
VAWNYHS Research & Development 
 Without Compensation Application 

Welcome to Research at VA Western New York Healthcare System!  This package includes all of the 
requirements for obtaining a Without Compensation appointment.  Please complete the package and 

return, with all additional forms and documentation, to the VAWNYHS Research Office. 

Upon review of your completed package, the Research Office will contact you for an appointment to 
verify your documents and have fingerprints done.  At this time an appointment letter will be generated, 

and the complete package will be forwarded to Human Resources for processing.  

At this time you will also be provided the education requirements specific to the work you will be doing.  
These should be completed as soon as possible to ensure that once your signed appointment letter is 

received from HR you can be added to a research study as soon as possible. 

This process can take time as there are a series of steps required during the review and processing.  Your 
point of contact in the Research Office will keep you updated as necessary throughout the process. 

It is important to remember that NO RESEARCH ACTIVITIES CAN BEGIN UNTIL FINAL APPROVAL 
IS PROVIDED FROM THE RESEARCH OFFICE. 

Name: Degrees/Licenses: 

Occupation: 

Address: 

City: State: Zip: 

Phone: Email: 

Alternate 
Number: 

Emergency 
Contact/Phone: 

US Citizen:  Yes   No If no, what 
country: 

UB Medical Student or Resident in Training?  Yes   No  **If yes, please STOP and see Glenda Wood in Room 803 core** 

Is the research part of course curriculum?  Yes   No   N/A 

Type of research:  Animal   Human   Laboratory   Administrative Duties Only 

VA Principal Investigator(s): 
Name the PI(s) you will be working with 



VA – WOC APPOINTEE INTELLECTUAL PROPERTY AGREEMENT 

This agreement is made between WOC Applicant Name and the Department of Veterans Affairs (VA) in 
consideration of my Without Compensation (WOC) appointment by the VA Western New York Healthcare System 
(VAMC) and performing VA-approved research (as defined below) utilizing VA resources.  This agreement is not 
intended to be executed by WOC appointees exclusively performing clinical services, attending services, or 
educational activities at the VAMC. 

1. I hold a WOC appointment at the VAMC for the purpose of performing research projects, evaluated and
approved by the VA Research and Development Committee (VA-approved research), at that VAMC.

2. By signing this agreement, I understand that, except as provided herein, I am adding no employment
obligations to the VA beyond those created when I executed the WOC appointment.

3. I have read and understand the VHA Intellectual Property Handbook 1200.18.  Available at
https://www.research.va.gov/programs/tech_transfer/policies.cfm, which provides guidance and
instruction regarding invention disclosures, patenting and the transfer of new scientific discoveries.

4. Notwithstanding that I am an employee or appointee at Current Employer Name, I will disclose to VA any
invention that I make while acting within my VA-WOC appointment in the performance of VA-approved
research utilizing VA resources at the VAMC or in VA-approved space.

5. I understand that the VA Office of General Counsel (OGC) will review the invention disclosure and will
decide whether VA can and will assert an ownership interest. Every effort will be made to issue a decision
within 40 days of receipt of a complete file. OGC will base its decision on whether VA has made a significant
contribution to the invention, to include my use of VA facilities, VA equipment, VA materials, VA supplies,
and VA personnel, as well as assessment of the potential of the invention.

6. If VA asserts an ownership interest based on my inventive contribution, then, subject to Paragraph 7 below,
I agree to assign certain ownership rights I may have in such invention to the VA. I agree to cooperate with
VA, when requested, in drafting the patent applications(s) for such invention and will thereafter sign any
documents, recognizing VA’s ownership, as required by the U.S. Patent and Trademark Office at the time
the patent application is filed.

7. VA recognizes that I am employed or appointed at the entity named in paragraph 4 and have obligations to
disclose and assign certain invention rights to it. If that entity asserts an ownership interest, VA will
cooperate with it to manage the development of the invention as appropriate.

8. If a Cooperative Technology Administration Agreement (CTAA) exists between the VA and the mentioned
entity in paragraph 4, this Agreement will be implemented in accordance with the provisions of that CTAA.

____________________________ 
WOC Signature 

____________________________ 
ACOS/R&D Signature 

Click on the paperclip 
to the left for an 
attachment with 

instructions on how to 
create a digital ID.

Attachment #1

https://www.research.va.gov/programs/tech_transfer/policies.cfm


VA Western New York Healthcare System Orientation Handbook 

Date:   

Subject: Orientation Handbook 

  Name: 

Please review the attached VAWNYHS Orientation Handbook and sign the acknowledgment below. 

I acknowledge that I have received and read the VA Western New York Healthcare System Orientation 
Handbook. 
As a representative of the VA Western New York Healthcare System, I understand that I am responsible 
for complying with the rules and regulations as set forth in this handbook. 

Signature Date 

Click on the paperclip to the left 
to find a link to the VAWNYHS 

Orientation Handbook.  
Attachment #2



Additional Forms / Documents 
Please complete the attached additional forms and submit them to the Research Office 
with your package.  The attachments can be found by clicking the paperclip on the left 

hand side of the screen. 

OF-306 
Attachment #3 

Declaration of Federal Employment 

Fingerprint 
Record Prep 

Sheet 
Attachment #4 

This form is used to submit your fingerprints for your background check 

Appointment 
Affidavits 

Attachment #5 

Complete the Date, Name, and Signature.   
There is NO NEED to have this form notarized. 

I-9 
Attachment #6 

Employment Eligibility Verification 
You will have to bring your U.S. Passport OR 2 forms of ID to the Research Office for Verification.  
Please see page 3 for acceptable forms of ID. 

VA Form 10-2850 
Attachment #7 

ONLY REQUIRED FOR LICENSED PROFESSIONALS 
(MD, RN, PharmD, etc.) 

Research 
Functional 
Statement 
Attachment #8 

Please ensure this form is reviewed and signed by your immediate 
supervisor/principal investigator prior to returning to the Research Office. 

CV or Resume Please submit a copy of your CV/Resume with the completed package. 

Professional 
License Please provide a copy of your recent license if applicable. 

VISA Non-US citizens must also submit a copy of their VISA or naturalization papers. 



How to Create a Digital ID:



· When you click on the signature box, a dialogue box called Add Digital ID comes up

· Choose I want to sign this document using a new digital ID I want to create now

· Click Next

· Select New PKCS #12 digital file

· Click Next

· Enter your information; the only fields required are your name and email address

· Click Next

· Enter a password; you will use this password to access your signature in the future

· [bookmark: _GoBack]Click Finish




- 1 -                     
 


 







- 2 -                     
 


Table of Contents                                                                                                                  Page              


1) Mission, Vision & Values __________________________________________________________ 3 


2) Rules and Ethics ________________________________________________________________ 3 


3) Residents Malpractice Insurance ___________________________________________________ 4 


4) Health Professional Trainee Guidelines ______________________________________________ 4 


5) Compensated Work Therapy/Incentive Therapy Program Overview/Objectives _______________ 5 


6) VA Core Values & Characteristics___________________________________________________ 5 


7) Rights and Responsibilities of VA Patients and Residents of Community Living Centers ________ 6 


8) Rights and Responsibilities of Family Members of VA Patients and Residents of Community Living 
Centers ___________________________________________________________________________ 9 


9) About Our Veterans/Heroes ______________________________________________________ 11 


10) Information Systems (IS) Security Program __________________________________________ 11 


11) Privacy Do’s and Don’ts _________________________________________________________ 13 


12) Police Department – Office of Security and Law Enforcement ____________________________ 14 


13) Identification Badges ____________________________________________________________ 15 


14) Parking Regulation _____________________________________________________________ 15 


15) Infection Prevention and Control ___________________________________________________ 16 


16) Basic Safety __________________________________________________________________ 19 


17) Reporting Injuries and Accidents __________________________________________________ 19 


18) Fire Safety ____________________________________________________________________ 20 


19) Utility Failure and Equipment Safety ________________________________________________ 21 


20) Emergency Preparedness ________________________________________________________ 21 


21) Hazardous Materials ____________________________________________________________ 22 


22) Body Mechanics _______________________________________________________________ 22 


23) Patient Safety _________________________________________________________________ 22 


24) Joint Commission’s National Patient Safety Goals _____________________________________ 24 


25) Meals, Snacks & Refreshments ___________________________________________________ 25 


26) Smoke and Tobacco Free Polices _________________________________________________ 25 


27) EEO and Harassment ___________________________________________________________ 26 


28) Sexual Harassment _____________________________________________________________ 27 


29) Diversity in the Workplace ________________________________________________________ 27 


30) Important Telephone Numbers ____________________________________________________ 28 


31) Compliance and Business Integrity _________________________________________________ 29 


32) Orientation Handbook Acknowledgement ____________________________________________ 29 
 
 
 
 







- 3 -                     
 


1) Mission, Vision & Values 
 


 Department of Veterans Affairs Mission Statement 
o To fulfill President Lincoln's promise “To care for him who shall have borne the battle, and 


for his widow, and his orphan” by serving and honoring the men and women who are 
America’s Veterans. 


 Veterans Health Administration (VHA) Mission Statement  
o Honor America’s Veterans by providing exceptional health care that improves their health 


and well-being 
 Veterans Health Administration (VHA) Vision Statement  


o VHA will continue to be the benchmark of excellence and value in health care and 
benefits by providing exemplary services that are both patient-centered and evidence-
based 


o This care will be delivered by engaged, collaborative teams in an integrated environment 
that supports learning, discovery and continuous improvement 


o It will emphasize prevention and population health and contribute to the Nation’s well-
being through education, research and service in national emergencies 


 Veteran Affairs Healthcare Network Upstate New York Mission Statement  
o To care for our Veterans with compassion and excellence 


 Veteran Affairs Healthcare Network Upstate New York Vision Statement  
o To be the health care provider of choice, achieving the highest quality in health care 


delivery, education and research 
 Veteran Affairs Healthcare Network Upstate New York Core Values  


o Trust  
o Respect  
o Excellence 
o Compassion 
o Commitment 


 
2) Rules and Ethics  
 
All Personnel 


 Information concerning patients, their history or their illness is considered CONFIDENTIAL. Do 
not discuss patients’ illness or personal information with anyone who does not have an official 
need to know 


 Speak softly while on units, in hospital corridors and any other areas where people are working or 
patients are resting 


 If patients ask you for help or advice, assist if able, or refer them to an appropriate staff member 
for assistance 


 DO NOT sit on any patient bed 
 Never give or purchase any food or drinks for a patient 
 Do NOT enter any patient room, where the door is closed, without knocking   


 
Residents and Other Licensed Healthcare Providers (Contracted/Fee Basis Staff) 


 Resident staff must function under the supervision of staff practitioners.  A responsible staff 
practitioner must be immediately available to the resident in person or by telephone or other 
telecommunication device as appropriate and be able to be present within a reasonable period of 
time   


 Residents must be aware of their limitations and not attempt to provide clinical services or do 
procedures for which they are not trained.  They must know the graduated level of responsibility 
described for their level of training and not practice outside of that scope of service   


 Each resident is responsible for communicating to the staff practitioner significant issues as they 
relate to patient care 


 All Residents and Other Licensed Healthcare Providers are responsible to complete discharge 
reports/summaries in a timely manner  
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Students, Without Compensation (WOC), Volunteers, Contractors, Forensic, and Compensated Work 
Therapy/Incentive Therapy (CWT/IT)     
Identifiable patient information such as patient records is off limits to CWT and IT patients. ALL CWT/IT 
program participants will be required to sign a confidentiality statement 


 DO NOT handle any medical or patient equipment unless within the auspices of your training 
under the supervision of your preceptor/instructor   


 Do NOT make suggestions to patients about treatments or suggest remedies 
 Do NOT enter a room which is posted “Isolation or Precautions” or “No Visitors’ unless you have 


been instructed by the Nursing staff, your preceptor or instructor about special things you may 
have to do to protect yourself and our patients 


 Do NOT enter restricted areas, unless given permission by the preceptor or instructor   
 For all “Codes” or Emergencies stand clear of the hallways so that emergency personnel and 


equipment can move easily 
 Do NOT move or touch a patient, nor raise the head of the bed of a patient when asked to do so 


by a patient unless permitted to do so.  Inform the Nursing staff of all patients’ requests 
 


3) Residents Malpractice Insurance 
 
VA Western New York Healthcare System is a teaching hospital affiliated with the State University of New 
York at Buffalo School of Medicine and Biomedical Sciences.  During a resident’s period of rotation at VA 
WNY Healthcare System, medical (dental) malpractice liability insurance coverage will be maintained on 
your behalf for professional services rendered at our institution.  
 
4) Health Professional Trainee Guidelines  
 
Universities/Colleges and students 


 The VA Western New York Healthcare System in conjunction with the Office of Academic 
Affiliations at local universities and colleges has a process in place if departments and/or services 
would like to explore the opportunity of having students participate in the VA healthcare 
experience. Our facility needs to ensure we have certain requirements in place prior to 
acceptance of a student. 


o The school must contact the VAWNYS Office of Education via phone or email with the 
following information: school/program name, number of students, training hours and 
dates, and a current course outline etc. 


o The Office of Education ensures that a current Academic Affiliation Agreement is in 
place. 


  If a current Agreement is not on file, the point of contact (POC) from the 
university/college will provide to the Office of Education, the name of program, 
degree level, school, address, and name, credentials and title of authorizing 
official who will be signing for the school. The Office Education Office will initiate 
and secure the affiliation agreement between the university/college and the VA 
Medical Center. A current Affiliation Agreement must be in place prior to 
student’s start date with the Medical Center. 


   
Prior to Health Professional Trainee Start Date 


o Health Professional Trainee Will be provided all required forms by the Office of Education 
(WOC) or HR/preceptor if a stipend student 


o UB Medical Residents and Medical Students will receive all required forms from the VA 
Office of Academic Affiliations 


o Are required to complete all levels of VHA Mandatory Training 
o Will obtain other professional documentation as appropriate  
o Submit all completed forms to the Office of Education (WOC), Office of Academic 


Affiliations, or HR/preceptor if a stipend student  
 It is recommended  


o That all completed forms and supportive documentation are submitted by the student no 
later than ten (10) calendar days prior to their start date or delays may occur  
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o On processing day with either the Office of Education (WOC) or HR/preceptor if a stipend 
student, all documents will be reviewed for accuracy and then the student will be directed 
to Human Resources for their fingerprints and complete the student screening 
requirements 


 
Special Notes 


 The student will report to his/her preceptor/instructor any incident involving a medication error, a 
treatment error, an accident to or involving a patient, or an accident to or involving the student 


 The student is required to complete patient reports, documentation in the medical record, 
discharge summaries, and/or progress notes 


 The university/college is accountable for the actions of the student during his/her training/rotation 
period 
 


5) Compensated Work Therapy/Incentive Therapy Program Overview/Objectives 
 
If you are a CWT/IT Veteran, you have been referred for participation in our Vocational Services program, 
which includes the Compensated Work Therapy (CWT) or the Incentive Therapy (IT) component.  
Participation in either of these programs is just one facet of your treatment.  These programs operate as a 
business but its objective is therapy.  The VA Western New York Health Care System and other 
businesses are utilized to simulate actual working conditions.  Every effort is made to create a realistic 
work environment.  A Vocational Rehabilitation Specialist will assist you in job searches to find 
competitive employment in the community or the IT Coordinator will work with you toward achieving your 
vocational goals. 
 
The primary objectives of CWT and IT programs are: 


 To simulate realistic and/or actual working conditions 
 Return the veteran to employment, training, or school 
 To provide structured evaluations of work potential 
 To improve pre-vocational skills (the ability to work cooperatively with others, accept supervision, 


produce a quality product, etc.) 
 To provide the veteran with vocational skills 
 To prepare the veteran for return to the work force in a competitive position with the potential for 


upward mobility or volunteering or vocational therapeutic activity as decided by the patient 
 To enhance overall functioning, improve the quality of life, to lessen depression and feelings of 


isolation 
 
To achieve these objectives, you will be assigned to carry out various activities.  Assignment of activities, 
or additional treatment modalities, requires your ACTIVE participation and cooperation.  It is our firm 
belief that your future vocational and personal success is based on your performance not only in CWT or 
IT programs but also in job seeking, job survival, and where applicable, other health and wellness 
maintenance activities.   
 
6) VA Core Values & Characteristics 
 
Core Values and Characteristics that apply universally across all of VA have been approved and were 
announced by the Secretary of Veterans Affairs on June 20, 2011. The Core Values are the basic 
elements of how we go about our work – they define “who we are” – and form the underlying principles 
we will use every day in our service to Veterans. The Core Characteristics define “what we stand for” and 
what we strive to be as an organization 
 
Core Values: Because I CARE, I will… 
 


 Integrity 
o Act with high moral principle. Adhere to the highest 


professional standards. Maintain the trust and confidence of all 
with whom I engage 
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 Commitment 


o Work diligently to serve Veterans and other beneficiaries. Be driven by an earnest belief 
in VA’s mission. Fulfill my individual responsibilities and organizational responsibilities  
 


 Advocacy 
o Be truly Veteran-centric by identifying, fully considering, and appropriately advancing the 


interests of Veterans and other beneficiaries 
 


 Respect 
o Treat all those I serve and with whom I work with dignity and respect. Show respect to 


earn it  
 


 Excellence 
o Strive for the highest quality and continuous improvement. Be thoughtful and decisive in 


leadership, accountable for my actions, willing to admit mistakes, and rigorous in 
correcting them 


 
7) Rights and Responsibilities of VA Patients and Residents of Community Living Centers 
 
(It is your responsibility as a representative of the VA to understand the below rights and responsibilities) 
 
The Veterans Health Administration (VHA) is pleased you have selected us to provide your health care. 
We will provide you with personalized, patient-driven, compassionate, state-of-the-art care. Our goal is to 
make your experience as positive and pleasant as we can. As part of our service to you, to other 
Veterans and to the Nation, we are committed to improving health care quality. We also train future health 
care professionals, conduct research, and support our country in times of national emergency. In all of 
these activities, our employees will respect and support your rights as a patient or resident of a 
community living center (CLC). Your basic rights and responsibilities are outlined in this document. You 
will receive this information in your preferred language. Please talk with the VA treatment team members 
who are providing your care or to a patient advocate if you have any questions or would like more 
information about your rights and responsibilities. 
 


 Nondiscrimination and Respect 
 


o You will be treated with dignity, compassion, and respect as an individual. Consistent 
with Federal law, VA policy, and accreditation standards of The Joint Commission, you 
will not be subject to discrimination for any reason, including for reasons of age, race, 
ethnicity, religion, culture, language, physical or mental disability, socioeconomic status, 
sex, sexual orientation, or gender identity or expression. 


o You will receive care in a safe environment free from excess noise, and with sufficient 
light to ensure comfort and safety. 


o You have a right to have access to the outdoors. 
o We will seek to honor your cultural and personal values, beliefs, and preferences. We ask 


that you identify any cultural, religious, or spiritual beliefs or practices that influence your 
care. 


o You or someone you choose has the right to keep and spend your money. You have the 
right to receive an accounting of any funds that VA is holding for you. 


o We will respect your personal freedoms in the care and treatment we provide you. This 
includes trying to accommodate your normal sleep and wake cycles, food likes and 
dislikes, and other personal preferences. 


o In the Community Living Center, you have the right to be free from chemical and physical 
restraints. In the inpatient acute care setting, and only in rare cases, the use of chemical 
and physical restraints may be used if all other efforts to keep you or others free from 
harm have not worked. 


o In the Community Living Center, you may keep personal items and are expected to wear 
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your own clothes. As an inpatient, you may wear your own clothes depending on your 
medical condition. 


o You have the right to keep and use personal items as long as they are safe and legal. 
o You have the right to social interaction and regular exercise. You will have the 


opportunity for religious worship and spiritual support. You may decide whether to 
participate in these activities. You may decide whether or not to perform tasks in or for 
the Medical Center or in the Community Living Center. 


o You have the right to communicate freely and privately. You will have access to public 
telephones and VA will assist you in sending and receiving mail. You may participate in 
civic rights, such as voting and free speech. 


o When a loved one is involved in support and care of a VA patient or CLC resident, VA 
considers a patient or CLC resident’s family to include anyone related to the patient or 
CLC resident in any way (for example, biologically or legally) and anyone whom the 
patient or CLC resident considers to be family. If you are an inpatient, any persons you 
choose can be with you to support you during your stay. 


o Medical staff may restrict visitors for inpatients if medical or safety concerns require it. 
You will be told promptly about any visitor restriction and the reason for it. 


o  In order to provide a safe treatment environment for all patients or CLC residents and 
staff, you and your visitors are expected to avoid unsafe acts that place others at risk for 
accidents or injuries. Please immediately report any condition you believe to be unsafe. 
 


  Participation in Treatment Decisions 
 


o Your privacy will be protected. 
o You will be given information about the health benefits you can receive. The information 


will be provided in a way you can understand. 
o You will receive information about the costs of your care (for example, co-payments), if 


any, before you are treated. You are responsible for paying your portion of any costs 
associated with your care. 


o Your health record will be kept confidential. Information about you will not be released 
without your authorization unless permitted by law (an example of this is State public 
health reporting). You have the right to have access to or request a copy of your own 
health records. 


o Please respect the privacy of other patients and CLC residents and do not reveal their 
health information that you may overhear or otherwise become aware of. 


