




 


 
 


 
 
 


 


 
             


Dear Incoming Residents and Fellows, 
 
I welcome you to the New York Campus of the Department of Veterans Affairs New York 
Harbor Health Care System!  In order to process your appointment at the NY Harbor, you 
must complete this VA Application packet and return the application to NYU as directed by 
the NYU House Staff Office.   
 
Your VA Application packet includes the following: 
• Cover               • Fingerprint Prep Sheet 
• Incoming Letter            • Employee Confidentiality Statement 
• VA Representative Listing        • HIPDB - NPDB Form 
• Application Instructions        • Functional Categories Attestation 
• Application for Residents • NPI Instructions 
• Form I-9, page 4 VPN          •Account Information 
• Resident Appointment Letter         • Mandatory Training Instruction 
• New User Registration Worksheet • Appointment Affidavit  
• Declaration for Federal Employment  
 
Your individual VA Service Representatives will answer any questions you have about the 
application process.  Please follow the application instructions.  After completing the VA 
application, please staple them in order and return as directed by the NYU House Staff 
Office.  Please do not send the application directly to the VA.  All residents rotating at the 
NY Harbor must be fingerprinted and then issued a VA ID badge before receiving access to 
the VA electronic medical records system. 
 
After May 2, 2011, please contact your VA Service Representative to schedule the 
fingerprinting and computer training (the computer training requires 3 hours).  I encourage 
you to schedule your training as early as possible as the best times tend to fill up fast.  
Training sessions will be made available from June 1 to June 30, excluding weekends.  Before 
fingerprinting, you must provide two (2) forms of proof of ID.  It is recommended that you 
bring with you your original passport and state driver's license.  If you do not have either a 
passport or a state driver's license, you can bring your original Social Security card and/or 
birth certificate.  If you are not a United States citizen, you must also bring your VISA. 
 
All residents must complete mandatory training.  This training is on-line; please see the 
application for further instructions.  Thank you for your prompt attention in completing and 
returning your application to NYU.  I wish you an inspiring and educational time during 
your training. 
 
Sincerely, 
 
 
 
Richard M. Hanson, MD 
Associate Chief of Staff for Education 
Chief, Neurology 


 
Medical Centers 
 
Brooklyn Campus 


800 Poly Place 
Brooklyn, NY 11209 
(718) 836-6600 
 
New York Campus 
423 E. 23


rd
 Street 


New York, NY 10010 
(212) 686-7500 
 
Community Living Center 


St. Albans Campus 
179-00 Linden Blvd. 
Jamaica, NY 11425 
(718) 526-1000 


 
Healthcare Centers 
 
Chapel Street Center 
40 Flatbush Avenue Ext. 
8


th
 Floor 


Brooklyn, NY 11201 
(718) 439-4300 
 
Harlem Center 
55 W. 125


th
 Street 


11
th
 Floor 


New York, NY 10027 
(646) 273-8125 
 
Staten Island Center 
Southport Plaza 
1150 South Avenue 
3rd Floor – Suite 301 
Staten Island, NY 10304 
(718) 761-2973 


DEPARTMENT OF VETERANS AFFAIRS 


NEW YORK HARBOR HEALTHCARE SYSTEM 


In Reply Refer To:   
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VA SERVICE REPRESENTATIVES 


NYHHS – ACOS / Education Office 


ACOS / Education: Dr. Richard Hanson 


Management Assistant: Mr. Jeffrey Len Street  


(212) 951-3315 


 


To contact your service representatives, find your service below, dial (212) 686-


7500, and then enter the extension listed. Please call your SERVICE 


REPRESENTATIVE for all questions you may have.  If unable to phone, feel free to 


email them. 


 


Anesthesiology  


Chief: Dr. Dorina Botas 


Representative: Ms. Rita Varano Ext.7005 / Fax: 212-951-6352  


Representative's email: Rita.Varano@va.gov  


 


Dermatology  


Chief: Dr. Vicki Levine 


Representative: Ms. Beatrice Montalvo Ext 3838 


Representative's email: Beatrice.Montalvo@va.gov 


Alternate: Ms. Rita Varano Ext.4296, 4096 / Fax: 212-951-6352 


 


Emergency Medicine  


Chief: Dr. Curt Dill 


Representative: Ms. Rita Varano Ext.4296, 4096 / Fax: 212-951-6352 


Representative's email: Rita.Varano@va.gov  


 


Medical Service  


(Includes all medical fellowships)  


Chief: Dr. Robert Raicht 


Representative: Ms. Nancy Pinnola Ext 3282 


Representative's email: Nancy.Pinnola@va.gov 


Alternate: Ms. Christina Lynah Ext 4865 / Fax: 212-951-5987  


 


Neurology  


Chief: Dr. Richard Hanson 


Representative: Mr. Jackson Chin Ext.7725 / Cell 347-860-5174 / Fax: 212-951-3246   


Representative's email: Jackson.Chin@va.gov  


Alternate: Ms. Esther Elkady Ext.3320, 7720 / Fax: 212-951-3246 


 



mailto:Rita.Varano@va.gov

mailto:Beatrice.Montalvo@va.gov

mailto:Rita.Varano@va.gov

mailto:Nancy.Pinnola@va.gov

mailto:Esther.Elkady@va.gov
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Pathology & Laboratory Medicine  


