

Providence Health & Services - Oregon

Student Affiliation Check Verification

PHS Manager:

This letter is to provide your department with documentation that 

__________________________________
(“Student”),





Name


SSN

has met the requirements to participate as an Affiliated Student with Providence Health & Services, as required by the Student Affiliation Program Agreement between our organizations. 

My initials in the spaces provided below indicate that these items have been completed, in accordance with the Student Affiliation Program Agreement guidelines.  


  Criminal Background Check Completed


_

Social Security Number (SSN) Trace Report – This report will list names and   addresses used with the social security number and aide in identifying counties/states of residence. 

_
   Office of Inspector General (OIG) Sanctions List/General Services Administration’s Excluded Parties Listing System (GSA/EPLS) – This verification will include a search for individuals that have been sanctioned by the Department of Health and Human Services (DHHS), Office of Inspector General (OIG) and the General Services Administration’s Excluded Parties Listing System (GSA/EPLS) for program related fraud who are ineligible to participate in federally or state funded health care programs.  Subsequent verifications will be conducted in accordance with applicable federal requirements as it relates to re-verification. 

_
   Criminal History – Criminal history records will be verified for a minimum of 7 years.  A conviction is not an automatic bar to employment or to participation in a student affiliation program.  Each case will be reviewed on an individual basis considering factors such as recentness, seriousness and nature of the offense as it relates to the job for which an applicant applies.

   
  HIPAA Training DVD – DVD viewed prior to student presenting for first day of educational experience. 
   
  Drug/Health Screening – (see section 2.6 and 2.7 of SAP Agreement)

Thank you,

Student Affiliation Program Representative Name (please print) 
Student Affiliation Program Representative Signature

________________________________________________

Date

NOTE TO Student Affiliation PROGRAM REPRESENTATIVE:  Please initial in the spaces provided to indicate completion of each item.  Please provide a completed and signed copy of this verification to the student to give to the department manager on his/her first day as an Affiliated Student with Providence Health & Services - Oregon.
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