 
 Partnering in Care 


 
o You have a right to express your preferences concerning future medical care in an 


advance directive, including designating a health care agent to make health care 
decisions on your behalf when you can no longer do so. 


o You, and any person(s) you choose, will be involved in all decisions about your care. You 
will be given information you can understand about the benefits and risks of treatment in 
your preferred language. You will be given other options. You can agree to or refuse any 
treatment. You will be told what is likely to happen to you if you refuse a treatment. 
Refusing a treatment will not affect your rights to future care but you take responsibility 
for the impact this decision may have on your health. 


o Tell your provider about your current condition, medicines (including over-the-counter and 
herbals), and medical history. Also, share any other information that affects your health. 
You should ask questions when you do not understand something about your care. This 
will help us provide you the best care possible. 


o You will be given, in writing, the name and title of the provider in charge of your care. You 
have the right to be involved in choosing your provider. You also have the right to know 
the names and titles of those who provide you care. This includes students and other 
trainees. Providers will properly introduce themselves when they take part in your care. 


o You will be educated about your role and responsibilities as a patient or CLC resident. 
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This includes your participation in decision making and care at the end of life. 
o If you believe you cannot follow the treatment plan, you have a responsibility to tell your 


provider or treatment team. 
o You will be informed of all outcomes of your care, including any possible injuries 


associated with your care. You will be informed about how to request compensation and 
other remedies for any serious injuries. 


o You have the right to have your pain assessed and to receive treatment to manage your 
pain. You and your treatment team will develop a pain management plan together. You 
are expected to help the treatment team by telling them if you have pain and if the 
treatment is working. 


o As an inpatient or CLC resident, you will be provided any transportation necessary for 
your treatment plan. 


o You have the right to choose whether or not you will participate in any research project. 
Any research will be clearly identified. Potential risks of the research will be identified and 
there will be no pressure on you to participate. 


o You will be included in resolving any ethical issues about your care. If you have ethical 
issues or concerns, you may speak with the Medical Center’s Ethics Consultation Service 
for help. 


 
 Concerns or Complaints 


 
o You are encouraged and expected to seek help from your treatment team or a patient 


advocate if you have problems or complaints. Any privacy complaints will be addressed 
by the facility Privacy Officer. You will be given understandable information about the 
complaint process in your preferred language. You may complain verbally or in writing, 
without fear of retaliation. 


o If you believe that you or your family member has been neglected, abused or exploited by 
VA staff, please report this promptly to the treatment team or patient advocate. You will 
receive help immediately. 


o If you believe the organization has failed to address or satisfy your concerns about health 
care quality and safety, you may contact the Joint Commission’s Office of Quality 
Monitoring at 1-800-994-6610. If you believe that the organization has failed to address 
your concerns about suspected criminal activities, fraud, waste, abuse, or 
mismanagement, you may contact the VA Office of the Inspector General at 1-800-488-
8244 or e-mail vaoighotline@VA.gov 
 


 Additional Rights and Responsibilities of Community Living Center Residents (Because the CLC 
serves as your home for short or long-stay services, you have the following additional rights and 
responsibilities as a CLC resident) 


o Staff will knock on your bedroom door prior to entry. 
o You have the right to receive care from the same staff member every day to the extent 


that consistent assignment is possible. 
o You may have visitors at any time of the day or night provided visitors are respectful of 


you, your need for privacy and the privacy of others. You may refuse visitors at any time. 
o You have a right to conjugal visits and you have a right to privacy during those visits. 
o Your care will be delivered in a setting that resembles home. Therefore, you will be 


invited to have your meals in a designated dining area and you will have access to those 
activities that contribute to meaningful use of time. 


o In preparation for being discharged to your own home, you and or your care giver may be 
invited to participate in activities that prepare you to go home such as self-administration 
of medications and treatments. 


o You and your care givers have a right to attend treatment planning meetings and 
participate in household or resident council. 


 
These rights were updated as of January 15th, 2013 and are from Publication IB 10-88, P91985   
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8) Rights and Responsibilities of Family Members of VA Patients and Residents of Community 


Living Centers 
 
(It is your responsibility as a representative of the VA to understand the below rights and responsibilities.  
 
The Veterans Health Administration (VHA) is pleased to provide health care to Veterans. We will provide 
personalized, patient-driven, compassionate, state-of-the-art care. Our goal is to make the experience as 
positive and pleasant as we can. As part of our service to Veterans and to the Nation, we are committed 
to improving health care quality. We also train future health care professionals, conduct research, and 
support our country in times of national emergency. In all of these activities, our employees will respect 
and support the rights of patients and residents of community living centers (CLC) as well as your rights 
as a family member. This document outlines the basic rights and responsibilities of family members. 
Please talk with the VHA treatment team or a patient advocate if you have any questions or would like 
more information about these rights and responsibilities. 
 


 Nondiscrimination and Respect 
o Our staff will create a treatment environment based on dignity, compassion, and respect. 


Consistent with Federal law, VA policy, and accreditation standards of The Joint 
Commission, Veterans and their family members will not be subject to discrimination for 
any reason, including for reasons of age, race, ethnicity, religion, culture, language, 
physical or mental disability, socioeconomic status, sex, sexual orientation, or gender 
identity or expression. 


o We seek to honor the cultural and personal values, beliefs, and preferences of all 
patients, CLC residents, and their families. When a loved one is involved in support and 
care of a VA patient or resident, VA considers a patient or resident’s family to include 
anyone related to the patient or resident in any way (for example, biologically or legally) 
and anyone whom the patient or resident considers to be family. 


o Please help us offer care in a safe and respectful manner by treating patients, CLC 
residents, other family members and staff with respect and following the facility’s rules. 
Family members are not allowed to do things that threaten the care of patients or 
interfere with staff members’ ability to do their job. 


 
 Keeping Health Information Private and Secure 


o The Veteran’s private health care information will be protected to the fullest extent 
authorized by law. Information about the Veteran may be disclosed to you if the Veteran 
authorizes the release or if you are the Veteran’s personal representative. 


o Please respect the privacy of patients, residents, and other family members and do not 
reveal private health care information that you may overhear or otherwise become aware 
of. 
 


 Partnering in Care 
o Families are valued members of the VA care team. As members of the care team we 


encourage you to: 
  Share your insights, opinions and observations about the Veteran’s care and 


progress. 
 Let the nursing staff know right away if you feel that the Veteran’s condition has 


changed. 
 Tell us right away if you are worried about the Veteran’s care or treatment. 


Please ask questions if you do not understand the purpose of any part of the 
Veteran’s care. 


 If you are a family member of a CLC resident, you have a right to participate and 
share your voice and opinions in family and resident or household councils. 


 
 Family Members’ Role in Treatment Decisions 
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o Veterans have a right to make their own health care decisions as long as they are able to 
understand and tell their doctor and health care team what they want. Veterans have a 
right to include or not include others, such as family members or friends, in decisions 
about their care. 


o Veterans have a right to express their preferences about future medical care in an 
advance directive. This includes the right to name a health care agent who will make 
health care decisions on their behalf if they can no longer communicate for themselves. 
We will respect these preferences. 


o If you are asked to make health care decisions for a Veteran in VHA, the treatment team 
will offer you: 


 Treatment options based on the Veteran’s unique medical circumstances and 
needs. 


 Information you can understand about the benefits and risks of these treatment 
options. 


 An interpreter or assistive device, if needed, to help you understand the 
Veteran’s medical circumstances and treatment options 


o As the health care decision maker, you generally have the same rights and 
responsibilities as the Veteran would have in making treatment decisions. 


 You may agree to or refuse any treatment option offered by the treatment team. 
Refusing treatment will not affect the Veteran’s right to future care. 


 Your decision about whether to accept or refuse treatments must be based on 
what you know the Veteran would want. If you do not know what the Veteran 
would want, the treatment team is available to help you consider what decisions 
are in the Veteran’s best interest. 


o When you are the health care decision maker, please: 
 Share accurate and complete information about the Veteran’s medical history to 


help us develop the best treatment plan 
 Take part in discussions and decisions about the Veteran’s care 
 Help the treatment team understand how they can provide care that takes into 


account the Veteran’s cultural and personal values, beliefs, and preferences 
 Talk with the treatment team when you think the Veteran’s treatment plan may 


need to be changed 
 Let the treatment team know if you are not willing or able to follow the treatment 


plan. If the treatment team understands why the plan may be a problem, they 
may be able to make changes that address your concerns. 


 Help us plan for the Veteran’s move to the next level of care 
 


 Visiting the Veteran 
o Family visits can help you support the Veteran as he/she copes with illness or injuries. 


Schedule your visit to meet the Veteran’s medical and emotional needs. For example, 
many patients get tired easily, so short visits may be better. 


o VA Community Living Centers have unrestricted visiting hours. 
o On VA acute care inpatient units, medical staff may need to restrict visiting hours or place 


other visiting restrictions if medical or safety concerns require it. You will be promptly 
informed about any visitor restriction and the reason for it. 


o Please keep a close eye on your children for their own safety and the safety of others. 
Children should never be left unattended. 


o At times, patients or CLC residents may not wish to have visitors or may wish to set other 
limits on visits. We will respect the Veteran’s wishes for visits. 


 
 Concerns or Complaints 


o If you need advice on how to resolve an ethical concern about the Veteran’s care, you 
may speak with the Medical Center’s Ethics Consultation Service. 


o You are encouraged and expected to seek help from the VA healthcare treatment team 
and/or a patient advocate if you have problems or complaints. You will be given 
understandable information about the complaint process in your preferred language. Any 
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privacy complaints will be addressed by the facility Privacy Officer. You may complain 
verbally or in writing, without fear of retaliation. 


o If you believe that you or the Veteran has been neglected, abused or exploited by VA 
staff, please report this promptly to the treatment team or patient advocate. You will 
receive help immediately. 


o If you have concerns about the quality of the health care that the Veteran is receiving, 
you may contact the VHA Office of the Medical Inspector at 1-800-634-4782. 


o If you believe the organization has failed to address or satisfy your concerns about 
healthcare quality and safety, you may contact the Joint Commission’s Office of Quality 
Monitoring at 1-800-994-6610. If you believe that the organization has failed to address 
your concerns about suspected criminal activities, fraud, waste, abuse, or 
mismanagement, you may contact the VA Office of the Inspector General at 1-800-488-
8244 or email vaoighotline@VA.gov. 


 
These rights were updated as of January 15th, 2013 and are from Publication IB 10-284, P96280   
 
9) About Our Veterans/Heroes 
    
Many of the veterans that move about our Health Care System 


 Have significant health issues and many are also elderly.  
o This impacts their ability to  


 Move quickly  
 Respond timely 
 Understand completely.  


When people age or become ill, they often 
 Feel weak  
 Have difficulty concentrating and understanding   
 Feel like they are losing control of their ability to make decisions 
 Feel vulnerable  
 Do not want to interact or talk to visitors, workers or even family members  
 May even seem angry, which may be a sign that they are frustrated 
 May also have difficulty seeing and hearing well 


How you can help….  When you are around veterans that are moving about the building or on an 
inpatient unit: 


 Speak slowly and clearly, loud enough for them to hear, but don't shout 
 Speak to the Veteran in short sentences 
 Allow the Veteran time to respond. Don't rush them 
 Talk to the Veteran in a way that they can understand 
 Face the Veteran when you are talking to them 
 If the Veteran does not want to talk, respect their wishes.  Provide them a quiet environment if 


that is what they need 
 Hold the elevator for them because they require more time ambulating and operating their 


wheelchairs 
 Respect privacy. Do not ask personal questions in a public forum, move to a more private spot to 


provide assistance as necessary 
 
10) Information Systems (IS) Security Program 
 
What is Information Security? 


 The knowledge that VA employees, contractors, and volunteers utilize to protect VA computer 
systems and data.  It is the personal responsibility of all users to ensure the Confidentiality, 
Integrity, and appropriate Availability of Veterans’ Sensitive Data and Electronic Protected Health 
Information. 


 
User Responsibilities: 


 All individuals who use or gain access to VA information  systems or sensitive information must 
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adhere to VA, VHA and Network policies to include, but not limited to, the protection of individual 
user accounts, patient confidentiality, access to sensitive data and appropriate use of the Internet 
and electronic mail 
 


User Access: 
 As a new user, you will be required to sign a Rules of Behavior prior to accessing VA Information 


Systems.  By signing this Notice you are acknowledging that any access granted is for official 
duties only, you will safeguard your security codes, all information contained, or work performed 
in the computer system is the property of the government. You understand that you are subject to 
monitoring and responsible for the confidentiality of all information you handle.  


o Access for Official Duties Only 
o Safeguard Security Passwords 
o Comply with VA and Network policies on access and use 
o Obligation to protect VA information 
o Subject to Monitoring  


 
Safeguard All Passwords: 


 Passwords (e.g., Access/Verify codes, electronic signature codes, Network, modem numbers, 
user ID’s, etc) are strictly prohibited from being disclosed to family, friends, coworkers, 
supervisors and subordinates for ANY reason.  


 Note: Users may be held accountable for all entries or changes made by their password.  
Security and password protection go hand-in-hand. 
 


Password Requirements: 
 Be constructed of at least eight characters (I.e.,isoG123+#) 
 Use at least three of the following four kinds of characters: 


o Upper case letters (ABC…) 
o Lower case letters (…xyz) 
o Numbers (0123456789)  
o Special characters,   “such as #, &,*, or @ 


 
Confidentiality: 


 Breaches in confidentiality can occur if you walk away from your computer without logging off or 
when paper documents are not adequately controlled 


 When possible, store you data on network drives instead of your desktop computer 
 Conversations about veteran’s cases in public places such as elevators and hallways can be a 


breach of confidentiality 
 
HIPPA and Privacy Act: 


 The Privacy Act requires that government employees take special care when we provide 
information to anyone about Veterans and others.  The healthcare Insurance Portability and 
Accountability Act (HIPAA) has further clarified and standardized these responsibilities.  HIPAA 
also imposes new, significant civil and criminal penalties on you, personally, for noncompliance or 
violations.  If you handle health care information in your job at VA, you need to know about 
HIPAA.  


 
Sensitive Record Access: 


 Sensitive Records are monitored daily   
 Employees cannot access their own record 
 Employees should access only the patient records required to do their job 
 Violators are subject to administrative action 


 
Authorized Use: 


 It is expected that VA employees will not misuse or abuse the resources provided to accomplish 
the VA mission.  As a VA employee, you may have the privilege of some “Limited Personal Use” 
of certain government resources, such as computers, e-mail, and Internet access. This benefit is 
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available only as long as it does not interfere with official VA business, involves minimal additional 
expense to the Government, and is legal and ethical.  If you have questions, you should discuss 
your limits and responsibilities in using these resources with your supervisor or Information 
Security Officer (ISO). 
 


Email: 
 In VHA, e-mail has become a vital tool in conducting our business.  Proper use of VA electronic 


mail is essential to ensure this resource is uninterrupted and used in legal ways.  Chain letters 
deplete valuable network capacity, computer speed, and processing speed   


 Sensitive information should not be sent using e-mail unless it is done securely 
 E-mail is not considered private.  You should have no expectation of privacy when using e-mail to 


transmit, store and communicate information 
 E-mail is not considered secure.  E-mail systems, including VA’s, are vulnerable to virus attacks.  


In fact, most computer viruses are spread through e-mail messages 
 Always be cautious in opening e-mail (especially attachments) from people you don’t know 
 Make sure the subject lines are appropriate before opening 
 Use ‘reply to all” sparingly. Does everyone in your large mail group really need to see your 


response? 
 
Disposal of Sensitive Information: 


 Sensitive information needs to be protected from unauthorized disclosure throughout its lifecycle.  
 Paper Documents, Disks and CDs that are no longer needed that contain sensitive information 


must be placed in secured consoles, not just thrown away in trash cans.  
 
Security Incident Reporting: 


 Almost everything we do depends on our computers.  Unfortunately, the same computers that 
help us serve Veterans can also be used for theft and fraud.  Electronic viruses can attack our 
computers.  They can be used to distribute sensitive information to those not authorized to 
receive it.  All these are examples of computer-related incidents.  It is important that you let your 
supervisor and Information Security Officer (ISO) know when you witness incidents.   


 
Information Policies and Regulations: 


 Visit VISN 2’s Information Security site at    http://vaww.visn2.va.gov/is/infosec/index.asp 
 Security Policies: 


o Computer System Access Policy 
o Information Systems Security Policy 
o Sensitive Record Access and Tracking Policy 
o Electronic Mail Review Policy 
o Remote Access Security Policy 
o Internet Access and Usage Policy 
o Information Security Incident Reporting Policy 
o Privacy Act 
o Healthcare Insurance Portability and Accountability Act (HIPAA) 


 
 VA WNY Healthcare System Information Security Officers listing visit 


http://vaww.visn2.va.gov/is/infosec/index.asp or call 716-862-3269/716-862-3268 
 


 VA WNY Healthcare System Privacy Officer maybe be reached at 716-862-6301  
 


 VA WNY Healthcare System Compliance Officer maybe be reached at 716-862-8809  
 


11) Privacy Do’s and Don’ts 
 
For E-Mails 


 Do’s 
o Do use VistA within the VA to send and receive Protected Health 
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Information 
o Do remind patients that e-mail systems are not secure if patients contact you by e-mail.  


Request that patients call for information or use Secure Messaging 
 Don’ts 


o Don’t send PHI through Outlook unless it is de-identified or secured in some manner, 
such as encryption.   


o Don’t use identifiers in the subject line. This is not encrypted   
 
For Message Machines 


 Do’s 
o Do leave a message for the patient to call you back for the information  
o Do verify that the phone number is correct 


 Don’ts 
o Don’t leave PHI on answering machines or voicemail systems 


 
For Faxes  


 Do’s 
o Do include confidentiality statement on cover sheet in event of 


error 
o Do make certain that faxes containing PHI are not sent to public areas 
o Do fax PHI only when necessary to provide information in a reasonable manner. 
o Do verify that the fax numbers are correct 


 Don’ts 
o Don’t let received faxes with PHI sit in machines in public areas 
o Don’t fax PHI unless you are certain someone is there to receive the fax 


 
For Oral Communications 


 Do’s 
o Do use curtains, cubicles, offices, or other private areas when possible to safeguard 


discussions 
o Do speak in a low voice when discussing patient health information in public areas. 


 Don’ts 
o Don’t discuss patient issues with friends, co-workers, or others who do not have a need 


to know 
o Don’t discuss patient health information in elevators, cafeterias, or 


other public areas where information cannot be safeguarded 
 
For Disposal   


 Do’s 
o Do de-identify any documents or other items before disposal in trash  
o Do shred (or place in shredder disposal boxes) any documents containing PHI.. 


 Don’ts 
o Don’t toss prescription bottles, IV bags, or any other item that contains PHI in regular 


trash unless you de-identify  
 
 
 


12) Police Department – Office of Security and Law Enforcement  
 
Security is a cooperative effort   
 
The Police at VA WNY Healthcare System  


 Enforce federal, state and local regulations to protect Veteran patients, volunteers, staff, students 
and visitors   


 Protect private and government property  
 Preserve a peaceful and secure environment at the Healthcare System 24 hours a day  
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Staff is required to 


 Obey traffic, parking and Federal rules & regulations   
 Use common sense and cooperates with VA Police  
 Secure their personal possessions in a safe and secure place 
 Report if you happen to see any suspicious person or any act that may be 


suspicious and/or criminal 
o Buffalo Facility 


 Notify the VA Police by calling Emergency extension 2600 or 8747/7985/8903   
o Batavia  


 Notify the VA Police by calling Emergency extension 41005 
o All other locations (CBOC, ETC)  


 Notify local law enforcement by calling 911 
 


The Buffalo and Batavia Facility is under the exclusive jurisdiction of the U. S. Government.  Local law 
enforcement exercises no law enforcement authority on VA property 
 
13) Identification Badges  
  
The prescribed Photo Identification (ID) Badge must be worn on Medical Center properties at all times.   
 
The VA Police Department is located in Room 114C and will issue the appropriate ID badge when 
necessary.  The Badges the Police issues are as follows; 


 White Badges are issued to Volunteers, Without Compensation (WOC), and Residents  
 Yellow Badges are issued to Compensated Work Therapy (CWT) and Incentive Therapy (IT). 
 Orange and Green Badges are issued to Contractors by Engineering and EMS respectively.  


 
Office of Education (Room 418B) issues 


 Red Badges to students  


Medical residents 
 Will obtain a Personal Identification verification (PIV) card which will allow 


o Logical access for Computer log on 
o Able to send and receive encrypted emails 
o Writing of certain types of prescriptions 


 To obtain a PIV card you will coordinate with the Program Specialist/Training Coordinator within 
the Academic Affiliation Office located in Room 803 Core  


 For more information on PIV and HSPD-12 please go to http://www.va.gov/pivproject/  
 
All PIV ID Badges are issued by Human Resources. All employee/contractor PIV cards must be 
registered with the VA Police 
 
14) Parking Regulation 
 
The following is the breakdown of Parking Lots at the Buffalo VAMC. 


 The Parking Garage 
o Is for Patients and Visitors to the Hospital.   


 Third floor of the Parking Garage 
o Is for Doctors, Physician Assistants, and Nurse Practitioners  


 Parking Lots G, E and Rotary Field  
o Employee Parking all the time  
o Residents and Fellows may ONLY park between hours of 5PM to 7AM Monday through 


Friday and All Day on the Weekends.  All other timeframes then must park off campus. 
Parking pass is not required. 


 First 10 spots in the middle row of G Lot  
o Car Pool Parking 
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 D Lot  
o Off Tour Parking for Employees only starting  between 9:00AM - 12:00 PM 


 C Lot  
o Parking for Handicap Employees/Volunteers is in the  


 B Lot 
o Students park in the this lot closest to the water tower or the perimeter behind the parking 


garage with a valid VA parking pass issued by the Education department that are 
provided by the VA Police 


Additional parking is available off site via VA shuttle service at St. Aloysius Church located at 157 
Cleveland Drive (Corner of Cleveland Drive and Century Blvd. in Cheektowaga)  
 
All Employees and Volunteers are required: 


 To have their vehicles registered with the VA Police (Room 114C)  
 Have the proper Hang Tag displayed in the window 


 
Staff with special parking needs may contact the Police Department for 
additional information.   
 
Please observe all posted “No Parking” signs and the reserved handicapped 
parking spaces – violators may be ticketed. 
 
15) Infection Prevention and Control  
 
Direct any infection prevention and control concerns to 716-862- 8813 or 8814 
 
Why have infection control programs? 


