2811 Tieton Drive Yakima, WA 98902
Medical Staff Policy
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CATEGORIES OF MEDICAL STUDENT PARTICIPATION

Pre-Clinical Patient Evaluation Experience:
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ACTIVE - CLINICAL MEDICAL STUDENT PATIENT MANAGEMEN T EXPERIENCE:
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ACTIVE — NURSE PRACTITIONER (NP)/CERTIFIED NURSE MIDWIFE (CNM)/CERTIFIED REGISTERED NURSE
ANESTHETIST (CRNA) or OTHER ADVANCED REGISTERED NUR SE PRACTITIONER (ARNP) STUDENTS
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ACTIVE — PHYSICIAN ASSISTANT STUDENTS
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Yakima Valley Memorial Hospital
Application For Student Rotation

(This form must be completed in full with all attac hments provided)

NAME IN FULL: DATE:

Any Other Name Used in Professional Practice:

School Name/Address: Contact Phone:

Local Yakima Office Practice/Group Name:

Residence Address: Residence Phone:

DOB: SS#: e-mail address :

Status Requested: @ Observational @ Active
Program: @ Dental®@ Medical @ Nurse Practitioner @ RN-First Assistant @ PA

@ Check if an approved rotation through your school.

Rotation Start Date: End Date:
Yes | No Description
Observational and Active students:
! ! - & B ! D
! D
I - I D
/ I
5 & 2 & & 2&
E 1 1 1 1 1 1 Bl 7
1 ! 9 F
- 2 34
- GH!
Active Students Only
& . A ,
7 ! I
I 1 1
* items provided with this application

SIGNATURE OF STUDENT: DATE:
Completed App. Rec’d: Clinical Affiliation Agreement verified?
COMMENTS:
To Cred Comm: To MEC:




Complete Section A

the subject of your inquiry. Pasitive identification or non-identification can only be effected upon receipt of
fingerprints. Applicant may be advised of inquiry.

/@ SUBJECT INFORMATION: (Please type or print clearly) \

Applicant's Name:

Last First, Niddle
Alias/Maiden Name:
Date of Birth: Sex: Race:
Maorth/Day/year
Social Security Number: Drivers Lic. Number/State /

\ WSP USE ONLY j
REQUESTER INFORMATION: (Please type or print clearly) \

DATE: / /

Mo, Day Yr. {print) Name/Title of Requester
PHONE No. { )
REQUESTER'S ADDRESS: (type or cleary stamp address)

Requester's Signature

Requesting Agency Right Thumb Print (Optional)

Name

Address

kw State ZIP Code /
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Follow safe practice at all times!

Identify evacuation routes.
Be alert for safety hazards and report themto a  department director or the Safety Officer at ext. 8054.

Emergency 8123
R-escue Code Red .
Alarm Report to person in charge of area.
C-ontain Know where the fire extinguishers and pulls are located
E-xtinguish Know location of emergency power outlets
P-A-S-S Pull pin - Aim nozzle - Squeeze handle - Sweep
Cardiac/Respiratory Arrest Code Blue
Infant/Child Abduction Code Amber
Disorderly/Assistance Needed Code Gray + location
Disaster External Disaster - Follow Medical Staff Bylaws — “...provide urgent
and emergent care in the Hospital as required...”
Rapid Response Team Rapid Response Team
Weapon/Hostage Situation/Bomb Threat Code Silver + location (This code is not announced; departments are notified

to search area. Stay calm. Keep caller on the line and obtain information, i.e. who,
what, when and why. Listen for background noises. Ask switchboard operator to
notify appropriate people. )

Security (24 hours, 7 days a week) Pager # 173-102 in house or call the operator

Security escort 0 — ask for security

Earthquake Follow hospital policy

Power/Communication Failure 8052 — Emergency generators will activate within 8 seconds.

Chemical Spill Code Orange

Engineer on duty (24 hours, 7 days a week) Pager # 173-443

Nursing Supervisor Pager # 173-042

MSDS — Material Safety Information Located in each Department/Hospital Intranet

ENVIRONMENT OF CARE ROLES & RESPONSIBILITIES
% 5 ! !

