ______________ 
 
Date of Birth                          __________________________________________ 
 
Social Security Number         __________________________________________ 
 
Drivers License Number        __________________________________________ 
 
Current Street Address           __________________________________________ 
 
City, State & zip code           __________________________________________ 
 
Telephone Number                 __________________________________________ 



 
Global Diagnostic Services, Inc. 

 
 
P.O. Box 83526        Phone:  (770) 602-0502 
Conyers, GA 30013        Fax:  (770) 761-9742 

OUR CLIENTS’ POLICIES 
FOR CONTRACTOR DRESS & CONDUCT 

 
 1. No denim of any color (Jeans, Dress, Shirt, Blouse, etc.) 
 2. No sleeveless blouse or shirt 
 3. No shorts, skirts or anything resembling shorts 
 4. No flip-flops or beach sandals (Dress sandals are acceptable) 
 5. No T-Shirts with vulgar messages, profanity or alcohol advertisements. 
 6. No pagers or cell phones. 
 7. No cigarette lighters or matches. 
 8. No glass or metal (perfume, nail polish, bottles, pocket knives, etc.) 
 9. No alcohol on the premises, your person or your breath. 
 10. No weapons allowed on the premises. 

11. For security and identification purposes, please have a picture ID available 
to present when requested. 

 
Notification of performance or personality concerns with a client should be reported to 
GDS within 48 hours.  All concerns will be documented and handled immediately. Our  
intentions are to hear both sides and to gain accurate knowledge of how to proceed with a  
corrective plan.  This plan will be discussed with the client to verify if the plan meets or  
exceeds requirements.   

 
Immediate termination of contract can occur with: 
 

 Violation of the client’s rules and regulations  
 Refusal to perform a work assignment or duty within your qualifications 
 Late attendance and or not showing up for the assignments  
 Theft or dishonesty, including falsifying documents 
 Failure to report problems involving client’s property 
 Creating dissension on and in the client’s premises 
 Destroying or defacing client property or the property of others 
 Misrepresentation of credentials 
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 Possession of illegal weapons, alcohol, narcotics, or controlled substances while 
on the Client’s property at anytime 
 

Nondiscriminatory Statement 
 
The commitment of Global Diagnostic Services, Inc., to the most fundamental  
Principals of equality and opportunity and human dignity requires that decisions 
involving employees be based on individual merit and be free from invidious  
discrimination in all its forms. 
 
It is the policy of Global Diagnostic Services, Inc., not to engage in discrimination 
or harassment against any person because of race, color, religion, sex, national  
origin, ancestry, age, marital or family status, disability, sexual orientation,  



GDS’ Policies Page 2 of 3 

unfavorable discharge from the military, or status as disabled veteran or a veteran 
of the Vietnam era and to comply with all federal and state nondiscrimination,  
equal opportunity and affirmative action laws, orders, and regulations. 
 
The nondiscrimination policy applies to employment/contract programs and 
activities.  Complaints of invidious discrimination prohibited by company policy 
are to be resolved within existing company procedure.  Global Diagnostic 
Services, Inc. policy is intended to be consistent with the provisions of applicable 
state and federal laws. 
 
To file a complaint of discrimination, write Global Diagnostic Services, Inc., 
PO Box 83526, Conyers, GA 30013 or call (770) 602-0502. 
 
 

Sexual Harassment Policy 
 
 Global Diagnostic Services, Inc. has a longstanding commitment to maintain a  

work environment free of all forms of discrimination, including sexual 
harassment, for all associates consistent with its commitment to equal opportunity 
and its obligations under Title VII of the Civil Rights Act.  “Sexual harassment” 
is defined as unwelcome sexual advances for sexual favors.  Sexual harassment 
also includes verbal or physical conduct that creates an intimidating, offensive or 
hostile working environment.  The cooperation and participation of every 
associate is essential in helping the Company maintain this policy.  If you would 
like to discuss this policy or have concerns about a potential harassment problem 
that may affect your ability to do your job, you should contact the appropriate 
Human Resources representative. 
 
 

Drug-Free Workplace Policy 
 

Global Diagnostic Services, Inc. is committed to maintaining a drug-free 
workplace and promoting high standards of health and safety.  The use, 
possession, distribution, manufacture, sale or being under the influence of illegal 
drugs or alcohol, or misuse of prescription drugs by associates during working 
hours, on Company or Company’s Clients property, on Company business or 
while utilizing Company-owned or rented vehicles or property is strictly 
prohibited.  Any associate who engages in such conduct will be subject to 
corrective action up to and including separation. 
 
The only exception to this policy is the proper taking of prescribed drugs under 
the direction of a physician and the responsible use of alcoholic beverages as a 
part of an authorized Company function. 
 
Federal law requires that associates notify the Company of any convictions of a 
criminal drug statue involving offense committed on Company property or while 
on Company business within five days of conviction.  If you have been involved 
in an incident above as outlined above or have any questions, you should contact 
the appropriate Human Resources representative. 
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Agency Nurse Criteria 
 
Effective immediately, all agency nurses must adhere to the following criteria: 
 
 1. Must clear Department of Corrections Criminal History Check 

2. Must have a valid Nursing License for the State in which they will 
be working.   

 3. Must have one year Medical/Surgical experience 
 4. Familiar with Colostomy and Tracheotomy Care 
 

I acknowledge that I have read, understand and agree to abide by GDS’ policies while 
servicing Company’s clients. 