 To protect the patients, employees and visitors from potentially infectious pathogens 
 To prevent healthcare associated infections (HAI)  


 
Have Implementation of Infection Prevention and Control Measures in place such as: 


 Hand hygiene 
 Standard & Transmission Based Precautions 
 Evidence based practices/Centers for Disease Control (CDC), Joint Commission and other 


professional organizational guidelines 
 Cleanliness of  medical equipment and environmental surfaces 
 Vaccinations of employees and patients **Influenza vaccine is offered annually to all employees 


and volunteers free of charge and highly recommended to KEEP YOU and OUR PATIENTS 
healthy** 


 
What is an infection? 


 An infection is a condition resulting from the presence and invasion by microorganisms.  For the 
infection to occur, an organism must enter the body, grow and multiply, and cause a response.   
A positive culture alone does not equal an infection, unless additional clinical signs and 
symptoms are present 
 


Hand Hygiene 
 The single most important measure we can use to prevent the spread of infection is: Hand 


Hygiene! 
 May be performed by either washing your hands with soap and water or using an alcohol hand 


rub (which is a waterless hand rinse).   
 If your hands are visibly soiled, you must wash them with soap and water.   


o Sinks, soap and paper towels are available in all rest rooms and patient rooms   
o Wall-mounted dispensers of alcohol foam for cleaning your hands are in hallways and 


also in patient rooms   
o Pocket-sized containers of alcohol-based hand rub are available to health care workers 
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who wish to carry it while on the job  
o The VA provides hand lotion/cream for all healthcare workers in direct patient contact 


areas 
 Tips for proper hand washing with water and soap:  


o Use plenty of soap and work up a good lather  
o Scrub thoroughly for 15 seconds- Sing Happy Birthday song (twice)  
o Clean between fingers and around your nails, under rings and 


including wrists  
o Rinse well. dry with a paper towel, and use the paper towel to turn 


off the faucet 
 Steps for using waterless alcohol-based hand rinses (No water, soap or paper towels required)  


o Apply alcohol gel or foam sanitizer  
o Spread thoroughly over hands  
o Rub until dry 


 
Condition of fingernails and hands: 


 Artificial nails or extenders are not permitted for any staff involved in direct patient care (including Head 
Nurses), Nutrition & Food Service, Sterilization & Processing, Operating Room (OR) and Pharmacy IV 
Admixture Preparation. 


 Nails should be short enough (less than 1/4 inches) to allow the individual to thoroughly clean underneath 
them and not cause glove tears. 


 Nail polish may be worn as long as polish is not chipped.  Exception: Nail polish is prohibited in the 
Operating room, Sterilization & Processing and Cardiac Cath Lab. 


 Fingernail jewelry/decorations are prohibited due to the promotion of rough surfaces which are not easily 
cleaned.    


 
Standard & Transmission Based Precautions 


 Standard Precautions will be used consistently for all patients in order to 
reduce the risk of transmission of pathogens from blood, body fluids, 
secretions/excretions, non-intact skin or mucous membranes.   


 Transmission based precautions are used in addition to standard 
precautions for patients with highly transmissible pathogens.  A sign will 
be posted outside the patient room with additional requirements that must be 
followed. 


 Rooms marked with a “Precautions” sign should not be entered without 
checking with the nursing staff for special instructions.  Gowns, gloves, 
masks and eye protection are located in wall caddies outside of inpatient rooms.  The main types 
of transmission-based precautions include:  CONTACT, MODIFIED CONTACT, DROPLET, and 
AIRBORNE.  See signs below. 


 


      
             Yellow                                Brown                                Green                               Pink 
 
Exposure Control Plan for Blood Borne Pathogens 


 The Exposure Control Plan contains provisions to maintain a safe work environment by providing: 
a) Engineering controls, such as puncture resistant needle containers, needless systems 
b) Personal protective equipment, such as gloves, gowns, masks, eye protection 
c) Work practice controls, such as hand hygiene 
d) Housekeeping, such as keeping the environment clean 
e) Hepatitis B vaccine, which is a series of three injections over a six month period for 


Modified 
Contact 


Droplet Airborne 
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employees at risk of exposure to blood borne pathogens 
 Alone, none of these safeguards are 100% effective.  They must be used together! They are 


requirements of the OSHA Blood Borne Pathogens Law to protect YOU from potential exposures 
Handle Sharps Properly 


 Used needles, lancets, blades and other sharp devices can cut or prick you, so they 
are especially hazardous.  Handle them properly to avoid exposing yourself or 
others to blood-borne pathogens.  Use needle safety devices that are available.  
Never recap a used needle.  Place all sharp items in puncture resistant 
containers for disposal.  If you are not familiar with how to use a particular sharps safety device, 
please ask your manager for proper instructions. 


 
Read Labels and Recognize Warning 


 Garbage bags that are red in color or items that have a biohazard sign means that the contents 
are saturated with blood/body fluids or contain other infectious materials.  At the VA Western New 
York Healthcare System, infectious waste is name “Regulated Medical Waste.” 


 Place all regulated medical waste in red bag containers 
 Potentially infectious materials should have a biohazard label for waste, storage and transport 


containers 
 
Report Exposure 


 An occupational exposure incident occurs when blood or other potentially infectious materials 
comes in contact with your eyes, nose, mouth or other opening in your skin while you are on the 
job.  The facility EXPOSURE CONTROL PLAN for Blood-Borne Pathogens is Center Memo 11-
47 and can be found on the SharePoint located here 
https://vaww.visn2.portal.va.gov/sites/buff/hs/acp/ic/default.aspx 


 
What to do if you are exposed? 


a) Immediately wash the area that’s been exposed. 
b) Report the exposure to your unit manager and go to Employee Health as soon as possible.  


When Employee Health is closed, go to the Emergency Room. 
c) Get a Hepatitis B vaccination, if you haven’t already done so.  However, it’s best to get 


vaccinated against Hepatitis B BEFORE exposure.  It’s free of charge for all employees 
 
Tuberculosis: (TB) 


 TB is an infectious disease that is spread 
person-to-person through the air into the lungs 


 Signs and Symptoms of TB 
o Productive cough (duration of more than 3 


weeks), pleuritic chest pain, bloody sputum, weight loss, 
chills/fever, night sweats 


 Screening Test for TB   
o A tuberculin skin test (TST) is required on new hire for employees, students and 


volunteers.  If you previously tested positive or have a history of tuberculosis, you are 
exempt from a skin test.  A positive skin test means you have come in contact with 
tuberculosis and may require medical follow-up.  If you are identified as having an 
occupational exposure to TB during your employment, you will be contacted for additional 
TST’s and evaluation.   


 Risk Factors for Developing TB 
o Persons with or at risk for HIV infection 
o Close contact with persons with infectious TB 
o Persons with certain medical conditions (diabetes, chemotherapy, Rx). 
o Persons who inject drugs 
o Foreign born persons from areas where TB is known 
o Medically underserved, low income populations 
o Residents of long term care facilities 
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 Infection Control Measures for TB 
o A patient admitted with suspect or known TB, is placed in a negative pressure isolation 


room on Airborne Precautions.  The negative pressure isolation rooms are located in the 
ER, ICU, PACU, Bronchoscopy Room, 5C, 9C and Dialysis (7D). 


Personnel Protective Equipment (PPE)  
 Respirator masks (N-95 HEPA filter mask) or a Powered Air Purifying Respirator (PAPR) must be 


worn by any employee entering a negative pressure room for a patient on Airborne Isolation 
room.  Staff must have Medical clearance and annual fit test training by Employee Health prior to 
wearing an N-95 respirator.  Training is required prior to wearing a PAPR. 
 


16) Basic Safety  
 
Safety is EVERYONE’S responsibility.   


 There are many aspects of general safety that everyone must know.  Some safety considerations 
may seem minor; however, close, and careful attention to all safety areas prevents injuries and 
accidents. 


 Some safety tips are: 
o DO NOT block halls, passageways or exits with anything including wheelchairs, boxes, 


personal items, etc. 
o All supplies and other deliveries must be stored in the proper location, not left on the floor 


and not left unattended 
o Use only grounded UL listed extension cords.  DO NOT allow extension cords to cross a 


walk way/corridor in order to avoid tripping hazards 
o DO NOT leave drawers open 
o Be careful.  Observe your surroundings while walking and working 
o If you see a Wet Floor sign, DO NOT walk in the area until the sign has 


been removed 
o If you spill something, clean it up immediately or notify your preceptor or 


instructor.  In the meantime, caution others to say clear of the area 
o If you see a spill and you do not know what it is, notify your preceptor or 


instructor or Environmental Management.  DO NOT clean it up yourself 
o If you see any safety hazards, report them to the supervisor immediately 
o Be aware of patient and wheelchair traffic.  If you happen to be pushing something 


around a “blind corner,” use caution and go slowly.  Use traffic mirrors where provided 
o Follow Universal Precautions at all times 
o Clean up your work area 
o Use proper lifting techniques 


 
17) Reporting Injuries and Accidents  
 
If you suffer an injury, experience sickness, or have an accident at any VA site, you must immediately 
report it to your preceptor or instructor and your VA supervisor.   
 


 Students, WOC, and Non-VA Paid  Residents 
o Report Injury to the preceptor or instructor, in conjunction 


with the VA supervisor, and they will complete forms and 
insure that you are given any emergency medical attention 
that you may need   


o In the unlikely event of a serious accident, you will be given 
the opportunity to be treated in our Emergency Room 


 
 For VA Paid Residents 


o You are covered by our facility workers compensation program even when rotating at the 
other training hospitals.  Therefore, if you are injured on the job, regardless of where the 
injury occurs, you must notify your VA Supervisor immediately so that required injury 
report/claim is completed timely. 
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 CWT/IT and Forensic  
o If injured during performance of your assignment you must to notify your CWT site 


supervisor and their vocational counselor immediately.   
o The CWT site supervisor and their vocational counselor should escort you to the 


Emergency Department in Buffalo or to Primary Care in Batavia where your injuries will 
be assessed.   


o If the doctor states you needs to take time off from your assignment then a medical 
statement noting that you are medically cleared to return to your work therapy 
assignment. This documentation must be reviewed by the patient’s vocational counselor 
and the CWT /IT must meet with their counselor before returning to your assignment. 


 
 Volunteer 


o If injured during your volunteer rotation you must notify your immediate area supervisor. 
o The immediate area supervisor should escort you to Employee Health or the Emergency 


Department if located at the Buffalo Campus or Primary Care at the Batavia Campus 
where your injuries will be assessed. 


 
Please, don’t forget, even if you think the injury is minor and not significant, REPORT it to your 
supervisor, preceptor or instructor immediately!  
 
18) Fire Safety  
  
Fire emergency response is defined by the acronym: R.A.C.E.  
 
What to do?? 


 Buffalo VAMC 
o If you are in Buffalo and discover smoke, fire, arcs, sparks, or smells a suspicious odor, 


follow the RACE procedures: 
 R = Rescue all persons in immediate danger, to safety 
 A = Activate manual pull station AND call or have someone call 3300 
 C = Confine fire by closing doors to prevent the spread of smoke and fire 
 E = Prepare to evacuate and evacuate according to your unit specific plan 


 Batavia VAMC 
o If you are in Batavia and discover smoke, fire, arcs, sparks, or smells a suspicious odor, 


follow the RACE procedures: 
 R = Rescue all persons in immediate danger, to safety 
 A = Activate manual pull station AND call or have someone call 72500 and give 


the building #, Lodge or floor in alarm 
 C = Confine fire by closing doors to prevent the spread of smoke and fire 
 E = Prepare to evacuate and evacuate according to your unit specific plan 


 
Equipment and Evacuation Procedures 


 Fire alarm pull boxes at Buffalo and Batavia are red in color and hang on the walls throughout 
both facilities adjacent to all Exit Stairwells and at the Nurses’ stations.  


 There are three types of evacuation that may be utilized in the Hospital: 
o Horizontal Evacuation:  


 Movement of patients on the same floor (horizontally). This is the most common 
form of evacuation and is the type of evacuation practiced during Fire Drills 


o Floor Evacuation:  
 Movement of patients and personnel to another floor, generally to a floor below 


the affected area. This is usually required when there is a need to remove 
personnel to a safer level but the threat does not requiring evacuation of the 
building 


o Building Evacuation: 
 Movement of patients and personnel completely out of the building and to the 


designated Emergency Assembly Point (EAP) 
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(Note: Only the Hospital Administrator, Safety Officer, and/ or the Fire Department representative in 
charge of the fire scene can order a Building Evacuation.   Building Evacuations are rare and will only be 
used in an extreme emergency.) 
 


 Fire Extinguisher use has been limited to trained personnel.  If you have not been trained, use of 
a fire extinguisher could put you and others in danger  


 Failure to follow R.A.C.E., pulling the pull station, or using a fire extinguisher without being trained 
could or place patients and staff in jeopardy 


 When you enter an area, locate and remember where the following are: 
o Emergency Exit 
o Fire Alarm Pull Station 


 
19) Utility Failure and Equipment Safety 
  


 Utility Failure 
o Although it is very rare, an occasional storm may cause a temporary loss 


of electricity to the facility.  Since we provide vital patient care, we have 
our own generator to supply needed power in case the electrical supply is 
interrupted. 


o You should immediately report to your preceptor or supervisor should the electric or 
another utility fail.  Again, follow the instructions of the supervisor or another VA 
employee. 


 
 Equipment Safety 


o Throughout the Healthcare System there are many pieces of 
equipment.  Do NOT use any piece of equipment until trained by your 
instructor or preceptor.  Also, please do not bring any personal electric 
equipment for yourself, unless the VA has approved it.  


o The rules regarding equipment are designed to protect you, employees 
and patients.  All equipment in the Healthcare System is periodically 
inspected and deemed safe with a sticker on the back of it or 
immediately removed from the area, if deemed unsafe. 


 
20) Emergency Preparedness 
  
The Medical Center Emergency Operations Plan (EOP) provides the guidance and 
framework for responding to any type of an emergency event that might hinder our 
ability to provide care to patients.  It also defines how we integrate with the national 
disaster medical system if there were a large-scale national crisis that involved large 
numbers of injured such as a terrorist bombing or nerve gas release. 
 


 Types of emergency situations: 
o Code Red-Fire 
o Code Grey-Internal Emergency (Utility system failure, etc…) 
o Code Black-External Emergency (Tornado, Earthquake etc…) 
o Code Orange-Hazardous Material Spill 
o Code Police-Armed Intruder, Hostage Situation, etc… 
o Code 11-Bomb Threat 
o Code Adam-Missing Child 
o Code Purple-Missing Patient 
o Code Zero-Cardiac Arrest 
o BERT-Behavioral Emergency Response (Buffalo Only) 
o Rapid Response- Medical emergency (Buffalo Only) 


 
 Where do I find information on the Emergency Codes?  


o You will be provided a Code Card for code identification and points of contact.  There is a 
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Unit Specific Action (USA) Chart posted in all VAWNYHS departments.  The USA Chart 
lists the types of codes, the initial response, and unit specific actions/ instructions.  
Preceptors’ should be review USA Chart expectations with their students.   


 
 Response during Emergencies 


o Upon hearing an emergency activation, stop all work 
o Report to your preceptor or supervisor and stand by for further instructions 
o You may be assigned to Manpower pool and/or released from duty and sent home 
o If you leave the facility, make sure you inform your preceptor or supervisor 


 
21) Hazardous Materials 
 
In our Healthcare System, all hazardous materials are carefully contained; however, a rare spill accident 
may occur.  Hazardous spills may consist of mercury, blood, body fluids, medications, chemicals, 
detergents, etc. 
 


 If you see a spill, notify the supervisor or a VA employee, or call 
extension 3300 and provide the operator the exact location of the 
spill or release and a description of the hazardous material.  The 
spill will then be cleaned up by someone that has been trained to 
do so. 


 
22) Body Mechanics 
 


 Body Mechanics refers to using your body in a safe manner and preventing injury.  Back injuries 
are caused by many factors.  When lifting loads we can reduce the risk of back injury by using 
proper lifting techniques.  Proper techniques include bending at the knees and hips rather than 
the back.  It also helps to pick up or lift an object of any weight as close to your body as possible. 


 When lifting or lowering a load, avoid twisting motions.  When you are changing direction you 
should point your feet in that direction, rather than twisting at the hips.  
You should also push rather than pull.  Pushing causes less bodily stress, 
therefore, it reduces your risk of injury. 


 As you are preparing to move heavy objects, size up the load and check 
to see if you can safely manage the weight.  Mechanical substitutes for 
lifting should be used whenever possible.  In all cases, when you need 
help moving an object, take the time and get help! 


 
Body Mechanic Rules 


 Use a wide base of support.   
o Feet should be shoulder width apart 


 Hold items that you are carrying close to your body. 
 Use a cart or lifting devices. 
 DO NOT LIFT OR MOVE A PATIENT UNTIL YOU ASSESS THE SITUATION. 


o Use proper procedures to lift or move patients. 
 


23) Patient Safety 
 
Patient Safety is “Everybody’s Business” 
 


 Important Aspects about Patient Safety 
o The goal of the Patient Safety Program is to make the health 


care system safer for patients and the public by providing a 
safer hospital community.  In order to accomplish this goal, 
all staff members and volunteers are responsible for 
identifying and reporting any and all situations that just do not seem to “go 
like they’re supposed to” or seem unsafe.  If you think it’s unsafe, it needs to be reported.  
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 Adverse Events and Close Calls 


o An Adverse Event is any situation(s) that has resulted in a negative outcome to any 
patient, visitor, or employee.  This can also include environmental issues.  Some 
examples of more common adverse events include:  patient falls, adverse drug events, 
procedural errors and/or complications, suicides or par suicidal behaviors, and missing 
patient events.  


o A Serious Adverse Event may be considered sentinel.  Sentinel Events are defined as 
unexpected occurrences involving death, serious physical or psychological injury, or risk 
thereof.  Sentinel events signal the need for immediate investigation and response.  
Some examples of sentinel events include: death resulting from a medication error or 
other treatment related error, patient suicide, surgery on the wrong patient or wrong body 
part, hemolytic transfusion reaction involving the administration of blood or blood 
products, rape by another patient or staff, or a fall that results in death or major loss of 
function.  


o A Close Call is an event or situation that could have resulted in an adverse event but did 
not, either by chance or through timely intervention.  Such events have also been 
referred to as “near miss” incidents.  Close calls are opportunities for learning and afford 
the chance to develop preventive strategies and actions 


 
 Reporting Adverse Events and Close Calls 


o Staff members and volunteers are responsible for identifying, reporting and acting to 
prevent adverse events and close calls 


o Reporting an adverse event or close call is non-punitive 
o The Patient Incident Reporting package (PIR) should be used to report patient related 


adverse events or close calls 
o Close call reporting forms are also available to report close call events or other safety 


concerns 
o It is important to remember that over reporting is better than under reporting - When in 


doubt….fill it out 
 


 Other Ways to Report Safety Concerns Include: 
o Patient Safety Satisfaction Questionnaire (for patient use) 
o Facility Patient Advocate 
o Patient Safety Reporting to Joint Commission-concerns about the safety or quality of care 


provided within the healthcare system may be reported to the Joint Commission 
 
Disciplinary action will not be taken on any employee, volunteer, or student that reports safety or quality 
of care concerns. 
 


 Other Patient Safety Definitions: 
o Intentional Unsafe Act refers to any event that results from:  


 A criminal act 
 A purposefully unsafe act 
 An act related to alcohol or substance abuse 
 Impaired provider/staff member 
 Events involving alleged or suspected patient abuse of any kind. 


o Root Cause Analysis (RCA) refers to a process used to identify basic reasons that 
caused or contributed to an adverse event or close call.   


 A RCA focuses on process rather than individual performance by asking:  
 What happened? 
 Why did it happen? 
 What can be done to prevent it from happening again? 


o Medical Device refers to any item that not a drug and is used for the  
 Diagnosis 
 Treatment or prevention  
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 Disease 
 Injury 
 Illness 
 Other condition 


 
24) Joint Commission’s National Patient Safety Goals 
 
Patient Safety is a top priority in the Joint Commission (JC) survey process.  Each year the Joint 
Commission develops and updates the National Patient Safety Goals (NPSGs) and establishes standards 
to achieve these goals.  The National Patient Safety Goals are directed at reducing potential harm to 
patients in areas that have been problematic in healthcare organizations.  Failure to meet these goals can 
results in a “RFI” or Requirement for Improvement. 
 
The purpose of the National Patient Safety Goals is to improve patient safety.  The goals focus on areas 
of concern in regard to patient safety and how to address the concern. 


 A Patient Safety Advisory Group advises the JC on the development and updating of NPSGs 
based on emerging patient safety issues 


 The JC determines the highest priority patient safety issues and how best to address them. 
 The JC determines whether a NPSG is applicable to a specific accreditation program (i.e. 


Hospital, Long Term Care, Home Care, or Behavioral Health) 
 
Be familiar with the National Patient Safety Goals and what processes and practices are in place to 
improve patient safety in these areas: (Goals 4, 5, 6, 8, 10, 11, 12, and 13 left out intentionally as they are 
no longer relevant) 
 


 Goal 1 – Improve Patient Identification 
o Use at least two patient identifiers when providing care, treatment, and services. (always 


use full name, full social security number and/or full date of birth) 
o Eliminate transfusion errors related to patient misidentification. (Make sure that the 


correct patient gets the correct blood when they get a blood transfusion) 
 


 Goal 2 - Improve the Effectiveness of Communication Among Caregivers 
o Report critical results of tests and diagnostic procedures on a timely basis. (Get important 


critical test and procedure results to the right staff person on time so care can be 
provided without delay.  Evaluate the process to make sure it is working as expected) 


 
 Goal 3 – Improve the Safety of Using Medications 


o Label all medications, medication containers, and other solutions on and off the sterile 
field in perioperative and other procedural settings (Make sure to label medicines in 
syringes, cups and basins. Do this in the area where medicines and supplies are sit up) 


o Reduce harm associated with anticoagulation therapy  (Take extra care with patients who 
take medicines to thin their blood) 


o Maintain and communicate accurate patient medication information. 
 Find out what medicines each patient is taking.  