DANGEROUS ABBREVIATIONS: ( DO NOT USE)

U Write “unit” NATIONAL PATIENT SAFETY GOALS

U Write “international unit” 'Cl;he Ipu.rpose of the Jloint Commissipn‘s Nationafl Patient Safety

MS, MSO,, or Write “morphine sulfate” or oals is to promote improvements in patient safety.

MaSo “magnesium sulfate” . Improve the accuracy of patient |dent|f|caF|on

904 e Improve the effectiveness of communication among

g.d. or Q.D. Wr!te “dally ) caregivers.

g.0.d.or Q.0.D. Write “every other day’ - Improve the safety of using medications.

Trailing O W”_te Xmg - Ne_Ver_ write a zero - Reduce the risk of health care-associated infections.

(x.0 mg) by itself after a decimal point (Comply with the CDC and Hospital Hand Hygiene

Lack of leading O Write 0.X mg - Always use a program)

(.x mg) zero before a decimal point - Reduce the risk of patient harm resulting from falls.
Accurately and completely reconcile medications across
the continuum of care.

| will notify YVMH hospital staff immediately when | note problems in any of these areas.

Reviewed by: Date:

Signature of applicant




HIPAA EDUCATION

The Health Insurance Portability and Accountability Act (HIPAA) is a privacy rule that creates national
standards to protect individuals’ personal health information (PHI) and gives patients increased access to their
medical records.

HEALTH INFORMATION COVERED:

Any information, whether spoken, electronic or written that relates to the health of the individual, the health
care provided to that individual or payment for health care provided is considered protected.

PATIENT RIGHTS INCLUDE:

Knowledge of who has access to his/her health information

Ability to access his/her medical record and/or amend incomplete or incorrect information
Requirement of authorization before information is given, except as allowed by HIPAA
May request an accounting of all disclosures in a six-year period

Recourse if his/her rights are violated

YOUR ROLE IN PROTECTING PATIENT RIGHTS

DISCLOSURE:

Any information that relates to a patient’'s health cannot be disclosed unless authorized by the patient or
someone acting on the patient’s behalf or unless permitted by HIPAA regulation. The facility must limit access
to only those individuals who need the information for a legitimate purpose.

WHAT TO DISCLOSE:

Any information that is shared should be limited to the minimum necessary, the least amount of information to
accomplish the purpose of the request. However, this does not apply to the sharing of the medical record for
treatment purposes.

YVMH Privacy Officer: Director of Health Information Management (resource for staff's concerns)
YVMH Security Officer: Vice President/Chief Information Officer
YVMH Privacy Officer: Patient Representative (resource for patients’ concerns)

Appropriate disposal of materials containing identifiable health information
Process for reporting patient and employee concerns regarding privacy
There are penalties for violating confidentiality

Signature Date

This signature verifies that | have received education about HIPAA, Patient Rights and my responsibilities in
protecting these Patient Rights.




WORKFORCE MEMBER CONFIDENTIALITY AGREEMENT

| understand that | may have access to protected health information (PHI) and confidential
information about the business and financial interests (referred to as “Confidential Information” in
this Agreement) of Yakima Valley Memorial Hospital (YVMH). | understand that Confidential
Information is protected in every form, such as written records and correspondence, oral
communications, and computer programs and applications.

| agree to comply with all existing and future YVMH policies and procedures to protect the
confidentiality of Confidential Information. | agree not to use, copy, make notes regarding,
remove, release, or disclose Confidential Information, unless it is permitted by YVMH policy.

| agree not to share or release any authentication code or device, password, key card, or
identification badge to any other person, and | agree not to use or release anyone else’s
authentication code or device, password, key card, or identification badge. | agree to notify the
appropriate manager immediately if | become aware that another person has access to my
authentication code or device, password, key card, or identification badge, or otherwise has
unauthorized access to the hospital’s information system or records.

| agree that my obligations under this Agreement continue after my employment or my time as a
student or volunteer ends.

| agree that, in the event | breach any provision of this Agreement, the Hospital has the right to
reprimand me or to suspend or terminate my employment or volunteer status with or without
notice at the discretion of the Hospital, and that | may be subject to penalties or liabilities under
state or federal laws. | agree that, if the Hospital prevails in any action to enforce this Agreement,
the Hospital will be entitled to collect its expenses, including reasonable attorney’s fees and court
costs.

Employee/Volunteer/Student Name Signature

Date
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Student Name

Date

Signature



