MRMC Student Packet

Kathryn Muse, Human Resource Assistant

 Please complete and return the attached packet at least 3
weeks PRIOR to your scheduled rotation at Meadowview
Regional Medical Center.
 All Physicians MUST sign off on the Sponsoring form before
you can attend.
 If you have any questions please call 606‐759‐3115 or 606‐759‐
3116.

PAGE 1

Student check list:
A. Background‐Level I Background Investigation (All candidates for employment,
volunteers and students)

1. Social Security Trace
2. Criminal Records Search – County Criminal and/or Statewide Criminal
Record Search(es) - 7 years of resident address history or up to 5
criminal searches
3. National Wants and Warrants Submission
4. US Criminal Records Indicator (includes a simultaneous search of 50
state sex offender registries and over 200 criminal records)
5. FACIS – Level I
a. OIG List of Excluded Individuals/Entities
b. GSA List of Parties Excluded from Federal Programs
c. U.S. Treasury, Office of Foreign assets Control (OFAC), List of
Specially Designated Nationals (SDN)
d. Applicable State Exclusion List

1.
2.
3.
4.
5.
6.

Current urine drug screen‐ 10 Panel
Fit Testing Questionnaire
PPDx2‐ MRMC requires a two‐step TB test
Up to date immunization record
Security Access Form (SAF)
Orientation must be attended, which is the 1st Monday of the new Month. If
a Holiday falls on a Monday, orientation will be Tuesday. Orientation will
be held in the Education Center and starts at 10 a.m. You will not be
allowed to start your rotation until you attend orientation
7. Name Badge with photo ID (after orientation)‐MUST be returned after
rotation

If student packet is incomplete, it will be sent back until
completed. You will not be allowed to attend until all forms are
completed and signed.
Diana Kennedy, HRD ECO
PAGE 2

Mission, Vision & Values
LifePoint’s facilities and employees across the nation are united by a shared mission and vision and
common values.

Our Mission
Making Communities Healthier

Our Vision
We want to create places where:

 People choose to come for healthcare,
 Physicians want to practice, and
 Employees want to work.

Core Values
 Honesty
 Integrity
 Trustworthiness
 Compassion
 Legal/ethical compliance

Our High Five Guiding Principles
LifePoint was founded with five core guiding principles we call our High Five. These principles guide our
actions and decision making and define what communities can expect from us as a healthcare partner.

 Delivering high quality patient care
 Supporting physicians
 Creating excellent workplaces for our employees
 Taking a leadership role in our communities
 Ensuring fiscal responsibility
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Meadowview Regional Medical Center
Medical/AHP Student Rotation Policy

POLICY
It is the policy of Meadowview Regional Medical Center to establish and enforce the procedure for
Medical/AHP student rotations.

PURPOSE
It is the purpose of this policy to ensure a uniform and standard procedure for medical student
rotations in the hospital under physician supervision.

SCOPE
This policy covers all Medical/AHP students during their rotation while at MRMC.

SCOPE OF PRACTICE
Students are not licensed and, therefore, are not legally or ethically permitted to practice. A student
may be involved in assisting the care of a patient, but only at the direction and guidance of a
licensed physician. Students will have an opportunity to accompany their supervision/sponsoring
physician while making hospital rounds, perform history and physicals, participate in patient care,
utilize their skills in diagnosis, principles, practice and treatment and be generally introduced to
hospital routine. Students may attend medical staff department meetings related to their rotation
service.

RESPONSIBLITIES
It is the MRMC Medical Staff to ensure compliance with the provisions stated within this Policy.
Physicians are responsible for medical care of the patient and for approving and countersigning all
history and physicals, order, progress notes, etc. written by the student.

PROCEDURES
The supervision/sponsoring physician will notify Administration when a student rotation is
planned.
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SPONSORING PHYISCIAN

Name of Student: __________________________________________________
Dates of Student Rotation: __________________________________________
****************************************************************************
Sponsoring Physician’s Name: _______________________________________
Address: _________________________________________________________
Office Number: ___________________________________________________
Type of Practice: __________________________________________________

During this student’s rotation it is understood that the student, at all times,
will be under my direct guidance and supervision.