 Make sure that it is OK for the patient to take any new medicines with 
their current medicines. 


 Provide the patient and/or caregiver written information on medications and 
explain information before the patient goes home 


 Instruct the patient to give medication list to his or her primary care 
physician if being seen by more than one provider 


 Some patients may get medicine in small amounts or for a short time.   
 Make sure that it is OK for those patients to take those medicines with 


their current medicines 
 


 Goal 7 – Reduce the Risk of Health Care Associated Infections (Use proven guidelines to prevent 
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infections) 
o Comply with hand hygiene guidelines. (Set goals for improving hand cleaning) 
o Prevent infections due to multi-drug resistant organisms 
o Prevent central-line associated blood stream infections 
o Prevent surgical site infections 
o Prevent indwelling catheter associated urinary tract infections (CAUTI) 


 
 Goal 9 – Reduce the Risk of Harm Resulting from Falls 


o Reduce the risk of falls by implementing a fall reduction program 
 


 Goal 14 – Prevent Health Care Associated Pressure Ulcers 
o Assess and periodically reassess resident risk for pressure ulcers and take action to 


address any identified risks 
 


 Goal 15 – Identifies Safety Risks Inherent to the Patient Population 
o Identify patients at risk for suicide 
o Identify risks associated with home oxygen therapy such as home fires 


 
 Universal Protocol 


o Conduct a pre-procedure verification process (Right patient, right procedure, right body 
part) 


o Mark the procedure site (Mark the correct place on the patient’s body where the 
procedure is being done) 


o Perform a time-out before the procedure.  (Pause before the surgery to make sure that a 
mistake is not being made) 


 
Note: You might notice that some goals and requirements appear to be missing from the numerical 
sequence. This is not an error. Some goals have been “retired” or integrated into the standards; therefore, 
they have not been included.  All rights reserved -  http://www.jointcommision.org  
 
25) Meals, Snacks & Refreshments  
  


 Buffalo Site 
o Staff may purchase meals at the cafeteria/food court located in the 


basement or the coffee stand in the lobby on the 1st floor   
 


 Batavia Site 
o Staff may purchase meals at the cafeteria located on Ground Level of building #1 and the 


meal time is 7:30am to 10:00am and 11:00am to 1:00pm.   
o The vending room is in building #1 and open 24/7 


 
 Volunteers and IT Participants, who are working for at least 4 hours, may be entitled to a “meal 


ticket”.  These may be redeem for food in the Food Court of each facility (both Food Courts are in 
Building #1 at their respective sites). To obtain your ticket 


o Volunteers will obtain through Volunteer services 
o Incentive Therapy (IT) Vets get their meal tickets from the Admissions Desk  


 
 There are also vending machines available at both locations for drinks and snack food items 


available for staff, trainees, and visitors.  
 


 Residents may also order trays from food service when on call for a fee. 
 
26) Smoke and Tobacco Free Polices  
  
VAWNYHS is committed to promoting health and safety of its patients, visitors, volunteers and 
staff by providing an environment free of health hazards, which includes creating a smoke and 
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tobacco free environment while recognizing the rights of those who continue to use tobacco products.  No 
special consideration will be given for what is commonly referred to as the “e-cigarette”  
 
Should you choose to use any smoking or tobacco product, these are the approved designated areas: 
 


 Buffalo 
o Annex B –For use by employees, volunteers, students, contractors, patients, visitors and 


other smoking individuals. Smoking shelter is located outside “C” wing, main building, 
and first floor 


o Facility Grounds - Smoking and the use of tobacco products outside on facility grounds is 
allowed to the extent that it does not interfere with safety and public access.  Use of 
tobacco products will not be within 35 feet of any entrance or building routinely used by 
patients, residents, employees, students and other persons   
 


 Batavia 
o Smoking Shelter – For use by residents, patients, visitors, employees, volunteers, students, 


contractors and other smoking individuals.  Smoking shelter located between buildings #1 
and #2   


o Building 1, Room 13 – For use by CLC residents.  Indoor smoking room located on the 
ground floor of building 1, room 13 


o Facility Grounds - Smoking and the use of tobacco products outside on facility grounds is 
allowed to the extent that it does not interfere with safety and public access.  Use of 
tobacco products will not be within 35 feet of any entrance or building routinely used by 
patients, residents, employees, students and other persons 


o Building 6, Garage - For use by women in the Patient Residential Rehabilitation Program.  
Garage is located near Building 6  


o Building 5, Smoking Area – For use by men in the Patient Residential Rehabilitation 
Programs.  Located on the Smoking room attached to Building 5   


 
  Offsite locations 


o Day Treatment – Out-patients, visitors and employees may use the outdoor smoking 
shelter or facility grounds.  Smoking and the use of tobacco products outside on facility 
grounds is allowed to the extent that it does not interfere with safety and public access.  
Use of tobacco products will not be within 35 feet of any entrance or building routinely used 
by patients, residents, employees, students and other persons. 


o St. Vincent DePaul Homeless Center – Out-patients, visitors and employees may smoke 
and the use of tobacco products outside the facility to the extent that it does not interfere 
with safety and public access.    


o Community Based Out-Patient Clinics (CBOCs) - Out-patients, visitors and employees 
may use facility grounds.  Smoking and the use of tobacco products outside on facility 
grounds is allowed to the extent that it does not interfere with safety and public access.  
Use of tobacco products will not be within 35 feet of any entrance or building routinely 
used by patients, residents, employees, students and other persons 


 
 
Please review  VAWNYHS’s Center Memorandum-“CM00-008 Smoke and Tobacco Free” at 
https://vaww.visn2.portal.va.gov/sites/buff/WNY%20Policy%20Document%20Library/Forms/AllItems.aspx 
while on the VA computer network for full details on the this policy. 
 
27) EEO and Harassment 
 
Equal Employment Opportunity (EEO) is a set of laws and policies that 
describes everyone’s basic right to work in an atmosphere that free from 
discrimination and harassment and enjoy equal access to benefits and 
privileges provided by the employer.  Discrimination, which describes actions 
taken or not taken based on personal protected characteristics such as race, 
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color, sex (including sexual orientation and gender identity), national origin, age, religion, disability status, 
genetic information is illegal.  Offensive conduct towards an individual or group of individuals based on 
these protected characteristics is unlawful harassment.  A work atmosphere where offensive materials, 
behavior, jokes, comments or other attention based on these personal characteristics is allowed to 
permeate creates a hostile work environment; which is also a form of unlawful harassment.   


 
At VHAWNY, we are committed to providing a workplace where all employees are respected and 
encouraged to attain their career goals, free from any form of discrimination; including all forms of 
unlawful harassment.  


 
28) Sexual Harassment  
 
It is the policy of the VAWNYHS to maintain a work environment free from sexual harassment and 
intimidation.  Sexual harassment is unacceptable behavior which is illegal and it will not be tolerated in 
the workplace.   
 
Sexual harassment is a form of sex discrimination.  It is defined as unwelcomed, unwanted conduct of a 
sexual nature which may be physical, verbal and other types of behavior when:    


 Submission to such conduct is made either explicitly or implicitly a term or condition of 
employment, or 


 Submission to or rejection of such conduct by an individual is used as a basis for employment 
decisions affecting such individual, or 


 Such conduct has the purpose or effect of unreasonably interfering with an individual’s work 
performance or creating an intimidating, hostile, or offensive working environment. 


 
The following are some of the behaviors which may constitute sexual harassment: 


 Unwelcome physical acts such as touching, grabbing, pinching, kissing, brushing up against 
someone, invading someone’s personal space, etc. 


 Verbal inappropriate or profane conversation, pressuring someone for dates, telling dirty jokes in 
the workplace, comments about someone’s body, etc. 


 Other:  Leering, obscene gestures, sexually graphic or suggestive material displayed in the 
workplace, inappropriate email or screen savers, etc. 


 
Sexual Harassment is a serious matter which greatly undermines the integrity of the employment 
relationship.  Employees in violation of our Sexual Harassment policies will be subject to discipline; up to 
and including removal, based on the severity of the conduct.   
 
Any employee who believes they are victims of sexual harassment is encouraged to report the behavior 
immediately to a Supervisor, the EEO Manager at extension 8557 or a Union representative.  Employees 
may also contact the Office of Resolution Management to file a discrimination complaint at 1-888-737-
3361. TDD 1-888-626-9008 
 
29) Diversity in the Workplace  
 
Diversity describes differences and similarities we all have as people.  
Workplace Diversity describes the characteristics, talents and skills 
individuals bring to the workplace that collectively help us achieve our 
organizational goals.  Diversity is usually described in terms of our 
primary and secondary characteristics.  Primary characteristics are the 
things that are inherit to our identity, such as:  race, sex, nationality, 
disability status, physical characteristics, sexual orientation, natural 
talents, etc.  Secondary characteristics are things such as:  profession, 
education, grade level, acquired skills, religion, language, parental and 
marital status, military experience, political beliefs, etc.  There is really no 
limit when we begin to describe the characteristics of diversity.   
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At the VA, it is recognized that our strength as an organization lies in our diversity and our ability to work 
collectively as a team to maximize our service to our Veterans.  In order to achieve this we must foster a 
work environment where everyone is treated with dignity, respect and appreciation.  A diversified 
workforce has the advantage of diverse perspectives and talents which create a stronger end result in the 
accomplishment of our mission.   
 
All employees and students at the VAWNYHS are responsible for treating   co-workers, patients and 
visitors respectfully.  We must all find ways to work more effectively with others of diverse backgrounds, 
including; taking the opportunity to learn from others who are different from ourselves to recognize the 
value and strengths of diversity within the VA. 
 
30) Important Telephone Numbers  
  


 Police Emergency 
o Buffalo   2600 
o Batavia  297-1005 


 
 Police General  


o Buffalo 716-834-9200  Ext 8747 or 7985 
o Batavia 585-297-1005 


 
 Main Contact Number 


o Buffalo 716-834-9200 and 1-800-532-8387 
o Batavia 585-297-1005 and 1-888-798-2302 


 
 Safety Contacts for VA Western NY Health Care System 


o Safety Manager, Ext. 8826 or Cell #390-8494 
o Safety Specialist, Ext. 3138 or  7992 


 
 Emergency Preparedness Coordinator  


o Ext. 6713 
 


 Paging System 
o Buffalo  


 To use the internal paging system, dial 77 on any staff telephone and follow the 
voice prompts.  The person will call you back.  For long range pagers (7 digit 
numbers) dial 9 then the number of the pager.  Wait for beep, then dial in your 
extension number and press the # sign 


o Batavia 
 To access paging system from inside telephones, ONLY in an emergency 


situation, dial ** and then the pager number.  To access overhead paging system 
from inside building dial 44 and that will access the overhead microphone 


 
 Internal Calls within both Buffalo and Batavia 


o Just dial the extension.  There is no need to call the main number or the operator 
 


 Know Your Preceptor’s or Instructor’s Telephone Number and/or Pager Number 
 


 Addresses of VA WNY Healthcare System 
o Buffalo VAMC 


 3495 Bailey Avenue, Buffalo, New York 14215 
o Batavia VAMC 


 222 Richmond Avenue, Batavia, New York 14020 
 


 VA Western New York Healthcare System Intranet 
o http://vaww.visn2.va.gov/buffalo/index.asp  
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31) Compliance and Business Integrity  
 


 What is Compliance and Business Integrity (CBI)?  
o It’s an oversight process supported by organizational culture and ensures that 


VAWNYHS’ Business Units follow applicable laws, regulations and standards; it supports 
early detection, mitigation and prevention of fraud, waste and abuse; it fosters a culture of 
business integrity and quality and helps our organization maintain the public’s trust 


 
 How is Compliance and Business Integrity achieved?   


o Compliance and business integrity is achieved by accurate and thorough auditing, 
monitoring and internal investigations in business areas such as, but not  limited to, 
patient registration, insurance identification and verification, vague or inaccurate medical 
record documentation and coding accuracy,  erroneous billing- medically unnecessary 
services, payment processing- inaccurate copayments, kickbacks, self-referrals, 
employing staff who are on federal sanctions lists, improper referrals, conflicts of interest 
and Non-VA medical care operations 


 
 Compliance and Business Integrity Values  


o Having integrity is integrating your actions and practice with your values and those of 
VHA CBI. VHA CBI values are: 


 
 


 How can YOU address compliance issues?  
o If you have a concern, you should think about whether or not it could be a compliance 


issue. Ask yourself: 
 If what is going on is legal and ethical?  
 Does it comply with applicable laws and regulations?  
 Is it consistent with VHA policies and procedures?  
 Would you feel good about yourself if you were doing the same thing?  
 Does it fit with VA’s mission and values and uphold public trust? 


o If you think you found a compliance issue or have a business related concern, it’s your 
duty to report it to:  


 Compliance and Business Integrity (CBI)  Officer- Ext 8809, 
room 632B  


 Or Your Supervisor or higher level Manager  
 Or The National CBI Helpline at 1-866-842-4357 


      
Let’s work together to preserve Veterans and the public’s trust! 


 
32) Orientation Handbook Acknowledgement  
 
Please detach, sign, and date the Orientation Handbook Acknowledgement on the next page. Give this 
certification to your Program Director (i.e., Voluntary Manager, Office of Education, Research, etc.) 
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Date: 
 
To:  VA Program Director 
 
Subject: Orientation Handbook 
 
From:  ________________________________ (Print Name) 
 
 
 
I acknowledge that I have received and read the VA Western New York Healthcare 
System Orientation Handbook. 
 
As a representative of the VA Western New York Healthcare System, I understand that I 
am responsible for complying with the rules and regulations as set forth in this 
handbook. 
 
 
 
________________________________________ _______________ 
Signature        Date 
 
 
 
 
 
 








Declaration for Federal Employment* 
(*This form may also be used to assess fitness for federal contract employment)


Form Approved:
OMB No.  3206-0182


U.S. Office of Personnel Management
5 U.S.C. 1302, 3301, 3304, 3328 & 8716


Optional Form 306 
Revised October 2011 


Previous editions obsolete and unusable


Instructions


The information collected on this form is used to determine your acceptability for Federal and Federal contract employment and your 
enrollment status in the Government's Life Insurance program.  You may be asked to complete this form at any time during the hiring 
process.  Follow instructions that the agency provides.  If you are selected, before you are appointed you will be asked to update 
your responses on this form and on other materials submitted during the application process and then to recertify that your answers 
are true.   
  
All your answers must be truthful and complete.   A false statement on any part of this declaration or attached forms or sheets 
may be grounds for not hiring you, or for firing you after you begin work.  Also, you may be punished by a fine or 
imprisonment (U.S. Code, title 18, section 1001).   
  
Either type your responses on this form or print clearly in dark ink. If you need additional space, attach letter-size sheets (8.5" X 11"). 
Include your name, Social Security Number, and item number on each sheet. We recommend that you keep a photocopy of your 
completed form for your records.


Privacy Act Statement


The Office of Personnel Management is authorized to request this information under sections 1302, 3301, 3304, 3328, and 8716 of 
title 5, U. S. Code.  Section 1104 of title 5 allows the Office of Personnel Management to delegate personnel management functions 
to other Federal agencies.  If necessary, and usually in conjunction with another form or forms, this form may be used in conducting 
an investigation to determine your suitability or your ability to hold a security clearance, and it may be disclosed to authorized officials 
making similar, subsequent determinations.   
  
Your Social Security Number (SSN) is needed to keep our records accurate, because other people may have the same name and 
birth date. Public Law 104-134 (April 26, 1996) asks Federal agencies to use this number to help identify individuals in agency 
records.  Giving us your SSN or any other information is voluntary.  However, if you do not give us your SSN or any other information 
requested, we cannot process your application.  Incomplete addresses and ZIP Codes may also slow processing.   
  
ROUTINE USES: Any disclosure of this record or information in this record is in accordance with routine uses found in System 
Notice OPM/GOVT-1, General Personnel Records. This system allows disclosure of information to: training facilities; organizations 
deciding claims for retirement, insurance, unemployment, or health benefits; officials in litigation or administrative proceedings where 
the Government is a party; law enforcement agencies concerning a violation of law or regulation; Federal agencies for statistical 
reports and studies; officials of labor organizations recognized by law in connection with representation of employees; Federal 
agencies or other sources requesting information for Federal agencies in connection with hiring or retaining, security clearance, 
security or suitability investigations, classifying jobs, contracting, or issuing licenses, grants, or other benefits; public and private 
organizations, including news media, which grant or publicize employee recognitions and awards; the Merit Systems Protection 
Board, the Office of Special Counsel, the Equal Employment Opportunity Commission, the Federal Labor Relations Authority, the 
National Archives and Records Administration, and Congressional offices in connection with their official functions; prospective 
non-Federal employers concerning tenure of employment, civil service status, length of service, and the date and nature of action for 
separation as shown on the SF 50 (or authorized exception) of a specifically identified individual; requesting organizations or 
individuals concerning the home address and other relevant information on those who might have contracted an illness or been 
exposed to a health hazard; authorized Federal and non-Federal agencies for use in computer matching; spouses or dependent 
children asking whether the employee has changed from a self-and-family to a self-only health benefits enrollment; individuals 
working on a contract, service, grant, cooperative agreement, or job for the Federal government; non-agency members of an 
agency's performance or other panel; and agency-appointed representatives of employees concerning information issued to the 
employees about fitness-for-duty or agency-filed disability retirement procedures.


Public Burden Statement


Public  burden  reporting  for this collection  of information  is estimated  to vary from  5 to 30 minutes  with an average  of 15 
minutes per response, including time for reviewing instructions, searching existing data sources, gathering the data needed, and 
completing and reviewing the collection of information.  Send comments regarding the burden estimate or any other aspect of the 
collection of information, including suggestions for reducing this burden, to the U.S. Office of Personnel Management, Reports and 
Forms Manager (3206-0182), Washington, DC 20415-7900. The OMB number, 3206-0182, is valid.  OPM may not collect this 
information, and you are not required to respond, unless this number is displayed.
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GENERAL INFORMATION
1.   FULL NAME  (Provide your full name. If you have only initials in your name, provide them and indicate "Initial only". If you do not have a middle name, 


indicate "No Middle Name". If you are a "Jr.," "Sr.," etc. enter this under Suffix.  First, Middle, Last, Suffix)


♦
2.   SOCIAL SECURITY  NUMBER


♦
3a.  PLACE OF BIRTH  (Include city and state or country)


♦
3b.  ARE YOU A U.S. CITIZEN?


YES NO   (If "NO", provide country of citizenship) ♦
4.   DATE OF BIRTH (MM / DD / YYYY)


    ♦
5.   OTHER NAMES EVER USED (For example, maiden name, nickname, etc)


   ♦
   ♦


6. PHONE NUMBERS (Include area codes)


Day     ♦
Night   ♦


Selective Service Registration
If you are a male born after December 31, 1959, and are at least 18 years of age, civil service employment law (5 U.S.C. 3328) requires that you 
must register with the Selective Service System, unless you meet certain exemptions. 


7a.  Are you a male born after December 31, 1959? YES NO (If "NO", proceed to 8.)


7b.  Have you registered with the Selective Service System? YES (If "YES", proceed to 8.) NO (If "NO", proceed to 7c.)


7c.  If "NO," describe your reason(s) in item 16.


Military Service
8.   Have you ever served in the United States military?            YES  (If "YES", provide information below) NO


If you answered "YES," list the branch, dates, and type of discharge for all active duty.  
If your only active duty was training in the Reserves or National Guard, answer "NO."


Branch From (MM/DD/YYYY) To (MM/DD/YYYY) Type of Discharge


Background Information
For all questions, provide all additional requested information under item 16 or on attached sheets.  The circumstances of each event 
you list will be considered. However, in most cases you can still be considered for Federal jobs.


For questions 9,10, and 11, your answers should include convictions resulting from a plea of nolo contendere (no contest), but omit (1) traffic 
fines of $300 or less, (2) any violation of law committed before your 16th birthday, (3) any violation of law committed before your 18th birthday if 
finally decided in juvenile court or under a Youth Offender law, (4) any conviction set aside under the Federal Youth Corrections Act or similar 
state law, and (5) any conviction for which the record was expunged under Federal or state law .


9.    During the last 7 years, have you been convicted, been imprisoned, been on probation, or been on parole? 
(Includes felonies, firearms or explosives violations, misdemeanors, and all other offenses.) If "YES," use item 16   
to provide the date, explanation of the violation, place of occurrence, and the name and address of the police 
department or court involved.


YES NO


10.  Have you been convicted by a military court-martial in the past 7 years? (If no military service, answer "NO.") If  
"YES," use item 16 to provide the date, explanation of the violation, place of occurrence, and the name and 
address  of the military authority or court involved. 


YES NO


11.  Are you currently under charges for any violation of law? If "YES," use item 16 to provide the date, explanation of 
the  violation, place of occurrence, and the name and address of the police department or court involved.


YES NO


12.   During the last 5 years, have you been fired from any job for any reason, did you quit after being told that you  
would be fired, did you leave any job by mutual agreement because of specific problems, or were you debarred 
from Federal employment by the Office of Personnel Management or any other Federal agency? If "YES," use item 
16  to provide the date, an explanation of the problem, reason for leaving, and the employer's name and address. 


YES NO


13.  Are you delinquent on any Federal debt? (Includes delinquencies arising from Federal taxes, loans, overpayment 
of  benefits, and other debts to the U.S. Government, plus defaults of Federally guaranteed or insured loans such 
as  student and home mortgage loans.)  If "YES," use item 16 to provide the type, length, and amount of the 
delinquency or default, and steps that you are taking to correct the error or repay the debt. 


YES NO







Declaration for Federal Employment* 
(*This form may also be used to assess fitness for federal contract employment)


Form Approved:
OMB No.  3206-0182


U.S. Office of Personnel Management
5 U.S.C. 1302, 3301, 3304, 3328 & 8716


Optional Form 306 
Revised October 2011 


Previous editions obsolete and unusable


Additional Questions
14.  Do any of your relatives work for the agency or government organization to which you are submitting this form?  


