

Providence Health & Services - Oregon

Student Affiliation Pre-Placement Verification Checklist

Attention PH&S Manager:

This letter is to provide your department with documentation that 

(Name)__________________________________
(“Student”) 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.  


  Background Check Completed – (see section 2.9 of SAP Agreement)



Social Security Number (SSN) Trace
_
Office of Inspector General (OIG) Sanctions List/General Services Administration’s Excluded Parties Listing System (GSA/EPLS)
_
Criminal History 

Sex Offender Registry
   
  HIPAA Training – (see section 2.10 of SAP Agreement)
   
  Drug Screening – (see section 2.6 of SAP Agreement)

   
  Health Screening – (see section 2.7 of SAP Agreement)
· Hepatitis B

· Measles, Mumps, Rubella (MMR)

· Varicella 

· TB Screen

· Diphtheria, Pertussis, and Tetanus (DTaP)

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.
NOTE TO PH&S Manager: Please maintain this document within your department in a confidential file. It is required that we maintain these records 3 years post student’s completion of Student Affiliation program participation.
Thank you,

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

________________________________________________

Date
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