 
Name:____________________   Signature:____________________ Date:_______________ 
                        (Print) 



Welcome to Global Diagnostic Services 
 
We are delighted that you are part of the Global team.  We hope that this letter will help 
you understand our payroll and other administrative systems.  We’ve also listed a few 
items that will help you understand our mutual rights and responsibilities. 
 
Pay Periods & Payroll Information 
 
A blank timesheet and a sample timesheet are enclosed for you.  Please make copies 
of the blank timesheet so you will have one ready to fill out whenever you work.  If you 
have questions on how it should be filled out, please contact the Payroll Department 
(770-602-4730). 
 
Pay Periods run from Sunday through Saturday.  You will be paid on the following 
Friday for any time worked during a pay period providing your signed and approved time 
sheet is received by 10am on the Monday following the week you worked.  Time sheets 
received after the10am deadline will be processed the following week.  It is solely your 
responsibility to insure that your time sheet has been received in our office.  The fax 
number for time sheets is 770-602-4773.  The number to call to see if we have received 
your time sheet is 770-602-4730 or 1-877-875-7675 (toll free).   
 
You can elect to either have a payroll check mailed to you or to have your money direct 
deposited into your account.  If you choose to have the check mailed, it will be mailed 
out on Wednesday and should be received by you on Friday.  If you choose the direct 
deposit option, please fill out the Direct Deposit Agreement Form enclosed and fax a 
copy of a voided check to 770-602-4773.  It can take up to two pay periods for direct 
deposit to take effect. 
 
Payroll checks will be valid for 60 days from the date of the check.  Please cash/deposit 
your checks promptly.   
 
All payroll issues must be communicated, in writing, to Payroll within eight weeks of the 
payroll week ending date.  Payroll will investigate the issue and communicate the 
resolution, in writing, within 30 days.  Any concerns that are beyond the eight week date 
will not be investigated.   
 
All Payroll questions should be directed to our Corporate Office at 770-602-4730 or 1-
877-875-7675 (toll free). 
 
Holidays 
 
We recognize six holidays:  New Year’s Day, Memorial Day, Independence Day, 
Labor Day, Thanksgiving Day, and Christmas Day.  If you work on one of the above 
holidays, you will be paid at one and one half times your normal hourly rate (time and a 
half).   
 



If you work at any MCG site, recognized holidays are:  New Year’s Day, Martin Luther 
King, Jr. Day, Memorial Day, Independence Day, Labor Day, Thanksgiving Day, Day 
after Thanksgiving, Christmas Eve and Christmas Day.  If you work at any MCG site on 
one of the above holidays, you will be paid at one and one half times your normal hourly 
rate (time and a half).   
 
Please contact the Payroll Department if you have any questions regarding whether a 
particular site is part of MCG. 
 
Call Outs 
 
If you have agreed to accept an assignment(s) and find that you are unable to fulfill your 
commitment, please contact your Global Staffing Coordinator at least four hours before 
you are due to report.  The office number is 770-602-0502.  If calling after hours, you 
will be transferred to our answering service who will immediately notify your Staffing 
Coordinator.  Excessive callouts and no shows may result in a discontinuation of our 
agreement.   
 
Referrals 
 
We will pay a referral fee for any nurse referred to us by you.  The fee of $100.00 will be 
payable after the referred nurse has worked for us for 80 hours (excluding site orientation 
time).   If the referred nurse does not complete the time requirement, the fee will not be 
paid to you.  Please call for a referral form whenever you refer a nurse to us. 
 
Personal Information Changes 
 
If you move or change your phone numbers or e-mail address, please notify us – in 
writing – and fax the notification to 770-602-4773.   It is very important that you keep 
your information current at all times.  If we can’t contact you, we can’t schedule you.  
Any request for address changes, etc., must be in writing and signed by you. 
 
Please sign below to acknowledge that you have read these instructions in their 
entirety and understand your contractual responsibilities as outlined above. 
 
 
_______________________________ ______________________ 
Signature     Date 





Global Diagnostic Services Inc.

P.O. Box 83526 SITE NAME:_________________________________
Conyers, GA  30013

Tel: 770-602-0502     Fax: 770-602-4773

www.globaldiagnostic.net

Contractor:______________________________

Week of:_______________________________

IMPORTANT: Fax timesheets every Monday by 12:30 p.m. to 770-602-4773 or 678-750-1601. Timesheets received after 

12:30 p.m. will be processed the following week; NO EXCEPTIONS!  Be sure to call us to confirm receipt.  Give copy to departmental manager 

and keep copy for your records. 

                    (Convert hours to the nearest quarter hours worked.)     (For Office Use Only)
   Convert Net Hours To:

  Minus Lunch/Appts. 1st Shift 2nd Shift OT Hrs

Day Date Time In Time Out Gross # Hrs. Out In Out In Net hrs.

Sunday 

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

   Total Hours xxxxxxx xxxxxxxxx

Please use table below for split shifts, holidays, vacation and or sick time only.     (For Office Use Only)

   Convert Net Hours To:

  Minus Lunch/Appts. 1st Shift 2nd Shift OT Hrs

Day Date Time In Time Out Gross # Hrs. Out In Out In Net hrs.

My signature confirms that I have worked the hours listed on this time sheet.  I understand that any false information listed by me on this timesheet

may qualify for my automatic dismissal from any future assignments with GDS.

Contractor's Signature:___________________________    Date:______________________

By signing this time sheet, the Client confirms that the hours worked are correct and work has been performed in a satisfactory manner; and

confirms the prior agreement or contract obligations between GDS and Client with respect to services performed hereunder and any future services.

Authorized Signature Only:__________________________Title:________________________ Date:______________________

http://www.globaldiagnostic.net/
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