(Include: father, mother, husband, wife, son, daughter, brother, sister, uncle, aunt, first cousin, nephew, niece,  
father-in-law,mother-in-law, son-in-law, daughter-in-law, brother-in-law, sister-in-law, stepfather, stepmother,  
stepson, stepdaughter, stepbrother, stepsister, half brother, and half sister.) If "YES," use item 16 to provide the  
relative's name,relationship, and the department, agency, or branch of the Armed Forces for which your relative 
works.


YES NO


15.  Do you receive, or have you ever applied for, retirement pay, pension, or other retired pay based on military, 
Federal civilian, or District of Columbia Government service? 


YES NO


Continuation Space / Agency Optional Questions
16.   Provide details requested in items 7 through 15 and 18c in the space below or on attached sheets. Be sure to identify attached sheets  with 


your name, Social Security Number, and item number, and to include ZIP Codes in all addresses. If any questions are printed below, please 
answer as instructed (these questions are specific to your position and your agency is authorized to ask them).


Certifications / Additional Questions
APPLICANT: If you are applying for a position and have not yet been selected,  carefully review your answers on this form and any 
attached sheets. When this form and all attached materials are accurate, read item 17, and complete 17a. 


APPOINTEE: If you are being appointed, carefully review your answers on this form and any attached sheets, including any other application 
materials that your agency has attached to this form. If any information requires correction to be accurate as of the date you are signing, make 
changes on this form or the attachments and/or provide updated information on additional sheets, initialing and dating all changes and additions. 
When this form and all attached materials are accurate, read item 17, complete 17b, read 18, and answer 18a, 18b, and 18c as appropriate.


17.  I certify  that, to the best of my knowledge and belief, all of the information on and attached to this Declaration for Federal Employment,  
including any attached application materials, is true, correct, complete, and made in good faith . I understand that a false or fraudulent  
answer to any question or item on any part of this declaration or its attachments may be grounds for not hiring me, or for firing  
me after I begin work, and may be punishable by fine or imprisonment. I understand  that any information I give may be investigated 
for purposes of determining eligibility for Federal employment as allowed by law or Presidential order.  I consent  to the release of 
information about my ability and fitness for Federal employment by employers, schools, law enforcement agencies, and other individuals  
and organizations to investigators, personnel specialists, and other authorized employees or representatives of the Federal Government. I 
understand  that for financial or lending institutions, medical institutions, hospitals, health care professionals, and some other sources of 
information, a separate specific release may be needed, and I may be contacted for such a release at a later date. 


17a. Applicant's Signature: Date
(Sign in ink)


17b. Appointee's Signature: Date
(Sign in ink)


Appointing Officer:  
Enter Date of Appointment or Conversion 


MM / DD / YYYY


18.  Appointee (Only respond if you have been employed by the Federal Government before):  Your elections of life insurance during  
previous Federal employment may affect your eligibility for life insurance during your new appointment. These questions are asked to help 
your personnel office make a correct determination. 


18a. When did you leave your last Federal job? DATE:
MM / DD / YYYY


18b. When you worked for the Federal Government the last time, did you waive Basic Life 
Insurance or any type of optional life insurance? 


YES NO DO NOT KNOW


18c. If you answered "YES" to item 18b, did you later cancel the waiver(s)? If your answer to item 
18c is "NO," use item 16 to identify the type(s) of insurance for which waivers were not 
canceled.


YES NO DO NOT KNOW





Declaration for Federal Employment*

(*This form may also be used to assess fitness for federal contract employment)

Form Approved: 

OMB No.  3206-0182

U.S. Office of Personnel Management

5 U.S.C. 1302, 3301, 3304, 3328 & 8716

Optional Form 306 

Revised October 2011 

Previous editions obsolete and unusable

Optional Form 306 (Rev. October 2011)

Declaration for Federal Employment (This form may also be used to assess fitness for federal contract employment)

U.S. Office of Personnel Management

Instructions

The information collected on this form is used to determine your acceptability for Federal and Federal contract employment and your enrollment status in the Government's Life Insurance program.  You may be asked to complete this form at any time during the hiring process.  Follow instructions that the agency provides.  If you are selected, before you are appointed you will be asked to update your responses on this form and on other materials submitted during the application process and then to recertify that your answers are true.  

 

All your answers must be truthful and complete.   A false statement on any part of this declaration or attached forms or sheets may be grounds for not hiring you, or for firing you after you begin work.  Also, you may be punished by a fine or imprisonment (U.S. Code, title 18, section 1001).  

 

Either type your responses on this form or print clearly in dark ink. If you need additional space, attach letter-size sheets (8.5" X 11"). Include your name, Social Security Number, and item number on each sheet. We recommend that you keep a photocopy of your completed form for your records.

Privacy Act Statement

The Office of Personnel Management is authorized to request this information under sections 1302, 3301, 3304, 3328, and 8716 of title 5, U. S. Code.  Section 1104 of title 5 allows the Office of Personnel Management to delegate personnel management functions to other Federal agencies.  If necessary, and usually in conjunction with another form or forms, this form may be used in conducting an investigation to determine your suitability or your ability to hold a security clearance, and it may be disclosed to authorized officials making similar, subsequent determinations.  

 

Your Social Security Number (SSN) is needed to keep our records accurate, because other people may have the same name and birth date. Public Law 104-134 (April 26, 1996) asks Federal agencies to use this number to help identify individuals in agency records.  Giving us your SSN or any other information is voluntary.  However, if you do not give us your SSN or any other information requested, we cannot process your application.  Incomplete addresses and ZIP Codes may also slow processing.  

 

ROUTINE USES: Any disclosure of this record or information in this record is in accordance with routine uses found in System Notice OPM/GOVT-1, General Personnel Records. This system allows disclosure of information to: training facilities; organizations deciding claims for retirement, insurance, unemployment, or health benefits; officials in litigation or administrative proceedings where the Government is a party; law enforcement agencies concerning a violation of law or regulation; Federal agencies for statistical reports and studies; officials of labor organizations recognized by law in connection with representation of employees; Federal agencies or other sources requesting information for Federal agencies in connection with hiring or retaining, security clearance, security or suitability investigations, classifying jobs, contracting, or issuing licenses, grants, or other benefits; public and private organizations, including news media, which grant or publicize employee recognitions and awards; the Merit Systems Protection Board, the Office of Special Counsel, the Equal Employment Opportunity Commission, the Federal Labor Relations Authority, the National Archives and Records Administration, and Congressional offices in connection with their official functions; prospective non-Federal employers concerning tenure of employment, civil service status, length of service, and the date and nature of action for separation as shown on the SF 50 (or authorized exception) of a specifically identified individual; requesting organizations or individuals concerning the home address and other relevant information on those who might have contracted an illness or been exposed to a health hazard; authorized Federal and non-Federal agencies for use in computer matching; spouses or dependent children asking whether the employee has changed from a self-and-family to a self-only health benefits enrollment; individuals working on a contract, service, grant, cooperative agreement, or job for the Federal government; non-agency members of an agency's performance or other panel; and agency-appointed representatives of employees concerning information issued to the employees about fitness-for-duty or agency-filed disability retirement procedures.

Public Burden Statement

Public  burden  reporting  for this collection  of information  is estimated  to vary from  5 to 30 minutes  with an average  of 15 minutes per response, including time for reviewing instructions, searching existing data sources, gathering the data needed, and completing and reviewing the collection of information.  Send comments regarding the burden estimate or any other aspect of the collection of information, including suggestions for reducing this burden, to the U.S. Office of Personnel Management, Reports and Forms Manager (3206-0182), Washington, DC 20415-7900. The OMB number, 3206-0182, is valid.  OPM may not collect this information, and you are not required to respond, unless this number is displayed.

GENERAL INFORMATION

1.   FULL NAME  (Provide your full name. If you have only initials in your name, provide them and indicate "Initial only". If you do not have a middle name, indicate "No Middle Name". If you are a "Jr.," "Sr.," etc. enter this under Suffix.  First, Middle, Last, Suffix)

♦

2.   SOCIAL SECURITY  NUMBER

♦

3a.  PLACE OF BIRTH  (Include city and state or country)

♦

3b.  ARE YOU A U.S. CITIZEN?

♦

4.   DATE OF BIRTH (MM / DD / YYYY)

    ♦

5.   OTHER NAMES EVER USED (For example, maiden name, nickname, etc)

   ♦

   ♦

6. PHONE NUMBERS (Include area codes)

Day     ♦

Night   ♦

Selective Service Registration

If you are a male born after December 31, 1959, and are at least 18 years of age, civil service employment law (5 U.S.C. 3328) requires that you must register with the Selective Service System, unless you meet certain exemptions. 

7a.  Are you a male born after December 31, 1959?

7b.  Have you registered with the Selective Service System? 

7c.  If "NO," describe your reason(s) in item 16.

Military Service

8.   Have you ever served in the United States military?            

If you answered "YES," list the branch, dates, and type of discharge for all active duty. 

If your only active duty was training in the Reserves or National Guard, answer "NO."

Branch

From (MM/DD/YYYY)

To (MM/DD/YYYY)

Type of Discharge

Background Information

For all questions, provide all additional requested information under item 16 or on attached sheets.  The circumstances of each event you list will be considered. However, in most cases you can still be considered for Federal jobs.

For questions 9,10, and 11, your answers should include convictions resulting from a plea of nolo contendere (no contest), but omit (1) traffic fines of $300 or less, (2) any violation of law committed before your 16th birthday, (3) any violation of law committed before your 18th birthday if finally decided in juvenile court or under a Youth Offender law, (4) any conviction set aside under the Federal Youth Corrections Act or similar state law, and (5) any conviction for which the record was expunged under Federal or state law .

9.    During the last 7 years, have you been convicted, been imprisoned, been on probation, or been on parole? (Includes felonies, firearms or explosives violations, misdemeanors, and all other offenses.) If "YES," use item 16   to provide the date, explanation of the violation, place of occurrence, and the name and address of the police department or court involved.

10.  Have you been convicted by a military court-martial in the past 7 years? (If no military service, answer "NO.") If  "YES," use item 16 to provide the date, explanation of the violation, place of occurrence, and the name and address  of the military authority or court involved. 

11.  Are you currently under charges for any violation of law? If "YES," use item 16 to provide the date, explanation of the  violation, place of occurrence, and the name and address of the police department or court involved.

12.   During the last 5 years, have you been fired from any job for any reason, did you quit after being told that you  would be fired, did you leave any job by mutual agreement because of specific problems, or were you debarred from Federal employment by the Office of Personnel Management or any other Federal agency? If "YES," use item 16  to provide the date, an explanation of the problem, reason for leaving, and the employer's name and address. 

13.  Are you delinquent on any Federal debt? (Includes delinquencies arising from Federal taxes, loans, overpayment of  benefits, and other debts to the U.S. Government, plus defaults of Federally guaranteed or insured loans such as  student and home mortgage loans.)  If "YES," use item 16 to provide the type, length, and amount of the delinquency or default, and steps that you are taking to correct the error or repay the debt. 

Additional Questions

14.  Do any of your relatives work for the agency or government organization to which you are submitting this form?  (Include: father, mother, husband, wife, son, daughter, brother, sister, uncle, aunt, first cousin, nephew, niece,  father-in-law,mother-in-law, son-in-law, daughter-in-law, brother-in-law, sister-in-law, stepfather, stepmother,  stepson, stepdaughter, stepbrother, stepsister, half brother, and half sister.) If "YES," use item 16 to provide the  relative's name,relationship, and the department, agency, or branch of the Armed Forces for which your relative works.

15.  Do you receive, or have you ever applied for, retirement pay, pension, or other retired pay based on military, Federal civilian, or District of Columbia Government service? 

Continuation Space / Agency Optional Questions

16.   Provide details requested in items 7 through 15 and 18c in the space below or on attached sheets. Be sure to identify attached sheets  with your name, Social Security Number, and item number, and to include ZIP Codes in all addresses. If any questions are printed below, please answer as instructed (these questions are specific to your position and your agency is authorized to ask them).

Certifications / Additional Questions

APPLICANT: If you are applying for a position and have not yet been selected,  carefully review your answers on this form and any attached sheets. When this form and all attached materials are accurate, read item 17, and complete 17a. 

APPOINTEE: If you are being appointed, carefully review your answers on this form and any attached sheets, including any other application materials that your agency has attached to this form. If any information requires correction to be accurate as of the date you are signing, make changes on this form or the attachments and/or provide updated information on additional sheets, initialing and dating all changes and additions. When this form and all attached materials are accurate, read item 17, complete 17b, read 18, and answer 18a, 18b, and 18c as appropriate.

17.  I certify  that, to the best of my knowledge and belief, all of the information on and attached to this Declaration for Federal Employment,  including any attached application materials, is true, correct, complete, and made in good faith . I understand that a false or fraudulent  answer to any question or item on any part of this declaration or its attachments may be grounds for not hiring me, or for firing  me after I begin work, and may be punishable by fine or imprisonment. I understand  that any information I give may be investigated for purposes of determining eligibility for Federal employment as allowed by law or Presidential order.  I consent  to the release of information about my ability and fitness for Federal employment by employers, schools, law enforcement agencies, and other individuals  and organizations to investigators, personnel specialists, and other authorized employees or representatives of the Federal Government. I understand  that for financial or lending institutions, medical institutions, hospitals, health care professionals, and some other sources of information, a separate specific release may be needed, and I may be contacted for such a release at a later date. 

17a. Applicant's Signature: 

Date

(Sign in ink)

17b. Appointee's Signature:                               

Date

(Sign in ink)

Appointing Officer: 

Enter Date of Appointment or Conversion MM / DD / YYYY

18.  Appointee (Only respond if you have been employed by the Federal Government before):  Your elections of life insurance during  previous Federal employment may affect your eligibility for life insurance during your new appointment. These questions are asked to help your personnel office make a correct determination. 

18a. When did you leave your last Federal job? 

MM / DD / YYYY

18b. When you worked for the Federal Government the last time, did you waive Basic Life Insurance or any type of optional life insurance? 

18c. If you answered "YES" to item 18b, did you later cancel the waiver(s)? If your answer to item 18c is "NO," use item 16 to identify the type(s) of insurance for which waivers were not canceled.

		fullName: 

		ssn: 

		placeBirth: 

		q3bYes: 0

		q3bNo: 0

		q3bSpecify: 

		dateBirth: 

		q5Answer1: 

		q5Answer2: 

		dayPhone: 

		nightPhone: 

		q7aYes: 0

		q7aNo: 0

		q7bYes: 0

		q7bNo: 0

		q8Yes: 0

		q8No: 0

		branchLine1: 

		fromDateLine1: 

		toDateLine1: 

		typeDischargeLine1: 

		branchLine2: 

		fromDateLine2: 

		toDateLine2: 

		typeDischargeLine2: 

		branchLine3: 

		fromDateLine3: 

		toDateLine3: 

		typeDischargeLine3: 

		q9Yes: 0

		q9No: 0

		q10Yes: 0

		q10No: 0

		q11Yes: 0

		q11No: 0

		q12Yes: 0

		q12No: 0

		q13Yes: 0

		q13No: 0

		q14Yes: 0

		q14No: 0

		q15Yes: 0

		q15No: 0

		q16Specify: 

		q18aDate: 

		q18bYes: 0

		q18bNo: 0

		q18bDNK: 0

		q18cYes: 0

		q18cNo: 0

		q18cDNK: 0
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		Position Information (to be completed by Department/Manager)



		Job Title:

		

		Department:

		



		Is this a Paid Position:

		

		Yes

		

		No



		Type of Position (Check all that apply):

		

		

		

		



		

		PIV Renewal

		

		WOC Resident

		

		WOC Work Study

		

		Contractor



		

		PIV New Employee

		

		WOC Fellow

		

		WOC Research

		

		Volunteer



		

		PIV New User

		

		WOC Student

		

		Courtesy 

		SON:

		

		SOI:

		



		How long is this Appointment expected to last?     

		

		Less than 6 months 

		

		More than 6 months   



		Will this employee be given computer access?     

		

		Yes

		

		No

		

		



		Duty Location:

		

		Buffalo

		

		Batavia

		

		Dunkirk

		

		Jamestown

		

		Lackawanna



		

		

		Niagara Falls

		

		Lockport

		

		Olean

		

		Warsaw

		

		

		



		Applicant Information (to be completed by Applicant)



		Full Name:

		



		Aliases (Maiden Name):

		



		Social Security Number:

		

		Date of Birth:

		



		Daytime Phone Number:

		

		Country of Citizenship:

		



		Current Residence:

		



		City & Place of Birth:

		



		Gender:

		



		Race:

		

		American Indian or Alaskan Native

		

		Asian or Pacific Islander 

		

		Black or African American

		

		Caucasian or White

		

		Hispanic



		Color of Eyes:

		

		Color of Hair:

		



		Height (FT/IN):

		

		Weight (Lbs.):

		



		HR Information (to be completed by Human Resources)



		Completed By:

		

		Date:

		



		Type of Background check required:

		

		SAC

		

		NACI

		

		MBI

		

		BI
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APPOINTMENT AFFIDAVITS


(Position to which Appointed) (Date Appointed)


(Department or Agency) (Bureau or Division) (Place of Employment)


I,


A. OATH OF OFFICE
   I will support and defend the Constitution of the United States against all enemies, foreign and domestic; 
that I will bear true faith and allegiance to the same; that I take this obligation freely, without any mental 
reservation or purpose of evasion; and that I will well and faithfully discharge the duties of the office on 
which I am about to enter. So help me God.


   I am not participating in any strike against the Government of the United States or any agency thereof, 
and I will not so participate while an employee of the Government of the United States or any agency 
thereof.


B. AFFIDAVIT AS TO STRIKING AGAINST THE FEDERAL GOVERNMENT


C. AFFIDAVIT AS TO THE PURCHASE AND SALE OF OFFICE
   I have not, nor has anyone acting in my behalf, given, transferred, promised or paid any consideration for 
or in expectation or hope of receiving assistance in securing this appointment.


, do solemnly swear (or affirm) that--


U.S. Office of Personnel Management 
The Guide to Processing Personnel Actions


Standard Form 61 
Revised August 2002  
Previous editions not usableNSN 7540-00-634-4015


Subscribed and sworn (or affirmed) before me this day of , 2


(Signature of Appointee)


at
(State)(City)


Commission expires
(If by a Notary Public, the date of his/her Commission should be shown) (Title)


Note - If the appointee objects to the form of the oath on religious grounds, certain modifications may be permitted pursuant to the 
Religious Freedom Restoration Act. Please contact your agency's legal counsel for advice.


(Signature of Officer)
(SEAL)





APPOINTMENT AFFIDAVITS

(Position to which Appointed)

(Date Appointed)

(Department or Agency)

(Bureau or Division)

(Place of Employment)

I,

A. OATH OF OFFICE 

   I will support and defend the Constitution of the United States against all enemies, foreign and domestic; that I will bear true faith and allegiance to the same; that I take this obligation freely, without any mental reservation or purpose of evasion; and that I will well and faithfully discharge the duties of the office on which I am about to enter. So help me God.

   I am not participating in any strike against the Government of the United States or any agency thereof, and I will not so participate while an employee of the Government of the United States or any agency thereof.

B. AFFIDAVIT AS TO STRIKING AGAINST THE FEDERAL GOVERNMENT

C. AFFIDAVIT AS TO THE PURCHASE AND SALE OF OFFICE

   I have not, nor has anyone acting in my behalf, given, transferred, promised or paid any consideration for or in expectation or hope of receiving assistance in securing this appointment.

, do solemnly swear (or affirm) that--

U.S. Office of Personnel Management

The Guide to Processing Personnel Actions

Standard Form 61

Revised August 2002 

Previous editions not usable

NSN 7540-00-634-4015

Subscribed and sworn (or affirmed) before me this

day of

, 2

(Signature of Appointee)

at

(State)

(City)

Commission expires

(If by a Notary Public, the date of his/her Commission should be shown)

(Title)

Note - If the appointee objects to the form of the oath on religious grounds, certain modifications may be permitted pursuant to the Religious Freedom Restoration Act. Please contact your agency's legal counsel for advice.

(Signature of Officer)

(SEAL)

8.2.1.3144.1.471865.466429

		Position to which Appointed.: Research WOC

		Date Appointed. Enter 2 digit month, 2 digit day and 4 digit year.: 

		Department or Agency.: Department of Veterans Affairs

		Bureau or Division.: Veterans Health Administration

		Place of Employment.: VA Western New York Healthcare System

		Name.: 

		day.: 

		month.: 

		last three digits of the year.: 

		Signature of Appointee. This is a protected field.: 

		City.: 

		State.: 

		Commission expires. Enter 2 digit month, 2 digit day and 4 digit year.: 

		Title.: 

		Signature of Officer.: 

		Signature of Appointee. Digital Signature.: 

		Signature of Officer. Digital Signature.: 










 Employment Eligibility Verification 
Department of Homeland Security 


U.S. Citizenship and Immigration Services 


USCIS 
Form I-9 


 OMB No. 1615-0047 
Expires 03/31/2016


START HERE.  Read instructions carefully before completing this form. The instructions must be available during completion of this form. 
ANTI-DISCRIMINATION NOTICE:  It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future 
expiration date may also constitute illegal discrimination.


Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later 
than the first day of employment, but not before accepting a job offer.)


Address (Street Number and Name)


E-mail Address Telephone NumberDate of Birth (mm/dd/yyyy)


Other Names Used (if any)


U.S. Social Security Number


Ź


Middle Initial


Apt. Number City or Town State Zip Code


I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form.