_________________________________

________________________

Physician’s Signature

Date
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Meadowview Regional Medical Center
Medical Student Information Form

Full Name: ____________________________________________________________________________
Birth Date: _______________________
____________________________________

Birthplace:

Mailing Address: _______________________________________________________________________
_____________________________________________________________________________________
Telephone: ___________________________________________________________________________

Premedical Education:
____________________________________________________________________________________
College or University
Degree
Date of
Graduation

Physician Assistant Education:
_____________________________________________________________________________________
College or University
Degree
Anticipate Date of
Graduation

Medical Education:
_____________________________________________________________________________________
College or University
Degree
Anticipate Date of
Graduation
Current Year in Program: (Please Circle)

1

2

3

4

Status of CPR Certification:
_____________________________________________________________________________________
Date Issued
Location
Expires

IF THE ANSWER TO ANY OF THE FOLLOWING QUESTIONS IS YES, PLEASE PROVIDE A FULL
EXPLANATION ON A SEPARTE SHEET OF PAPER:
A) Have you ever been charged with a criminal offense other than a minor traffic violation?
Yes or No
B) Do you require special accommodation to perform the essential functions of the position?
Yes or No
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Meadowview Regional Medical Center
Medical Student Information Form

I hereby certify that the information contained in this information form is true and correct to the
best of my knowledge. By signature on this information form, I agree to abide by the policies and
procedures governing medical students at Meadowview Regional Medical Center. Specifically, that
medical students are allowed to examine patients, review charts and write orders in a patient’s
chart, but the orders MUST be countersigned by the supervising physician before the orders are
carried out. I further agree to abide by all rules, regulations, policies and procedures of
Meadowview Regional Medical Center during my preceptorship at said facility.

_____________________________________
Student Signature

__________________________
Date

_____________________________________
Name of Preceptor(s)

__________________________
Dates of clerkship/rotation

_____________________________________
Name of Preceptor(s)

__________________________
Dates of clerkship/rotation

_____________________________________
Name of Preceptor(s)

__________________________
Dates of clerkship/rotation
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TO:

CREDENTIALS COMMITTEE
C/O MEADOWVIEW REGIONAL MEDICAL CENTER
989 MEDICAL PARK DRIVE
MAYSVILLE, KY 41056

RE:

MENTAL & PHYSICAL COMPETENCE

I have known ________________________________________ personal and professionally, and can
attest to the fact that the above practitioner is mentally and physically competent to carry out
his/her responsibilities for the privileges with which he/she has requested. I therefore recommend
his/her appointment/reappointment to the Allied Health Professional staff of Meadowview
Regional Medical Center.

_____________________________________
Signature

__________________________
Date

________________________________________________________
Please Print or Type Name & Title

Meadowview Regional Medical Center
989 Medical Park Drive
Maysville, KY 41056
(606) 759‐5311
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Wong Baker Faces Pain Rating Scale: This pain scale will be considered for pediatric patients
as well as those with imparied cognitive and communication barries.

FLACC Pain Scale: Each of the five categories (F) Face; (L) Legs; (A) Activity; (C) Cry; (C)
Consolability is scored from 0‐2, which results in a total score between zero and ten.
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Medical Staff Code of Conduct
All Medical Staff and Allied Health members practicing at MRMC must treat others with respect,
courtesy, dignity and must conduct themselves in a professional and cooperative manner. The
Medical Staff unprofessional Conduct address conduct that does not meet this standard. Negative
statements about another care provider should not be written in the patient’s record. Concerns
should be reported through the proper channels.
Impairment: Issues of impairment relating to members of the medical staff are referred to the
Physicians Advisory Committee (“PAC”) which is the Executive Committee. If any individual has a
concern that a member of the medical staff is impaired in any way that may affect his/her practice
at the hospital, a written report shall be given to the Chief Executive Officer, or Chief of
Staff/President of the Medical Staff, Department Chairman, or any member of the PAC.
DO NOT US ABBREVIATIONS:
Abbreviations
U, u (for Unit)
IU (for international Unit)
Q.D, QD, q.d., qd
Q.O.D., QOD, q.o.d., qod
Triangle Zero
Lack of leading zero
MS
MS04
Mg04
Ug (microgram symbol)
Gr (for gram)
Ad, AS, AU
TIW or tiw

Preferred Term
Write “Unit”
Write “international unit”
Write “daily”
Write “every other day”
Never write a zero after a decimal
Use a zero before a decimal
Write “morphine sulfate”
Write “morphine sulfate”
Write “magnesium sulfate”
Write “mcg” or “microgram”
Write “grain”
Use “right ear”, “left ear”, or “each ear”
Cannot be used for “3 times a week”

Life Safety

Emergency Codes












Bomb Threat
Disaster Plan
Fire
HazMat Spill/Release
Medical Emergency (adult or pediatric)
Medical Emergency (infant or neonatal)
Child Abduction
Employee Needs Assistance
Weapons/Hostage Situation
Active Shooter

Code Black
Code Yellow
Code Red
Code Orange
Code Blue
Code Pink
Code Amber
Code Brown
Code White
Code Silver
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Emergency Department: The emergency management Plan is designated to care for a large
number of victims resulting from a disaster. Medical staff participation is part of the plan on an
“as needed” basis. After evaluating the situation, the emergency department physician will
determine the number and specialties to assist.