Chief: Dr. Matthew Pincus  


Chief Anatomic Pathology: Dr. Rosemary Wieczorek  


Representative: Ms. Evelyn Arocho, Ext 3280 


Representative's email: Evelyn.Arocho@va.gov  


Alternate: Dr. Marvin Blake Ext.7380, 5460 / Fax: 212-951-6341  


 


Physical Medicine & Rehabilitation   


Chief: Dr. Nicole Sasson  


Representative: Ms. Esther Elkady Ext.3320, 7720 / Fax: 212-951-3246  


Representative's email: Esther.Elkady@va.gov  


Alternate: Mr. Jackson Chin Ext.7725 / Cell 347-860-5174 / Fax: 212-951-3246   


 


Mental Health  


Chief: Dr. Adam Wolkin 


Program Director: Dr. Mort Rubinstein  


Representative: Ms. Yvette Oyola Ext 7979 


Representative's email:  Yvette.Oyola@va.gov  


Alternate: Ms. Mary Hinkson Ext.3138, 7979 / Fax: 212-951-3356 


 


Radiology  


Chief: Dr. Patrick Malloy  


Representative: Mr. Cecil Stapleton Ext.7450 / Fax: 212-951-6878  


Representative's email: Cecil.Stapleton@va.gov  


Surgery 


(Includes all surgical specialties)  


Chief: Dr. Thomas Gouge  


Representative: Ms. ShaShane Coleman Ext. 7574, 7511, 7569 


Rep 2: Mr. Martin Kaufman   Ext. 4164 


Alternate: Ms. Sally Bashker Ext. 7575 


Fax: 212-951-3373  


Representative's email: Shashane.Coleman@va.gov   


Rep 2's email: Martin.Kaufman@va.gov  


 


 



mailto:Evelyn.Arocho@va.gov

mailto:Ester.Elkady@va.gov
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HIPDB/NPDB 


 


(HEALTH INTERGRITY & PROTECTION 


DATABANK/NATIONAL PRACTITIONER DATABANK) 


 


MALE:__________  FEMALE:__________ 
 


 


LAST NAME:_________________________________________________ 
 


 


FIRST NAME:________________________________________________ 
 


 


BIRTH DATE:________________________________________________ 
 


 


HOME ADDRESS:____________________________________________ 
 


 


SOCIAL SECURITY #:_________________________________________ 
 


 


SCHOOL(S) ATTENDED:______________________________________ 
 


 


YEAR OF GRADUATION:_____________________________________ 
 


 


STATE OF LICENSURE:_______________________________________ 
 


 


STATE LICENSE #:___________________________________________ 
 


 


SPECIALTY:_________________________________________________ 
 


 


OCCUPATION:_______________________________________________ 
 


 


 


Specialist:______________________________  Date:__________ 



vhanynstreej

TextBox

MEDICAL RESIDENT /FELLOW



vhanynstreej

TextBox

PHYSICIAN





		Textfield: 

		Textfield0: 

		LAST_NAME: 

		FIRST_NAME: 

		Textfield1: 

		HOME_ADDRESS: 

		SOCIAL_SECURITY: 

		SCHOOLS_ATTENDED: 

		YEAR_OF_GRADUATION: 

		STATE_OF_LICENSURE: 

		STATE_LICENSE: 

		Specialist: 

		Date: 








MANAGING FUNCTIONAL CATEGORY STANDARDS FOR PROTECTED HEALTH
INFORMATION
VA New York Harbor Healthcare System
Issue Date:


Job Title: ___________________________________________________ Initial: ______ Annual ______


Employee's Name: ____________________________________________


Rating Period: __________________ through __________________


If employee falls into more than one functional category listed below, access should be granted based on the less
restrictive category to meet the need of an intended purpose. Immediate Supervisor: Check off functional category,
review with employee, obtain signature and maintain a copy with the Designee for your service in accordance with VA
policy 1605.2.


No need for access (EMS, food service employee etc…)


√ Functional Category Type of PHI Accessible Conditions for Access to Information
Direct Care Provider Entire Medical Record Treatment of Individuals
Indirect Care Provider Entire Medical Record,


where necessary to
complete assignment


In support of treatment of individuals


VA Researcher Entire Medical Record
including research
records


Activities as approved by IRB; Preparatory to research


Business Office Adm. Limited Medical Record For oversight of reimbursement, payment and financial
services


Health Information Support
Services


Entire Medical Record,
where necessary to
complete assignment


Assign, diagnostic codes to transcribe, file, release
information, provide or input registry data


Quality, Oversight and
Investigations


Entire Medical Record
including research
records


Medical inspections, investigations, complaint review and
resolution, quality reviews and compliance, congressional
response


Safety Limited Medical Record Patient safety, radiation safety and environmental safety,
biomedical safety


Security Entire medical Record
including research
records


Monitoring and tracking of security issues


Operations Support and
Environmental Services


No need for access Contracting, Human Resources, acquisitions,
environmental, engineering, employee education service,
forms, publications, library