I attest, under penalty of perjury, that I am (check one of the following): 


An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy)


Signature of Employee: Date (mm/dd/yyyy):


Date (mm/dd/yyyy):Signature of Preparer or Translator: 


Address (Street Number and Name) City or Town Zip CodeState


A lawful permanent resident (Alien Registration Number/USCIS Number): 


A citizen of the United States     


A noncitizen national of the United States (See instructions)   


1. Alien Registration Number/USCIS Number: 


For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form I-94 Admission Number:


If you obtained your admission number from CBP in connection with your arrival in the United 
States, include the following:


2. Form I-94 Admission Number:


Country of Issuance:


Foreign Passport Number:


(See instructions)


Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)


First Name (Given Name)Last Name (Family Name)


- -


. Some aliens may write "N/A" in this field.


Page 7 of 9Form I-9   03/08/13  N


Employer Completes Next Page


I attest, under penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the 
information is true and correct.


Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the 
employee.) 


OR


First Name (Given Name)Last Name (Family Name)


3-D Barcode 
Do Not Write in This Space  
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 Employee Last Name, First Name and Middle Initial from Section 1:


Section 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on 
the "Lists of Acceptable Documents" on the next page of this form. For each document you review, record the following information: document title, 
issuing authority, document number, and expiration date, if any.)


Certification
I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, (2) the 
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the 
employee is authorized to work in the United States.


The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions.)


Date (mm/dd/yyyy)Signature of Employer or Authorized Representative Title of Employer or Authorized Representative


Employer's Business or Organization Address (Street Number and Name)


Last Name (Family Name) Employer's Business or Organization NameFirst Name (Given Name)


City or Town Zip CodeState


Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)


C.  If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee 
presented that establishes current employment authorization in the space provided below.


B. Date of Rehire (if applicable) (mm/dd/yyyy):


Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy): 


Signature of Employer or Authorized Representative: Date (mm/dd/yyyy):


I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 


Middle InitialFirst Name (Given Name)Last Name (Family Name)


Issuing Authority: Issuing Authority:


Document Number:


Document Title:Document Title:


Document Number:


Issuing Authority:


List A OR ANDList B List C


Document Number:


Document Title:


Expiration Date (if any)(mm/dd/yyyy):


Document Title:


Issuing Authority:


Expiration Date (if any)(mm/dd/yyyy):


Document Title:


Issuing Authority:


Expiration Date (if any)(mm/dd/yyyy):


Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):


Identity and Employment Authorization Identity Employment Authorization


Document Number:


Document Number:


Print Name of Employer or Authorized Representative:


3-D Barcode 
Do Not Write in This Space  
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LISTS OF ACCEPTABLE DOCUMENTS


Illustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274).


For persons under age 18 who are 
unable to present a document 


listed above:   


LIST A LIST B LIST C


2.   Permanent Resident Card or Alien 
Registration Receipt Card (Form I-551)


8.   Employment authorization 
document issued by the 
Department of Homeland Security


1.   Driver's license or ID card issued by a 
State or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, eye 
color, and address


1.   A Social Security Account Number 
card, unless the card includes one of 
the following restrictions:


9.   Driver's license issued by a Canadian 
government authority


1.   U.S. Passport or U.S. Passport Card


2.   Certification of Birth Abroad issued 
by the Department of State (Form 
FS-545)


3.   Foreign passport that contains a 
temporary I-551 stamp or temporary 
I-551 printed notation on a machine-
readable immigrant visa


4.   Employment Authorization Document 
that contains a photograph (Form 
I-766) 


3.   Certification of Report of Birth 
issued by the Department of State 
(Form DS-1350)


3.   School ID card with a photograph
5.   For a nonimmigrant alien authorized  


to work for a specific employer 
because of his or her status:


6.   Military dependent's ID card
4.   Original or certified copy of birth   
      certificate issued by a State,  
      county, municipal authority, or  
      territory of the United States  
      bearing an official seal


7.   U.S. Coast Guard Merchant Mariner 
Card


5.   Native American tribal document8.   Native American tribal document


7.   Identification Card for Use of 
Resident Citizen in the United 
States (Form I-179)


10.   School record or report card


11.   Clinic, doctor, or hospital record


12.   Day-care or nursery school record


2.   ID card issued by federal, state or local 
government agencies or entities, 
provided it contains a photograph or 
information such as name, date of birth, 
gender, height, eye color, and address


4.   Voter's registration card


5.   U.S. Military card or draft record


Documents that Establish 
Both Identity and 


Employment Authorization


Documents that Establish  
Identity 


Documents that Establish  
Employment Authorization


OR AND


All documents must be UNEXPIRED


6.   Passport from the Federated States of 
Micronesia (FSM) or the Republic of 
the Marshall Islands (RMI) with Form 
I-94 or Form I-94A indicating 
nonimmigrant admission under the 
Compact of Free Association Between 
the United States and the FSM or RMI


6.   U.S. Citizen ID Card (Form I-197)


b. Form I-94 or Form I-94A that has  
the following:
(1) The same name as the passport; 


and
(2) An endorsement of the alien's 


nonimmigrant status as long as 
that period of endorsement has 
not yet expired and the 
proposed employment is not in 
conflict with any restrictions or 
limitations identified on the form.


a. Foreign passport; and


(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION


(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION


(1)  NOT VALID FOR EMPLOYMENT


Refer to Section 2 of the instructions, titled "Employer or Authorized Representative Review 
and Verification," for more information about acceptable receipts.


Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.












8B. COUNTRY OF WHICH YOU ARE A CITIZEN


III - THIS SECTION TO BE COMPLETED BY THE CHIEF OF STAFF


17A. DO YOU CURRENTLY HAVE OR HAVE 
YOU  EVER HAD CLINICAL PRIVILEGES AT 
ANY HEALTH CARE INSTITUTION OR 
AGENCY


16E. LIST AND PROVIDE DETAILS OF ALL CERTIFICATIONS BY OTHER THAN AN AMERICAN SPECIALTY BOARD (Use separate sheet if more space is necessary)


12D. BRANCH OF SERVICE 12E. TYPE OF DISCHARGE


15A. NUMBER OF CURRENT OR MOST 
RECENT DEA (DRUG ENFORCEMENT 
ADMINISTRATION) CERTIFICATE 
AND/OR  STATE LICENSE/PERMIT TO 
PRESCRIBE CONTROLLED SUBSTANCES


13A. LIST ALL STATES/TERRITORIES/COMMONWEALTHS OF THE U. S. 
OR THE DISTRICT OF COLUMBIA, WHERE YOU ARE  OR HAVE EVER 
BEEN LICENSED (If not held now, explain on a separate sheet)


APPLICATION FOR PHYSICIANS, DENTISTS, PODIATRISTS, OPTOMETRISTS AND CHIROPRACTORS


CERTIFICATION:
I certify that I have verified licensure and registration with State boards, and sighted visa or evidence of 
citizenship. Board certification has been verified (if appropriate).


18. EVIDENCE HAS BEEN SIGHTED IN REGARDS TO: 19B. DATE


3. PRESENT ADDRESS (Street Address 1)


4A. RESIDENCE 4B. BUSINESS


5. DATE OF BIRTH 6. PLACE OF BIRTH (City) 7. SOCIAL SECURITY NUMBER


8A. CITIZENSHIP


9C. DATE FILED9A. HAVE YOU EVER FILED APPLICATION FOR APPOINTMENT IN THE VA 9B. NAME OF OFFICE WHERE FILED


10. WHEN MAY INQUIRY BE MADE OF YOUR PRESENT EMPLOYER 11. DATE AVAILABLE FOR EMPLOYMENT


I - ACTIVE MILITARY DUTY
12B. DATE TO12A. DATE FROM 12C. SERIAL OR SERVICE NO.


II - LICENSURE, DEA/STATE CERTIFICATION, SPECIALTY BOARDS AND CLINICAL PRIVILEGES
13D. EXPIRATION 


DATE


15C. HAVE YOU EVER HAD A DEA 
CERTIFICATE OR STATE LICENSE/PERMIT 
REVOKED, SUSPENDED, LIMITED, 
RESTRICTED  IN  ANY  WAY OR 
VOLUNTARILY RELINQUISHED


16C. SPECIAL CERTIFICATIONS (Recognized 
by American Board after exam)


16A. ARE YOU CERTIFIED BY AN AMERICAN 
SPECIALTY BOARD (General Certification)


16B. DATE


17B. NAME AND ADDRESS OF CURRENT OR MOST RECENT 
INSTITUTION, AGENCY OR ORGANIZATION WHERE HELD


17C. HAVE ANY OF YOUR STAFF APPOINTMENTS 
OR CLINICAL PRIVILEGES EVER BEEN DENIED, 
REVOKED, SUSPENDED, REDUCED, LIMITED, NOT 
RENEWED, OR VOLUNTARILY RELINQUISHED
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Approved Exception To SF 171
OMB No. 2900-0205
Estimated burden: 30 minutes


4. TELEPHONE NUMBER (Include Area Code)


FULL 
LICENSURE


CURRENT 
REGISTRATION 
(All States)


NATURALIZED 
CITIZENSHIP


19A. SIGNATURE OF CHIEF OF STAFF


14. DO YOU HAVE PENDING, OR HAVE YOU 
EVER HAD ANY LICENSE REVOKED 
SUSPENDED, DENIED, RESTRICTED, LIMITED
OR ISSUED/PLACED IN A PROBATIONAL 
STATUS OR VOLUNTARILY RELINQUISHED


VISA


BOARD 
CERTIFICATION


15B. DATE OF 
EXPIRATION


16D. DATE


13B. LICENSE NO.
13C. CURRENT REGISTRATION


(If "NO" explain on separate sheet)


SEE LAST PAGE FOR PAPERWORK REDUCTION ACT, PRIVACY ACT AND INFORMATION ABOUT DISCLOSURE OF YOUR SOCIAL SECURITY NUMBER.


INSTRUCTIONS:  Please submit this application furnishing all information in sufficient detail to enable the Department of Veterans
Affairs to determine your eligibility for appointment in Veterans Health Administration.
Type, or print in ink. If additional space is required, please attach a separate sheet and refer to items being answered by number.


2. APPLICATION FOR (Check one)1. NAME (Last, First, Middle)


YES NO NOT REQUIRED


GENERAL PRACTICE SPECIALTY (Identify below)


U.S. CITIZEN BY BIRTH NATURALIZED U.S. CITIZEN NOT A U.S. CITIZEN (Complete item 8B)


YES (If "YES", complete items 9B and 9C) NO


OTHER (Explain on seperate sheet)HONORABLE


YES (If "YES", explain on seperate sheet)
NO NO


YES (If "YES", explain on seperate sheet)


NO
YES (If "YES", provide names of boards below)


NO
YES (If "YES", provide names of boards below)


NOYES (If "YES", complete item 17B) NOYES (If "YES", explain on seperate sheet)


STREET ADDRESS 2 APT. NO.


CITY STATE ZIP CODE COUNTRY


STATE COUNTRY


EXISTING STOCK OF VA FORM 10-2850, JUL 2004, WILL BE USED.







27E. 
PART-TIME
AVERAGE 


HOURS 
PER WEEK


XI - GENERAL INFORMATION


22A. NAME OF SCHOOL


20D. DATES OF COVERAGE


VI - PROFESSIONAL EDUCATION


NOTE: For items 24 through 27, identify service as a paid Federal employee including service with VA, U.S. Military or Public Health Service. Include 
and identify internship or general practice residencies. DO NOT include externships.


20A. PRESENT PROFESSIONAL 
LIABILITY INSURANCE CARRIER TO


V - PREPROFESSIONAL EDUCATION


20B. DATE 
COVERAGE BEGAN


20C. NAMES OF PRIOR 
CARRIERS


21. HAS ANY CARRIER EVER CANCELLED, 
DENIED OR REFUSED TO RENEW YOUR 
INSURANCEFROM


22F. 
DEGREE 


28. NAMES UNDER WHICH YOU WERE EMPLOYED IF DIFFERENT FROM NAME GIVEN IN ITEM 1.


IV - PROFESSIONAL LIABILITY INSURANCE


PAGE 2VA FORM
JUN 2006 (R) 10-2850


(If "YES", explain 
on separate sheet)


23E. 
DEGREE 


24F.  
NO. OF


 MONTHS


22B. ADDRESS (City, State and ZIP Code)


Vll - RESIDENCY TRAINING AND FELLOWSHIPS SUBSEQUENT TO GRADUATION FROM PROFESSIONAL SCHOOL


22C. SUBJECT
MAJOR


22D. YEARS
ATTENDED


23B. ADDRESS (City, State and ZIP Code)23A. NAME OF SCHOOL
23C. YEARS
ATTENDED


24B. ADDRESS (City, State and ZIP Code)24A. NAME OF HOSPITAL 
OR INSTITUTION


24C. 
SPECIALTY


24D. 
PG LEVEL


VIII - TEACHING AND/OR RESEARCH ASSOCIATIONS AND APPOINTMENTS WITH PROFESSIONAL SCHOOLS
25B. ADDRESS (City, State and ZIP Code)25A. INSTITUTION 25C. POSITION 25D. DATE FROM


IX  -  VISITING STAFF HOSPITAL APPOINTMENTS
26B. ADDRESS (City, State and ZIP Code)26A. INSTITUTION 26C. POSITION 26D. DATE FROM


X - PROFESSIONAL EXPERIENCE


27B. ADDRESS (City, State and ZIP Code)27A. EMPLOYER
27C. POSITION 


(Where applicable, also 
specify whether General 
practitioner or Specialist)


27D. 
FULL
TIME


22E. GRADUATED
MONTH YEAR


23D. GRADUATED
MONTH YEAR


24E. COMPLETED
MONTH YEAR


25E. DATE TO


26E. DATE TO


27F. DATES EMPLOYED


FROM TO


NOYES







30. REFERENCES: List four persons, preferably in your specialty, living in the United States who are not related to you by blood or marriage and who 
have been in a position to judge your professional qualifications during the past five years.


PLACE AN "X" IN APPROPRIATE SPACE. IF "YES" EXPLAIN DETAILS ON SEPARATE SHEET OF PAPER


30A. NAME 30B. ADDRESS (Street, City, State and ZIP Code) 30C. AREA CODE/PHONE NO. 30D. BUSINESS OR OCCUPATION


ITEM NO. YES NO


31. Do you receive or do you have a pending application for retirement or retainer pay, pension, or other compensation based 
upon military, Federal civilian, or District of Columbia service?


32. Does the Department of Veterans Affairs (VA) employ any relative of yours (by blood or marriage)? If "YES", give 
separately such relative's (1) full name; (2) relationship; (3) VA position and employment location.


ARE YOU NOW, OR HAVE YOU EVER BEEN, INVOLVED IN ADMINISTRATIVE, PROFESSIONAL OR JUDICIAL
PROCEEDINGS IN WHICH MALPRACTICE ON YOUR PART IS OR WAS ALLEGED? (If "YES" give details 
including name of action or proceedings, date filed, court or reviewing agency, and the status or disposition of case 
concerning allegations, together with your explanation of the circumstances involved.)


33.
(As a provider of health care services, VA has an obligation to exercise reasonable care in determining that applicants are 
properly qualified. It is recognized that many allegations of professional malpractice are proven groundless. Any conclusion 
concerning your answer as it relates to professional qualifications will be made only after a full evaluation of the 
circumstances involved.)


NOTE:  A conviction or a discharge does not necessarily mean you cannot be appointed. The nature of the conviction or discharge and how long ago it 
occurred is important. Give all the facts so that a decision can be made. If your answer to question 36, 37 or 38 is "YES" give for each offense: (1) date; 
(2) charge; (3) place; (4) court and (5) action taken. When answering item 36 or 37, you may omit (1) traffic fines for which you paid a fine of $100.00 
or less; (2) any offense committed before your 18th birthday which was finally adjudicated in a juvenile court or under a youth offender law; (3) any 
conviction the record of which has been expunged under Federal or State law; and (4) any conviction set aside under the Federal Youth Corrections Act 
or similar State authority.


34. Within the last five years have you been discharged from any position for any reason?


35. Within the last five years have you resigned or retired from a position after being notified you would be disciplined or 
discharged, or after questions about your clinical competence were raised?


36.


Have you ever been convicted, forfeited collateral, or are you now under charges for any felony or any firearms or explosives
offense against the law?  (A felony is defined as any offense punishable by imprisonment for a term exceeding one year, but 
does not include any offense classified as a misdemeanor under the laws of a State and punishable by a term of imprisonment
of two years or less.)


37. During the past seven years have you been convicted, imprisoned, on probation or parole, or forfeited collateral, or are you 
now under charges for any offense against the law not included in 36 above?


38. While in the military service were you ever convicted by a general court-martial?


39. If you were in the military service as a physician, dentist, podiatrist, optometrist, or chiropractor, did you ever receive a 
non-judicial punishment (Article 15)?
Are you delinquent on any Federal debt?  (Include delinquencies arising from Federal taxes, loans, overpayment of benefits, 
and other debts to the U.S. Government, plus defaults on any Federally guaranteed or insured loans such as student and home
mortgage loans.)


40. If “Yes”, explain on a separate sheet the type, length, and amount of the delinquency or default and steps you are taking to 
correct errors or repay the debt. Give any identification numbers associated with the debt and the address of the Federal 
agency involved.


XII - SIGNATURE OF APPLICANT
NOTE:  A false statement on any part of your application may be grounds for not hiring you, or for terminating you after you begin work.  
Also, you may be punished by fine or imprisonment (U.S. Code, Title 18, Section 1001).


I CERTIFY THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF, ALL OF MY 
STATEMENTS ARE TRUE, CORRECT, COMPLETE, AND MADE IN GOOD FAITH.


41A. SIGNATURE OF APPLICANT (Sign in dark ink) 41B. DATE (Month, Day,Year)


CERTIFICATION:
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29. LIST ALL PROFESSIONAL PUBLICATIONS, SCIENTIFIC PAPERS, HONORS, AWARDS, RESEARCH GRANTS AND FELLOWSHIPS (If
additional space is required, attach separate sheet)







AUTHORIZATION FOR RELEASE OF INFORMATION


In order for the Department of Veterans Affairs (VA) to assess and verify my educational background, professional qualifications and suitability for 
employment, I:


Authorize VA to make inquiries concerning such information about me to my previous employer(s), current employer, educational 
institutions, State licensing boards, professional liability insurance carriers, national practitioner data bank, American Medical Association, 
Federation of State Medical Boards, other professional organizations and/or persons, agencies, organizations or institutions listed by me as 
references, and to any other appropriate sources to whom VA may be referred by those contacted or deemed appropriate;


Release from liability all those who provide information to VA in good faith and without malice in response to such inquiries; and


Authorize release of such information and copies of related records and/or documents to VA officials;


DATESIGNATURE


PAGE 4


Authorize VA to disclose to such persons, employers, institutions, boards or agencies identifying and other information about me to enable 
VA to make such inquiries.


VA FORM
JUN 2006 (R) 10-2850


PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICE


The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of 
section 3507 of the Paperwork Reduction Act of 1995.  We may not conduct or sponsor, and you are not required to respond to, a collection of 
information unless it displays a valid OMB number.  We anticipate that the time expended by all individuals who must complete this form will average 
30 minutes.  This includes the time it will take to read instructions, gather the necessary facts and fill out the form. 


AUTHORITY: The information requested on the attached application form and Authorization for Release of Information is solicited under Title 38, 
United States Code, Chapters 73 and 74.


PURPOSES AND USES: The information requested on the application is collected primarily to determine your qualifications and suitability for 
employment. If you are employed by the VA, the information will be used to make pay and benefit determinations and, as necessary, in personnel 
administration processes carried out in accordance with established regulations and the published notice of the system of records "Applicants for 
Employment under Title 38, U.S.C.-VA" (02VA135)


ROUTINE USES: Information on the form or the form itself may be released without your prior consent outside the VA to another Federal, State or 
local agency,  to the National Practitioner Data Bank which is administered by the Department of Health and Human Services, to State licensing boards, 
and/or appropriate professional organizations or agencies to assist the VA in determining your suitability for hiring and for employment, to periodically 
verify, evaluate and update your clinical privileges and licensure status, to report apparent or potential violations of law, to provide statistical data upon 
proper request, or to provide information to a Congressional office in response to an inquiry made at your request. Such information may also be 
released without your prior consent to Federal agencies, State licensing boards, or similar boards or entities, in connection with the VA's reporting of 
information concerning your separation or resignation as a professional staff member under circumstances which raise 
serious concerns about your professional competence.   Information  concerning  payments related to malpractice claims and adverse actions which 
affect clinical privileges also may be released to State licensing boards and the National Practitioner Data Bank. The information you supply may be 
verified through a computer matching program at any time.


EFFECTS OF NON-DISCLOSURE: See statement below concerning disclosure of your social security number. Disclosure of the other information is 
voluntary; however, failure to provide this information may delay or make impossible the proper application of Civil Service rules and regulations and 
VA personnel policies and thus may prevent you from obtaining employment, employees benefits, or other entitlements.


INFORMATION REGARDING DISCLOSURE OF YOUR SOCIAL SECURITY NUMBER UNDER PUBLIC LAW 93-579 SECTION 7(b)


Disclosure of your SSN (social security number) is mandatory to obtain the employment and related benefits that you are seeking. Solicitation of the 
SSN is authorized under the provisions of Executive Order 9397, dated November 22, 1943. The SSN is used as an identifier throughout your Federal 
career from the time of application through retirement. It will be used primarily to identify your records. The SSN also will be used by Federal agencies 
in connection with lawful requests for information about you from your former employers, educational institutions, and financial or other organizations. 
The information gathered through the use of the number will be used only as necessary in personnel administration processes carried out in accordance 
with established regulations and published notices of systems of records. The SSN also will be used for the selection of persons to be included in 
statistical studies of personnel management matters. The use of the SSN is made necessary because of the large number of present and former Federal 
employees and applicants who have identical names and birth dates, and whose identities can only be distinguished by the SSN.