Fire Safety:
In case of fire

Fire Extinguisher

Remove the patient

Pull pin

Activate plan

Aim at base of fire

Contain fire

Spray

Extinguish flame if safe to do

Sweep

Hazardous materials: A material Safety Data Sheet (MSDS) is printed material concerning a
hazardous chemical. It is located in the House Supervisor’s office and includes (1) first aid
procedures, (2) chemical make‐up and (3) chemical handling and disposing protocol. If you
identify a hazardous spill, remain at the site to keep others from coming into contact with the
substance. Information is also available online (Facility Share)
Electrical Safety: RED is the color indicating emergency power for outlets and light switches.
Cell phones, walkie‐talkies and all other radio frequency producing devices should not be used
WITHIN 5 FEET of medical equipment!
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HIPAA – Patient Privacy Program

For help with a privacy related concern or to report a complaint or possible violation of
the Patient Privacy program, Please contact your supervisor, another member of local
management, your local facility privacy officer, the corporate privacy officer, or the
corporate ethics line at : 1-877-508-LIFE (5433).

P - Protect patient health information (PHI) as if it were your own information.
R -Respect patient requests regarding how their information should be used and
disclosed.

I-

Inform patients of how you will use and disclose their individually identifiable
information.

V -Verify the identity of all persons that may request access to protected health
information.

A -Assess access to the minimum necessary amount of information needed to do
your job.

C -Comply with the standards for patient Privacy explained in the patient Privacy
Program Brochure.

Y -You, are responsible for how you use and disclose patient informationRemember, we care about our patient’s and their right to privacy.

HIPAA – Patient Privacy Program
I acknowledge that I have received training for LifePoint Hospital’s Patient Privacy
Program. I understand that it represents mandatory policies of the organization and my
facility, and I agree to abide by it.

Position

Printed Name

Social Security Number

Date

Facility

Acknowledgement

Signature

Confidentiality and Security Agreement
I understand that the facility or business entity named below (the “Company”) in which or for whom I work, volunteer or provide services, or
with whom the entity (e.g., physician practice) for which I work has a relationship (contractual or otherwise) involving the exchange of health
information (the “Company”), has a legal and ethical responsibility to safeguard the privacy of all patients and to protect the confidentiality of
their patients’ health information. Additionally, the Company must assure the confidentiality of its human resources, payroll, fiscal, research,
internal reporting, strategic planning, communications, computer systems and management information (collectively, with individually
identifiable health information and protected health information, “Confidential Information”).
In the course of my employment / assignment at the Company, I understand that I may come into the possession of this type of Confidential
Information. I will not use company systems to access patient information if it is not necessary to perform my job related duties. This
includes NOT accessing my own health information or that of my child or person’s for which I am personal representative via the company
systems. The Company’s Privacy and Security Policies available on the Company intranet (on the Security Page) and the internet (under

1.

I will not disclose or discuss any Confidential Information with
others, including friends or family, who do not have a need to know
it.

13. I will practice secure electronic communications by transmitting
Confidential Information only to authorized entities, in accordance with
approved security standards.

2.

I will not in any way divulge, copy, release, sell, loan, alter, or
destroy any Confidential Information except as properly authorized.

14. I will:

3.

I will not discuss confidential information where others can overhear
the conversation, even if the patient’s name is not used. I will make
every reasonable attempt to refrain from practices that might lend
itself to unintended breach of patient confidentiality.

4.

I will not make any unauthorized transmissions, inquiries,
modifications, or purgings of Confidential Information.

5.

I agree that my obligations under this Agreement will continue after
termination of my employment, expiration of my contract, or my
relationship ceases with the Company.

6.

Upon termination, I will immediately return any documents or media
containing Confidential Information to the Company.

7.

I understand that I have no right to any ownership interest in any
information accessed or created by me during my relationship with
the Company.

8.

I will act in the best interest of the Company and in accordance with
its Code of Conduct at all times during my relationship with the
Company.

9.

I understand that violation of this Agreement may result in
disciplinary action, up to and including termination of employment,
suspension and loss of privileges, and/or termination of authorization
to work within the Company, in accordance with the Company’s
policies.

10. I will only access or use systems or devices I am officially authorized
to access, and will not demonstrate the operation or function of
systems or devices to unauthorized individuals.