8B. COUNTRY OF WHICH YOU ARE A CITIZEN

8 B. COUNTRY OF WHICH YOU ARE A CITIZEN
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Department of Veterans Affairs

III - THIS SECTION TO BE COMPLETED BY THE CHIEF OF STAFF

17A. DO YOU CURRENTLY HAVE OR HAVE YOU  EVER HAD CLINICAL PRIVILEGES AT ANY HEALTH CARE INSTITUTION OR AGENCY

17. A. DO YOU CURRENTLY HAVE OR HAVE YOU  EVER HAD CLINICAL PRIVILEGES AT ANY HEALTH CARE INSTITUTION OR AGENCY

16E. LIST AND PROVIDE DETAILS OF ALL CERTIFICATIONS BY OTHER THAN AN AMERICAN SPECIALTY BOARD (Use separate sheet if more space is necessary)

12D. BRANCH OF SERVICE

12 D. BRANCH OF SERVICE

12E. TYPE OF DISCHARGE

12 E. TYPE OF DISCHARGE

15A. NUMBER OF CURRENT OR MOST RECENT DEA (DRUG ENFORCEMENT ADMINISTRATION) CERTIFICATE AND/OR  STATE LICENSE/PERMIT TO PRESCRIBE CONTROLLED SUBSTANCES

15. A. NUMBER OF CURRENT OR MOST RECENT D. E. A.  (DRUG ENFORCEMENT ADMINISTRATION) CERTIFICATE AND / OR STATE LICENSE/PERMIT TO PRESCRIBE CONTROLLED SUBSTANCES

13A. LIST ALL STATES/TERRITORIES/COMMONWEALTHS OF THE U. S. OR THE DISTRICT OF COLUMBIA, WHERE YOU ARE  OR HAVE EVER BEEN LICENSED (If not held now, explain on a separate sheet)

13. A. LIST ALL STATES/TERRITORIES/COMMONWEALTHS OF THE U. S. OR THE DISTRICT OF COLUMBIA, WHERE YOU ARE  OR HAVE EVER BEEN LICENSED (If not held now, explain on a separate sheet)

APPLICATION FOR PHYSICIANS, DENTISTS, PODIATRISTS, OPTOMETRISTS AND CHIROPRACTORS

CERTIFICATION:

I certify that I have verified licensure and registration with State boards, and sighted visa or evidence of citizenship. Board certification has been verified (if appropriate).

I certify that I have verified licensure and registration with State boards, and sighted visa or evidence of citizenship. Board certification has been verified (if appropriate).

18. EVIDENCE HAS BEEN SIGHTED IN REGARDS TO:

19B. DATE

19 B. DATE

3. PRESENT ADDRESS (Street Address 1)

3. PRESENT ADDRESS (Street Address 1)

4A. RESIDENCE

4. A. RESIDENCE

4B. BUSINESS

4 B. BUSINESS

5. DATE OF BIRTH

6. PLACE OF BIRTH (City)

7. SOCIAL SECURITY NUMBER

8A. CITIZENSHIP

8. A. CITIZENSHIP

9C. DATE FILED

9A. HAVE YOU EVER FILED APPLICATION FOR APPOINTMENT IN THE VA

9. A. HAVE YOU EVER FILED APPLICATION FOR APPOINTMENT IN THE V. A.

9B. NAME OF OFFICE WHERE FILED

9 B. NAME OF OFFICE WHERE FILED

10. WHEN MAY INQUIRY BE MADE OF YOUR PRESENT EMPLOYER

11. DATE AVAILABLE FOR EMPLOYMENT

I - ACTIVE MILITARY DUTY

1 - ACTIVE MILITARY DUTY

12B. DATE TO

12 B. DATE TO

12A. DATE FROM

12. A. DATE FROM

12C. SERIAL OR SERVICE NO.

12 C. SERIAL OR SERVICE NUMBER

II - LICENSURE, DEA/STATE CERTIFICATION, SPECIALTY BOARDS AND CLINICAL PRIVILEGES

2 - LICENSURE, D. E. A. /STATE CERTIFICATION, SPECIALTY BOARDS AND CLINICAL PRIVILEGES

13D. EXPIRATION 

DATE

13 D. EXPIRATION DATE

15C. HAVE YOU EVER HAD A DEA CERTIFICATE OR STATE LICENSE/PERMIT REVOKED, SUSPENDED, LIMITED, RESTRICTED  IN  ANY  WAY OR VOLUNTARILY RELINQUISHED

15 C. HAVE YOU EVER HAD A D. E. A. CERTIFICATE OR STATE LICENSE/PERMIT REVOKED, SUSPENDED, LIMITED, RESTRICTED  IN  ANY  WAY OR VOLUNTARILY RELINQUISHED

16C. SPECIAL CERTIFICATIONS (Recognized by American Board after exam)

16 C. SPECIAL CERTIFICATIONS (Recognized by American Board after exam)

16A. ARE YOU CERTIFIED BY AN AMERICAN SPECIALTY BOARD (General Certification)

16. A. ARE YOU CERTIFIED BY AN AMERICAN SPECIALTY BOARD (General Certification)

16B. DATE

16 B. DATE

17B. NAME AND ADDRESS OF CURRENT OR MOST RECENT INSTITUTION, AGENCY OR ORGANIZATION WHERE HELD

17 B. NAME AND ADDRESS OF CURRENT OR MOST RECENT INSTITUTION, AGENCY OR ORGANIZATION WHERE HELD

17C. HAVE ANY OF YOUR STAFF APPOINTMENTS OR CLINICAL PRIVILEGES EVER BEEN DENIED, REVOKED, SUSPENDED, REDUCED, LIMITED, NOT RENEWED, OR VOLUNTARILY RELINQUISHED

17 C. HAVE ANY OF YOUR STAFF APPOINTMENTS OR CLINICAL PRIVILEGES EVER BEEN DENIED, REVOKED, SUSPENDED, REDUCED, LIMITED, NOT RENEWED, OR VOLUNTARILY RELINQUISHED
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4. TELEPHONE NUMBER (Include Area Code)

4. TELEPHONE NUMBER (Include Area Code)

FULL 

LICENSURE

FULL LICENSURE

CURRENT 

REGISTRATION 

(All States)

CURRENT REGISTRATION (All States)

NATURALIZED 

CITIZENSHIP

NATURALIZED CITIZENSHIP

19A. SIGNATURE OF CHIEF OF STAFF

19. A. SIGNATURE OF CHIEF OF STAFF

14. DO YOU HAVE PENDING, OR HAVE YOU EVER HAD ANY LICENSE REVOKED SUSPENDED, DENIED, RESTRICTED, LIMITED OR ISSUED/PLACED IN A PROBATIONAL STATUS OR VOLUNTARILY RELINQUISHED

14. DO YOU HAVE PENDING, OR HAVE YOU EVER HAD ANY LICENSE REVOKED SUSPENDED, DENIED, RESTRICTED, LIMITED OR ISSUED/PLACED IN A PROBATIONAL STATUS OR VOLUNTARILY RELINQUISHED

VISA

BOARD 

CERTIFICATION

BOARD CERTIFICATION

15B. DATE OF 

EXPIRATION

15 B. DATE OF EXPIRATION

16D. DATE

16 D. DATE

13B. LICENSE NO.

13 B. LICENSE NUMBER

13C. CURRENT REGISTRATION(If "NO" explain on separate sheet)

13 C. CURRENT REGISTRATION (If "NO" explain on separate sheet)

SEE LAST PAGE FOR PAPERWORK REDUCTION ACT, PRIVACY ACT AND INFORMATION ABOUT DISCLOSURE OF YOUR SOCIAL SECURITY NUMBER.

INSTRUCTIONS:  Please submit this application furnishing all information in sufficient detail to enable the Department of Veterans Affairs to determine your eligibility for appointment in Veterans Health Administration.

Type, or print in ink. If additional space is required, please attach a separate sheet and refer to items being answered by number.

INSTRUCTIONS:  Please submit this application furnishing all information in sufficient detail to enable the Department of Veterans Affairs to determine your eligibility for appointment in Veterans Health Administration. Type, or print in ink. If additional space is required, please attach a separate sheet and refer to items being answered by number.

2. APPLICATION FOR (Check one)

2. APPLICATION FOR (Check one)

1. NAME (Last, First, Middle)

1. NAME (Last, First, Middle)

YES

NO

NOT REQUIRED

GENERAL PRACTICE

SPECIALTY (Identify below)

SPECIALTY (Identify below)

U.S. CITIZEN BY BIRTH

U S  CITIZEN BY BIRTH

NATURALIZED U.S. CITIZEN

NATURALIZED U S CITIZEN

NOT A U.S. CITIZEN (Complete item 8B)

NOT A U S CITIZEN (Complete item 8 B)

YES (If "YES", complete items 9B and 9C)

YES (If "YES", complete items 9 B and 9 C)

NO

NO

OTHER (Explain on seperate sheet)

OTHER (Explain on seperate sheet)

HONORABLE

Honorable

YES (If "YES", explain on seperate sheet)

YES (If "YES", explain on seperate sheet)

NO

NO

NO

NO

YES (If "YES", explain on seperate sheet)

YES (If "YES", explain on seperate sheet)

NO

NO

YES (If "YES", provide names of boards below)

YES (If "YES", provide names of boards below)

NO

NO

YES (If "YES", provide names of boards below)

YES (If "YES", provide names of boards below)

NO

NO

YES (If "YES", complete item 17B)

YES (If "YES", complete item 17 B)

NO

NO

YES (If "YES", explain on seperate sheet)

YES (If "YES", explain on seperate sheet)

STREET ADDRESS 2

APT. NO.

 Apartment Number

CITY

 City

STATE

 State

ZIP CODE

 Zip Code

COUNTRY

 Country

STATE

COUNTRY

EXISTING STOCK OF VA FORM 10-2850, JUL 2004, WILL BE USED.

27E. PART-TIME AVERAGE HOURS PER WEEK

27 E. PART TIME AVERAGE HOURS PER WEEK

XI - GENERAL INFORMATION

11 - GENERAL INFORMATION

22A. NAME OF SCHOOL

22. A. NAME OF SCHOOL

20D. DATES OF COVERAGE

20 D. DATES OF COVERAGE

VI - PROFESSIONAL EDUCATION

6 - PROFESSIONAL EDUCATION

NOTE: For items 24 through 27, identify service as a paid Federal employee including service with VA, U.S. Military or Public Health Service. Include and identify internship or general practice residencies. DO NOT include externships.

NOTE: For items 24 through 27, identify service as a paid Federal employee including service with V. A. U S Military or Public Health Service. Include and identify internship or general practice residencies. DO NOT include externships.

20A. PRESENT PROFESSIONAL LIABILITY INSURANCE CARRIER

20. A. PRESENT PROFESSIONAL LIABILITY INSURANCE CARRIER

TO

V - PREPROFESSIONAL EDUCATION

5 - PREPROFESSIONAL EDUCATION

20B. DATE COVERAGE BEGAN

20 B. DATE COVERAGE BEGAN

20C. NAMES OF PRIOR CARRIERS

20 C. NAMES OF PRIOR CARRIERS

21. HAS ANY CARRIER EVER CANCELLED, DENIED OR REFUSED TO RENEW YOUR INSURANCE

21. HAS ANY CARRIER EVER CANCELLED, DENIED OR REFUSED TO RENEW YOUR INSURANCE

FROM

22F. 

DEGREE 

22 F. DEGREE

28. NAMES UNDER WHICH YOU WERE EMPLOYED IF DIFFERENT FROM NAME GIVEN IN ITEM 1.

IV - PROFESSIONAL LIABILITY INSURANCE

4 - PROFESSIONAL LIABILITY INSURANCE

PAGE 2
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(If "YES", explain on separate sheet)

(If "YES", explain on separate sheet)

23E. 

DEGREE 

23 E. DEGREE

24F.  

NO. OF

 MONTHS

24 F.  NUMBER OF Months

22B. ADDRESS (City, State and ZIP Code)

22 B. ADDRESS (City, State and ZIP Code)

Vll - RESIDENCY TRAINING AND FELLOWSHIPS SUBSEQUENT TO GRADUATION FROM PROFESSIONAL SCHOOL

7 - RESIDENCY TRAINING AND FELLOWSHIPS SUBSEQUENT TO GRADUATION FROM PROFESSIONAL SCHOOL

22C. SUBJECT

MAJOR

22 C. SUBJECT MAJOR

22D. YEARS

ATTENDED

22 D. YEARS ATTENDED

23B. ADDRESS (City, State and ZIP Code)

23B. ADDRESS (City, State and ZIP Code)

23A. NAME OF SCHOOL

23. A. NAME OF SCHOOL

23C. YEARS

ATTENDED

23 C. YEARS ATTENDED

24B. ADDRESS (City, State and ZIP Code)

24B. ADDRESS (City, State and ZIP Code)

24A. NAME OF HOSPITAL 

OR INSTITUTION

24. A. NAME OF HOSPITAL OR INSTITUTION

24C. 

SPECIALTY

24C. SPECIALTY

24D. 

PG LEVEL

24 D. PG LEVEL

VIII - TEACHING AND/OR RESEARCH ASSOCIATIONS AND APPOINTMENTS WITH PROFESSIONAL SCHOOLS

8 - TEACHING AND/OR RESEARCH ASSOCIATIONS AND APPOINTMENTS WITH PROFESSIONAL SCHOOLS

25B. ADDRESS (City, State and ZIP Code)

25 B. ADDRESS (City, State and ZIP Code)

25A. INSTITUTION

25. A. INSTITUTION

25C. POSITION

25 C. POSITION

25D. DATE FROM

25 D. DATE FROM

IX  -  VISITING STAFF HOSPITAL APPOINTMENTS

9  -  VISITING STAFF HOSPITAL APPOINTMENTS

26B. ADDRESS (City, State and ZIP Code)

26 B. ADDRESS (City, State and ZIP Code)

26A. INSTITUTION

26. A. INSTITUTION

26C. POSITION

26 C. POSITION

26D. DATE FROM

26 D. DATE FROM

X - PROFESSIONAL EXPERIENCE

10 - PROFESSIONAL EXPERIENCE

27B. ADDRESS (City, State and ZIP Code)

27 B. ADDRESS (City, State and ZIP Code)

27A. EMPLOYER

27. A. EMPLOYER

27C. POSITION 

(Where applicable, also specify whether General practitioner or Specialist)

27 C. POSITION (Where applicable, also specify whether General practitioner or Specialist)

27D. FULL TIME

27 D. FULL TIME

22E. GRADUATED

22 E. GRADUATED

MONTH

Month

YEAR

23D. GRADUATED

23 D. GRADUATED

MONTH

Month

YEAR

24E. COMPLETED

MONTH

Month

YEAR

25E. DATE TO

25 E. DATE TO

26E. DATE TO

26 E. DATE TO

27F. DATES EMPLOYED

27 F. DATES EMPLOYED

FROM

TO

NO

NO

YES

YES

30. REFERENCES: List four persons, preferably in your specialty, living in the United States who are not related to you by blood or marriage and who have been in a position to judge your professional qualifications during the past five years.

30. REFERENCES: List four persons, preferably in your specialty, living in the United States who are not related to you by blood or marriage and who have been in a position to judge your professional qualifications during the past five years.

PLACE AN "X" IN APPROPRIATE SPACE. IF "YES" EXPLAIN DETAILS ON SEPARATE SHEET OF PAPER

30A. NAME

30. A. NAME

30B. ADDRESS (Street, City, State and ZIP Code)

30 B. ADDRESS (Street, City, State and ZIP Code)

30C. AREA CODE/PHONE NO.

30 C. AREA CODE/PHONE NUMBER.

30D. BUSINESS OR OCCUPATION

30 D. BUSINESS OR OCCUPATION

ITEM NO.

ITEM NUMBER

YES

NO

31.

Do you receive or do you have a pending application for retirement or retainer pay, pension, or other compensation based upon military, Federal civilian, or District of Columbia service?

Do you receive or do you have a pending application for retirement or retainer pay, pension, or other compensation based upon military, Federal civilian, or District of Columbia service?

32.

Does the Department of Veterans Affairs (VA) employ any relative of yours (by blood or marriage)? If "YES", give separately such relative's (1) full name; (2) relationship; (3) VA position and employment location.

Does the Department of Veterans Affairs (V. A.) employ any relative of yours (by blood or marriage)? If "YES", give separately such relative's (1) full name; (2) relationship; (3) V. A. position and employment location.

ARE YOU NOW, OR HAVE YOU EVER BEEN, INVOLVED IN ADMINISTRATIVE, PROFESSIONAL OR JUDICIAL PROCEEDINGS IN WHICH MALPRACTICE ON YOUR PART IS OR WAS ALLEGED? (If "YES" give details including name of action or proceedings, date filed, court or reviewing agency, and the status or disposition of case concerning allegations, together with your explanation of the circumstances involved.)

ARE YOU NOW, OR HAVE YOU EVER BEEN, INVOLVED IN ADMINISTRATIVE, PROFESSIONAL OR JUDICIAL   PROCEEDINGS   IN   WHICH   MALPRACTICE  ON YOUR PART IS OR WAS ALLEGED? (If "YES" give details including name of action or proceedings, date filed, court or reviewing agency, and the status or disposition of case concerning allegations, together with your explanation of the circumstances involved.)

33.

(As a provider of health care services, VA has an obligation to exercise reasonable care in determining that applicants are properly qualified. It is recognized that many allegations of professional malpractice are proven groundless. Any conclusion concerning your answer as it relates to professional qualifications will be made only after a full evaluation of the circumstances involved.)

(As a provider of health care services, V. A. has an obligation to exercise reasonable care in determining that applicants are properly qualified. It is recognized that many allegations of professional malpractice are proven groundless. Any conclusion concerning your answer as it relates to professional qualifications will be made only after a full evaluation of the circumstances involved.)

NOTE:  A conviction or a discharge does not necessarily mean you cannot be appointed. The nature of the conviction or discharge and how long ago it occurred is important. Give all the facts so that a decision can be made. If your answer to question 36, 37 or 38 is "YES" give for each offense: (1) date; (2) charge; (3) place; (4) court and (5) action taken. When answering item 36 or 37, you may omit (1) traffic fines for which you paid a fine of $100.00 or less; (2) any offense committed before your 18th birthday which was finally adjudicated in a juvenile court or under a youth offender law; (3) any conviction the record of which has been expunged under Federal or State law; and (4) any conviction set aside under the Federal Youth Corrections Act or similar State authority.

NOTE:  A conviction or a discharge does not necessarily mean you cannot be appointed. The nature of the conviction or discharge and how long ago it occurred is important. Give all the facts so that a decision can be made. If your answer to question 36, 37 or 38 is "YES" give for each offense: (1) date; (2) charge; (3) place; (4) court and (5) action taken. When answering item 36 or 37, you may omit (1) traffic fines for which you paid a fine of One hundred dollars or less; (2) any offense committed before your 18th birthday which was finally adjudicated in a juvenile court or under a youth offender law; (3) any conviction the record of which has been expunged under Federal or State law; and (4) any conviction set aside under the Federal Youth Corrections Act or similar State authority.

34.

Within the last five years have you been discharged from any position for any reason?

35.

Within the last five years have you resigned or retired from a position after being notified you would be disciplined or discharged, or after questions about your clinical competence were raised?

Within the last five years have you resigned or retired from a position after being notified you would be disciplined or discharged, or after questions about your clinical competence were raised?

36.

Have you ever been convicted, forfeited collateral, or are you now under charges for any felony or any firearms or explosives offense against the law?  (A felony is defined as any offense punishable by imprisonment for a term exceeding one year, but does not include any offense classified as a misdemeanor under the laws of a State and punishable by a term of imprisonment of two years or less.)

Have you ever been convicted, forfeited collateral, or are you now under charges for any felony or any firearms or explosives offense against the law?  (A. felony is defined as any offense punishable by imprisonment for a term exceeding one year, but does not include any offense classified as a misdemeanor under the laws of a State and punishable by a term of imprisonment of two years or less.)

37.

During the past seven years have you been convicted, imprisoned, on probation or parole, or forfeited collateral, or are you now under charges for any offense against the law not included in 36 above?

During the past seven years have you been convicted, imprisoned, on probation or parole, or forfeited collateral, or are you now under charges for any offense against the law not included in 36 above?

38.

While in the military service were you ever convicted by a general court-martial?

39.

If you were in the military service as a physician, dentist, podiatrist, optometrist, or chiropractor, did you ever receive a non-judicial punishment (Article 15)?

If you were in the military service as a physician, dentist, podiatrist, optometrist, or chiropractor, did you ever receive a non judicial punishment (Article 15)?

Are you delinquent on any Federal debt?  (Include delinquencies arising from Federal taxes, loans, overpayment of benefits, and other debts to the U.S. Government, plus defaults on any Federally guaranteed or insured loans such as student and home mortgage loans.)

Are you delinquent on any Federal debt?  (Include delinquencies arising from Federal taxes, loans, overpayment of benefits, and other debts to the U S Government, plus defaults on any Federally guaranteed or insured loans such as student and home mortgage loans.)

40.

If “Yes”, explain on a separate sheet the type, length, and amount of the delinquency or default and steps you are taking to correct errors or repay the debt. Give any identification numbers associated with the debt and the address of the Federal agency involved.

If “Yes”, explain on a separate sheet the type, length, and amount of the delinquency or default and steps you are taking to correct errors or repay the debt. Give any identification numbers associated with the debt and the address of the Federal agency involved.

XII - SIGNATURE OF APPLICANT

12 - SIGNATURE OF APPLICANT

NOTE:  A false statement on any part of your application may be grounds for not hiring you, or for terminating you after you begin work.  Also, you may be punished by fine or imprisonment (U.S. Code, Title 18, Section 1001).

NOTE:  A false statement on any part of your application may be grounds for not hiring you, or for terminating you after you begin work.  Also, you may be punished by fine or imprisonment (U S  Code, Title 18, Section 1001).

I CERTIFY THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF, ALL OF MY 

STATEMENTS ARE TRUE, CORRECT, COMPLETE, AND MADE IN GOOD FAITH.

I CERTIFY THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF, ALL OF MY  STATEMENTS ARE TRUE, CORRECT, COMPLETE, AND MADE IN GOOD FAITH.