11. I understand that I should have no expectation of privacy when using
Company information systems. The Company may log, access,
review, and otherwise utilize information stored on or passing
through its systems, including e-mail, in order to manage systems and
enforce security.
12. I will practice good workstation security measures such as locking up
electronic media devices when not in use, using screen savers with
activated passwords appropriately, and position screens away from
public view.

a.

Use only my officially assigned User-ID and password (and/or
token (e.g., SecurID card)).

b.

Use only approved licensed software.

c.

Use a device with virus protection software.

15. I will never:
d.

Share/disclose user-IDs, passwords or tokens.

e.

Use tools or techniques to break/exploit security measures.

f.

Connect to unauthorized networks through the systems or
devices.

16. I will notify my manager, Local Security Coordinator (LSC), or appropriate
Information Services person if my password has been seen, disclosed, or
otherwise compromised, and will report activity that violates this agreement,
privacy and security policies, or any other incident that could have any
adverse impact on Confidential Information.
The following statements apply to physicians using any Company systems
containing patient identifiable health information (e.g. HMS, Meditech, eCW):
17.

I will only access software systems to review patient records or Company
information when I have a business need to know, as well as any necessary
consent. By accessing a patient’s record or Company information, I am
affirmatively representing to the Company at the time of each access that I
have the requisite business need to know and appropriate consent, and the
Company may rely on that representation in granting such access to m

18. I will accept full responsibility for the actions of my employees who may
access the Company software systems and Confidential Information.
19. I have no intention of varying the volume or value of referrals I make to the
Company in exchange for Internet access service or for access to any other
Company information.
20. I have not agreed, in writing or otherwise, to accept Internet access in exchange
for the referral to the Company of any patients or other business.
21.

I understand that the Company may decide at any time without notice to no
longer provide access to any systems to physicians on the medical staff unless
other contracts or agreements state otherwise. I understand that if I am no
longer a member of the facility’s medical staff, I may no longer use the
facility’s equipment to access the Internet.

Signing this document, I acknowledge that I have read this Agreement and I agree to comply with all the terms and conditions stated above.
Employee/Consultant/Vendor/Office Staff/Physician Signature:

Facility Name and COID
Meadowview ‐ 05403

Employee/Consultant/Vendor/Office Staff/Physician Printed Name:

Business Entity Name
Meadowview
Regional
Medical Center

ne 8, 2010

Date:

Attachment to LPNT.IS.SEC.005

LifePoint IT&S Security Access Form (Facility)

PLEASE COMPLETE ALL HIGHLIGHTED
Student First Name

Student Last Name

MI or "NA"

Work Address

City, State, Zip code

989 Medical Park Drive

Maysville, KY 41056
EXT.

Phone Number

Life Point
Vendor

Start Date
PT

Request Number

SS# of User

Date of birth

User Type

Status
FT
PRN

-

- 19

Exp. Date for STUDENT

Contractor Company name & phone # required for Contractor/Vendor
Student

Expiration date must be supplied in field 10 for “Contractors” and “Vendors”. The
expiration date should be the end of the contract or engagement period.

Expiration and Approval Requirements
Department #

Department Name

Job Title

N/A

STUDENT

Student

Universal ID

Network login if different from UID

N/A

Domain

LPNT

Same

STUDENT Signature

(19) E-Mail Address

(20) Date

N/A
Authorizing Security
Coordinator Statement

By signing this request I am stating that I have reviewed the above information for completeness and it is accurate to
the best of my knowledge. Also I have reviewed the Information Security Agreement and verified that it has been
completely filled out and signed. Also that I verify this request and authorize its processing. 2 signatures required.

(21) Director/Administrative Rep Signature

(22) Security Coordinator Signature

(23) Date

(24) Director/Administrative Rep Printed Name

(25) Security Coordinators Printed Name

(26) Phone Number of HDIS / LSC

606-759-3234

Applicant has Information Confidentiality & Security Agreement on file

Action:

New

Add

Change

Access Granted By HDIS/LSC
Meditech
Billing System
Kronos
NT/AD Account
Exchange Email
Remote VPN Connectivity
Secure ID Card
VPOM Access
FTP Access
FAS PC Best
Stars
TMS
Medselect
3M Coding
Passport
HPS System
PACS
Accudose
Comments:

Delete

Yes

No

Terminate Effective Date:

Level
Student

Other Comments
Student

Nickname?

HR
HR

.....

Payroll
Payroll

General
Budget

2

This for serves as documentation for system access necessity for the role of Student
Application

Reason for Access

Meditech

Access is given to allow user to document/edit/view patients record.