41A. SIGNATURE OF APPLICANT (Sign in dark ink)

41. A. SIGNATURE OF APPLICANT (Sign in dark ink)

41B. DATE (Month, Day,Year)

41 B. DATE (Month, Day, Year)

CERTIFICATION:
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29. LIST ALL PROFESSIONAL PUBLICATIONS, SCIENTIFIC PAPERS, HONORS, AWARDS, RESEARCH GRANTS AND FELLOWSHIPS (If additional space is required, attach separate sheet)

29. LIST ALL PROFESSIONAL PUBLICATIONS, SCIENTIFIC PAPERS, HONORS, AWARDS, RESEARCH GRANTS AND FELLOWSHIPS (If additional space is required, attach separate sheet)

AUTHORIZATION FOR RELEASE OF INFORMATION

In order for the Department of Veterans Affairs (VA) to assess and verify my educational background, professional qualifications and suitability for employment, I:

In order for the Department of Veterans Affairs (V. A.) to assess and verify my educational background, professional qualifications and suitability for employment, I:

Authorize VA to make inquiries concerning such information about me to my previous employer(s), current employer, educational institutions, State licensing boards, professional liability insurance carriers, national practitioner data bank, American Medical Association, Federation of State Medical Boards, other professional organizations and/or persons, agencies, organizations or institutions listed by me as references, and to any other appropriate sources to whom VA may be referred by those contacted or deemed appropriate;

Authorize V. A. to make inquiries concerning such information about me to my previous employer(s), current employer, educational institutions, State licensing boards, professional liability insurance carriers, national practitioner data bank, American Medical Association, Federation of State Medical Boards, other professional organizations and/or persons, agencies, organizations or institutions listed by me as references, and to any other appropriate sources to whom V. A. may be referred by those contacted or deemed appropriate;

Release from liability all those who provide information to VA in good faith and without malice in response to such inquiries; and

Release from liability all those who provide information to V. A. in good faith and without malice in response to such inquiries; and

Authorize release of such information and copies of related records and/or documents to VA officials;

Authorize release of such information and copies of related records and/or documents to V. A. officials;

DATE

SIGNATURE

PAGE 4

Authorize VA to disclose to such persons, employers, institutions, boards or agencies identifying and other information about me to enable VA to make such inquiries.

Authorize V. A. to disclose to such persons,  employers,  institutions,  boards  or  agencies identifying  and  other  information  about  me to enable V. A. to make such inquiries.

VA FORMJUN 2006 (R)

V. A. FORM JULY 2004 (R)

10-2850

PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICE

The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of section 3507 of the Paperwork Reduction Act of 1995.  We may not conduct or sponsor, and you are not required to respond to, a collection of information unless it displays a valid OMB number.  We anticipate that the time expended by all individuals who must complete this form will average 30 minutes.  This includes the time it will take to read instructions, gather the necessary facts and fill out the form. 

The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of section 3507 of the Paperwork Reduction Act of 1995.  We may not conduct or sponsor, and you are not required to respond to, a collection of information unless it displays a valid O M B number.  We anticipate that the time expended by all individuals who must complete this form will average 30 minutes.  This includes the time it will take to read instructions, gather the necessary facts and fill out the form. 

AUTHORITY: The information requested on the attached application form and Authorization for Release of Information is solicited under Title 38, United States Code, Chapters 73 and 74.

AUTHORITY: The information requested on the attached application form and Authorization for Release of Information is solicited under Title 38, United States Code, Chapters 73 and 74.

PURPOSES AND USES: The information requested on the application is collected primarily to determine your qualifications and suitability for employment. If you are employed by the VA, the information will be used to make pay and benefit determinations and, as necessary, in personnel administration processes carried out in accordance with established regulations and the published notice of the system of records "Applicants for Employment under Title 38, U.S.C.-VA" (02VA135)

PURPOSES AND USES: The information requested on the application is collected primarily to determine your qualifications and suitability for employment. If you are employed by the V. A. the information will be used to make pay and benefit determinations and, as necessary, in personnel administration processes carried out in accordance with established regulations and published notices of systems of records.

ROUTINE USES: Information on the form or the form itself may be released without your prior consent outside the VA to another Federal, State or 

local agency,  to the National Practitioner Data Bank which is administered by the Department of Health and Human Services, to State licensing boards, and/or appropriate professional organizations or agencies to assist the VA in determining your suitability for hiring and for employment, to periodically verify, evaluate and update your clinical privileges and licensure status, to report apparent or potential violations of law, to provide statistical data upon proper request, or to provide information to a Congressional office in response to an inquiry made at your request. Such information may also be released without your prior consent to Federal agencies, State licensing boards, or similar boards or entities, in connection with the VA's reporting of information concerning your separation or resignation as a professional staff member under circumstances which raise 

serious concerns about your professional competence.   Information  concerning  payments related to malpractice claims and adverse actions which affect clinical privileges also may be released to State licensing boards and the National Practitioner Data Bank. The information you supply may be verified through a computer matching program at any time.

ROUTINE USES: Information on the form or the form itself may be released without your prior consent outside the V. A. to another Federal, State or local agency,  to the National Practitioner Data Bank which is administered by the Department of Health and Human Services, to State licensing boards, and/or appropriate professional organizations or agencies to assist the V. A. in determining your suitability for hiring and for employment, to periodically verify, evaluate and update your clinical privileges and licensure status, to report apparent or potential violations of law, to provide statistical data upon proper request, or to provide information to a Congressional office in response to an inquiry made at your request. Such information may also be released without your prior consent to Federal agencies, State licensing boards, or similar boards or entities, in connection with the V. A's reporting of information concerning your separation or resignation as a professional staff member under circumstances which raise serious concerns about your professional competence.   Information  concerning  payments related to malpractice claims and adverse actions which affect clinical privileges also may be released to State licensing boards and the National Practitioner Data Bank. The information you supply may be verified through a computer matching program at any time.

EFFECTS OF NON-DISCLOSURE: See statement below concerning disclosure of your social security number. Disclosure of the other information is voluntary; however, failure to provide this information may delay or make impossible the proper application of Civil Service rules and regulations and VA personnel policies and thus may prevent you from obtaining employment, employees benefits, or other entitlements.

EFFECTS OF NON DISCLOSURE: See statement below concerning disclosure of your social security number. Disclosure of the other information is voluntary; however, failure to provide this information may delay or make impossible the proper application of Civil Service rules and regulations and V. A. personnel policies and thus may prevent you from obtaining employment, employees benefits, or other entitlements.

INFORMATION REGARDING DISCLOSURE OF YOUR SOCIAL SECURITY NUMBER UNDER PUBLIC LAW 93-579 SECTION 7(b)

Disclosure of your SSN (social security number) is mandatory to obtain the employment and related benefits that you are seeking. Solicitation of the SSN is authorized under the provisions of Executive Order 9397, dated November 22, 1943. The SSN is used as an identifier throughout your Federal career from the time of application through retirement. It will be used primarily to identify your records. The SSN also will be used by Federal agencies in connection with lawful requests for information about you from your former employers, educational institutions, and financial or other organizations. The information gathered through the use of the number will be used only as necessary in personnel administration processes carried out in accordance with established regulations and published notices of systems of records. The SSN also will be used for the selection of persons to be included in statistical studies of personnel management matters. The use of the SSN is made necessary because of the large number of present and former Federal employees and applicants who have identical names and birth dates, and whose identities can only be distinguished by the SSN.

Disclosure of your S S N (social security number) is mandatory to obtain the employment and related benefits that you are seeking. Solicitation of the S S N is authorized under the provisions of Executive Order 9397, dated November 22, 1943. The S S N is used as an identifier throughout your Federal career from the time of application through retirement. It will be used primarily to identify your records. The S S N also will be used by Federal agencies in connection with lawful requests for information about you from your former employers, educational institutions, and financial or other organizations. The information gathered through the use of the number will be used only as necessary in personnel administration processes carried out in accordance with established regulations and published notices of systems of records. The S S N also will be used for the selection of persons to be included in statistical studies of personnel management matters. The use of the S S N is made necessary because of the large number of present and former Federal employees and applicants who have identical names and birth dates, and whose identities can only be distinguished by the S S N.
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Application for Physicians, Dentists, Podiatrists, Optometrists and Chiropractors

IAI

vha-10-2850

		license_no6: 

		Enter Specialty Identification: 

		BIRTH_CITY: 

		8B. Enter COUNTRY OF WHICH YOU ARE A CITIZEN: 

		office: 

		present_employer: 

		service_no: 

		MILITARY_BRANCH: 

		where_licensed1: 

		license_no1: 

		where_licensed2: 

		license_no2: 

		where_licensed3: 

		license_no3: 

		where_licensed4: 

		license_no4: 

		where_licensed5: 

		13 B. Enter License Number.: 

		where_licensed6: 

		number_cert: 

		address1: 

		name_address_institution: 

		FFGraphic4: 

		signature: 

		NAME_LAST: 

		NAME_FIRST: 

		NAME_MIDDLE: 

		date19b: 

		full_lic: 0

		current_reg: 0

		nat_citizenship: 0

		board_cert: 0

		visa: 0

		date16d: 

		date16b: 

		date_expiration15B: 

		exp_date1: 

		exp_date2: 

		exp_date3: 

		exp_date4: 

		exp_date5: 

		exp_date6: 

		yes13c_1: 0

		no13c_1: 0

		not_required13c_1: 0

		yes13c_2: 0

		yes13c_3: 0

		yes13c_4: 0

		yes13c_5: 0

		yes13c_6: 0

		no13c_2: 0

		no13c_3: 0

		no13c_4: 0

		no13c_5: 0

		no13c_6: 0

		not_required13c_2: 0

		not_required13c_3: 0

		not_required13c_4: 0

		not_required13c_5: 0

		not_required13c_6: 0

		MILITARY_TO: 

		MILITARY_FROM: 

		date_available: 

		date_filed: 

		SSN: 

		BIRTH_DATE: 

		general_practice: 0

		specialty: 0

		CITIZEN_BIRTH: 0

		CITIZEN_NATURALIZED: 0

		CITIZEN_NO: 0

		yes_9a: 0

		no_9a: 0

		other_explain: 0

		MILITARY_DISCHARGE_TYPE: 0

		yes_14: 0

		no_14: 0

		no_15c: 0

		yes_15c: 0

		no_16a: 0

		yes_16a: 0

		no_16c: 0

		yes_16c: 0

		no_17a: 0

		yes_17a: 0

		no_17c: 0

		yes_17c: 0

		ADDRESS_STREET1: 

		ADDRESS_STREET2: 

		PHONE_PERSONAL: 

		PHONE_BUSINESS: 

		ADDRESS_APT: 

		ADDRESS_CITY: 

		ADDRESS_STATE: 

		ADDRESS_ZIPCODE: 

		ADDRESS_COUNTRY: 

		BIRTH_STATE: 

		BIRTH_COUNTRY: 

		Button1: 

		mo_graduated23D1: 

		yr_graduated23D1: 

		ins_carrier: 

		prior_carrier: 

		school_name22A1: 

		address22B1: 

		subject_major22C1: 

		mo_graduated22E1: 

		yr_graduated22E1: 

		degree22F1: 

		school_name22A2: 

		address22B2: 

		subject_major22C2: 

		mo_graduated22E2: 

		yr_graduated22E2: 

		degree22F2: 

		school_name22A3: 

		address22B3: 

		subject_major22C3: 

		mo_graduated22E3: 

		yr_graduated22E3: 

		degree22F3: 

		school_name22A4: 

		address22B4: 

		subject_major22C4: 

		mo_graduated22E4: 

		yr_graduated22E4: 

		degree22F4: 

		school_name22A5: 

		address22B5: 

		subject_major22C5: 

		mo_graduated22E5: 

		yr_graduated22E5: 

		degree22F5: 

		school_name22A6: 

		address22B6: 

		subject_major22C6: 

		mo_graduated22E6: 

		yr_graduated22E6: 

		degree22F6: 

		school_name23A1: 

		address23B1: 

		degree23E1: 

		school_name23A2: 

		address23B2: 

		mo_graduated23D2: 

		yr_graduated23D2: 

		degree23E2: 

		school_name23A3: 

		address23B3: 

		mo_graduated23D3: 

		yr_graduated23D3: 

		degree23E3: 

		school_name23A4: 

		address23B4: 

		mo_graduated23D4: 

		yr_graduated23D4: 

		degree23E4: 

		school_name23A5: 

		address23B5: 

		mo_graduated23D5: 

		yr_graduated23D5: 

		degree23E5: 

		hosp_inst_name24A1: 

		address24B1: 

		specialty24C1: 

		pg_level24D1: 

		mo_completed24E1: 

		yr_completed24E1: 

		num_mos24F1: 

		hosp_inst_name24A2: 

		address24B2: 

		specialty24C2: 

		pg_level24D2: 

		mo_completed24E2: 

		yr_completed24E2: 

		num_mos24F2: 

		hosp_inst_name24A3: 

		address24B3: 

		specialty24C3: 

		pg_level24D3: 

		mo_completed24E3: 

		yr_completed24E3: 

		num_mos24F3: 

		hosp_inst_name24A4: 

		address24B4: 

		specialty24C4: 

		pg_level24D4: 

		mo_completed24E4: 

		yr_completed24E4: 

		num_mos24F4: 

		hosp_inst_name24A5: 
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VA Western New York Healthcare System 
Research & Development 


Functional Statement 


Instructions:  This Research Functional Statement is specific to the duties and responsibilities of the 
Research Staff member named below. Only one Research Functional Statement is required for each 
research staff member and should include all research duties on all research projects. The Staff Member, 
his/her Immediate Supervisor and any additional PI’s must review the Functional Statement together 
and ensure that the document always accurately reflects the duties assigned in research. 


Please Remember: 
• The Research Functional Statement should be reviewed by the listed supervisor once per year at


the time of study continuing review.
• A revised Research Functional Statement must be submitted to the Research Office if there are


any changes in duties.


Research Staff Member Name 


List all degrees held by the research staff member 


Immediate Supervisor Name 


Please indicate the type(s) of research the staff member will be involved with at VAWNYHS.  You must 
check all that are applicable and at least one category must be selected. 


  Human Subjects Research1     COMPLETE SECTION A
  Animal Research2     COMPLETE SECTIONS B & C
  Laboratory / Bench / Other Research3     COMPLETE SECTION C


1 The research involves obtaining either data through intervention or interaction with a living individual; or identifiable private 
information about living individuals. 
2 The research involves the use of laboratory animals in research, testing, or training. 
3 The research involves chemicals, biological hazards and/or radioactive materials; or research does not involve human or 
animal subjects. 
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SECTION A:  HUMAN SUBJECTS RESEARCH DUTIES / RESPONSIBILITIES 


Check all that apply.  Items marked with  require specific training / competencies.   


a. Administrative duties associated with conducting human subjects research


b. Access or use private medical information while maintaining patient confidentiality 


c. Participate in the informed consent process and obtain informed consent from research
subjects 


d. Use radioactive materials in the conduct of research 


e. Generate hazardous waste in the laboratory 


f. Transport human blood, body fluid, or tissues within the Medical Center 


g. Ship or transport specimens outside the Medical Center 


h. Handle or process human specimens 


i. Draw blood 


j. Initiate intravenous (IV) therapy and administer IV solutions and medications 


k. Access to the Research Laboratory to conduct biochemical, biological, radioactive assays as
part of the study protocol 


SECTION B:  ANIMAL RESEARCH DUTIES / RESPONSIBILITIES 


Check all that apply.  Items marked with  require specific training / competencies.   


a. Animal handling (rats, mice, other) 


b. Administer euthanasia, injections or test substances; identify humane endpoints; identify
research animals by performing ear clips, tail clips, tags or tattooing;  or antemortem blood
or tissue collection as described in the research protocol


c. Administer analgesics 


d. Use of anesthesia (specify type) :  Injectable      Gas 


e. Use of infectious, toxic, hazardous agents in animals as described in the research protocol 


f. Perform surgical procedures as described in the research protocol
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SECTION C:  LABORATORY/BENCH/OTHER RESEARCH 
DUTIES/RESPONSIBILITIES 


Check all that apply.  Items marked with  require specific training / competencies.  


a. General laboratory duties; maintain laboratory equipment, calibration and cleanliness;
maintain lab areas; maintain a safe work environment; carry out research activities typically
performed as outlined in the research protocol


b. Use radioactive materials in research 


c. Use infectious, toxic, hazardous agents in the lab 


d. Use recombinant DNA


e. Ship or transport specimens outside the Medical Center 


f. Generate hazardous waste in the laboratory 


MISCELLANEOUS DUTIES 
Provide details regarding the additional duties this individual is authorized to perform that have not otherwise 


been specified in this Functional Statement. 
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Training, Competencies and Supporting Documentation: 
Please complete and attach verification of completion of the following trainings and/or competencies as applicable. 


Check if 
Complete Training Required for: FOR RESEARCH 


OFFICE USE ONLY 


VA Privacy and Information Security 
Awareness and Rules of Behavior  
TMS – annual  


All Research Staff  Verified 
 Not Applicable 


Government Ethics 
TMS – annual All Research Staff  Verified 


 Not Applicable 


Privacy and HIPAA Training 
TMS– annual  


Research staff working with 
identifiable information 


 Verified 
 Not Applicable 


VA Human Subjects Protection and Good 
Clinical Practices Training 
CITI – triennial  


All Human Research Staff  Verified 
 Not Applicable 


Informed Consent Training 
Contact Research Compliance Officer – once  


Research staff obtaining 
informed consent 


 Verified 
 Not Applicable 


Phlebotomy Competency 
Attach certificate or prior competency 
document 


Research staff for whom 
phlebotomy is part of their 


research responsibilities 


 Verified 
 Not Applicable 


Administering IV Solutions & Medications 
Nursing Education – contact Kathleen Coyle 
Kathleen.Coyle2@va.gov; 716-862-8550 


Research staff for whom IV 
therapy is not part of their 


clinical responsibilities 


 Verified 
 Not Applicable 


Working with the VA IACUC 
CITI – triennial  All Animal Research Staff  Verified 


 Not Applicable 


Working with Mice in a Research Setting 
CITI – triennial  


Research staff working with 
mice 


 Verified 
 Not Applicable 


Working with Rats in a Research Setting 
CITI – triennial  


Research staff working with 
rats 


 Verified 
 Not Applicable 


Other training for other animal species 
CITI – triennial (Contact the Research Office)  


Research staff working with 
species other than mice or rats 


 Verified 
 Not Applicable 


Anesthesia and Analgesia Principles and 
Practices 
PDF – once  


Research staff working with 
Analgesics, Anesthetics and 


Waste Anesthetic Gases 


 Verified 
 Not Applicable 


VA ORD Biosecurity 
CITI – once  


Research staff handling 
biological hazards in a research 


setting 


 Verified 
 Not Applicable 


Research Safety  
PowerPoint – annual 


Research staff working in a 
research laboratory 


 Verified 
 Not Applicable 


Chemical Hygiene Plan Review 
Word document, IRBNet – annual  


Research staff working in a 
research laboratory 


 Verified 
 Not Applicable 


Packing and Shipping Biologics Training 
CITI – annual  


Research staff shipping 
biological hazards 


 Verified 
 Not Applicable 


RCRA – Hazardous Waste Training 
PowerPoint – annual  


Research staff generating 
hazardous waste in the 


laboratory 


 Verified 
 Not Applicable 


VAWNYHS Research Radiation Safety 
Training 
Contact Phil Cunningham 


Research staff working with 
radioactive materials or lasers 


 Verified 
 Not Applicable 



mailto:Kathleen.Coyle2@va.gov

mailto:Kathleen.Coyle2@va.gov

https://www.tms.va.gov/learning/user/login.jsp

https://www.tms.va.gov/learning/user/login.jsp

https://www.tms.va.gov/learning/user/login.jsp

https://about.citiprogram.org/en/homepage/

https://about.citiprogram.org/en/homepage/

https://about.citiprogram.org/en/homepage/

https://about.citiprogram.org/en/homepage/

https://about.citiprogram.org/en/homepage/

https://about.citiprogram.org/en/homepage/

https://about.citiprogram.org/en/homepage/
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Research Staff Member Statement: 


This Research Functional Statement outlines routine general duties I am permitted to undertake in conjunction with one or 
more VA approved projects. I understand that all research must be approved by the VAWNYHS Research and Development 
Committee, as well as any applicable subcommittees. I certify that I will perform only the duties listed and approved above 
while participating in research at VAWNYHS.  I understand that performing any duty beyond that outlined in this Research 
Functional Statement without specific authorization may lead to disciplinary action. My supervisor, all Principal Investigators 
with which I will be working, and I are familiar with all duties and procedures granted in this Research Functional Statement. I 
agree to abide by the parameters outlined in this Functional Statement and all-applicable hospital policies and regulations. 


Research Staff Member Signature 


Supervisor’s Statement: 


This Functional Statement has been reviewed and discussed with the Research Staff Member. In addition, this Functional 
Statement has been reviewed by all Principal Investigators for whom the staff member will be working. After reviewing his/her 
qualifications, research practice, and individual skills, I certify that he/she possesses the skills to safely perform the 
aforementioned duties/procedures. Both the research staff member and I are familiar with all duties/procedures granted in this 
Functional Statement. We agree to abide by the parameters of this Research Functional Statement, and all-applicable hospital 
policies and regulations. 


This Functional Statement will be reviewed annually and amended as necessary to reflect changes in the research staff 
member’s duties/ responsibilities and/or VAWNYHS hospital policies. 


Immediate Supervisor’s Signature 


Office Use Only: 


Associate Chief of Staff for Research & Development Signature 


Click the paperclip on the left margin for 
instructions to create a digital ID for 


signature without a PIV card







How to Create a Digital ID:





· When you click on the signature box, a dialogue box called Add Digital ID comes up


· Choose I want to sign this document using a new digital ID I want to create now


· Click Next


· Select New PKCS #12 digital file


· Click Next


· Enter your information; the only fields required are your name and email address


· Click Next


· Enter a password; you will use this password to access your signature in the future


· [bookmark: _GoBack]Click Finish
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