Leadership & Management Entire Medical Record
including research
records, where necessary
to complete assignment


Operation and Management, executive decisions for health
care operations


Administrative
Support


Limited medical record,
where necessary to
complete assignment


Administrative Support, medical media, public affairs, mail
room, telecommunications, information desk


Eligibility & Enrollment Staff Limited Medical Record For enrollment, eligibility, income and insurance verification
Information Technology Entire Medical Record


including research
records, where necessary
to complete assignment


Computer systems maintenance and support


Veterans Canteen Service No need for access Cafeteria, retail store
Volunteer Services (not covered
elsewhere)


Limited Medical Record Transportation and other services


Employee's Signature: ________________________________________ Date: ____________


Supervisor's Signature: ________________________________________ Date: ____________





		Job_Title: Medical Resident / Fellow

		Initial: 

		Annual: 

		Employees_Name: 

		No_need_for_access_EMS_food_service_employee_etc: Off

		Direct_Care_Provider: On

		Indirect_Care_Provider: Off

		VA_Researcher: Off

		Business_Office_Adm: Off

		Health_Information_Support: Off

		Quality_Oversight_and: Off

		Safety: Off

		Security: Off

		Operations_Support_and: Off

		Leadership__Management: Off

		Administrative: Off

		Eligibility__Enrollment_Staff: Off

		Information_Technology: Off

		Veterans_Canteen_Service: Off

		Volunteer_Services_not_covered: Off

		Employees_Signature: 

		Date: 

		Supervisors_Signature: 

		Date0: 

		Starting Date: 07/01/2011

		Ending Date: 06/30/2012








NATIONAL PROVIDER IDENTIFICATION NUMBER 


 


To all Residents and Fellows, 


 


The Administrative Simplification provisions of the Health Insurance Portability and Accountability Act of 


1996 (HIPAA) mandate the adoption of a standard unique identifier for health care providers. The National 


Plan and Provider Enumeration System (NPPES) will collect identifying information from health care 


providers and issues a unique National Provider Identifier (NPI).     


 


The Veterans Administration requires that all resident and fellow physicians who rotate at the VA obtain their 


National Provider Identification (NPI) number before training/working in a VA facility – whether currently 


working at the VA, continuing in future rotations, or incoming for a new academic year.   


 


If you do not currently have an NPI number, you must apply for your NPI number and provide this to your 


VA contact person, listed by service below, as soon as possible but preferably within two weeks of your 


receipt of this packet.  


 


Estimated time to complete the NPI application form is 15 minutes.  NOTE: Be sure to use the 'Next' & 


'Previous' keys located at the bottom of the page, do not use the Internet Server's 'Back' & 'Forward' keys. 


 


Instructions for those who already have an NPI: 


1. If you have previously obtained an NPI number, please go back into the NPPES application and update the 


application using this link:https://nppes.cms.hhs.gov/NPPES/StaticForward.do?forward=static.npistart 


  


 Go to NPPES login- enter in your NPI ID and password. If you have forgotten this information, please 


call 1-800-465-3203. Ask for the NPI specialist.  They will provide you with the information. 


o Select five 'Secret Question'(s) (these will assist you in resetting your password).  


o Clicking “Next” will direct you to the application 


 Please identify personal information as it is recognized in your legal documents (e.g. passport, visas, 


etc.). 


 Note, unless you have a private practice as your primary practice location, you are NOT a 'Sole 


Proprietor' Answer to the is NO 


 "Domestic Mailing Address Information"- Note: The address you provide is viewable by the public.  


You may elect to use the mailing address NYU’s program address: 


 


           NYU Langone Medical Center 


550 First Avenue 


New York, NY 10016 


(212) 263-5506 


 


 


 Domestic Practice Location Information: Please indicate your NYU program address: 


               


              NYU Langone Medical Center 


550 First Avenue 


New York, NY 10016 


(212) 263-5506 


 


 Contact information- make sure you are the contact person with your personal e-mail address (the 


contact information is not viewable by the public). Remember you are the sole owner of the NPI 


application and number.  This number will be asked for and used many times during your career and 



https://nppes.cms.hhs.gov/NPPES/StaticForward.do?forward=static.npistart





will need to be updated accordingly. 


 If you have an additional taxonomy number other than 390200000X you can keep that number also 


however, you must us the 390200000X as primary. 


 FOREIGN NATIONALS: YOU MUST OBTAIN AN NPI NUMBER AFTER YOUR ARRIVAL TO THE 


US AND HAVE OBTAINED A SOCIAL SECURITY NUMBER. 


 


You must also include your NPI number on line 8C on the official application for 'Health Professions Trainees' 


(VA Form 10-2850D, which is included in the front of the resident application packet).   


Please see the following directions for the step-by-step instructions for applying for your NPI number.  Once 


you have received your NPI number, please copy the NPPES e-mail message that lists your NPI number and 


e-mail or deliver it in hard copy to the appropriate contact listed below.   


 


INSTRUCTIONS for those who are apply for the first time: 


Estimated time to complete the NPI application form is 20 minutes.  NOTE: Be sure to use the "Next" & 


"Previous" keys located at the bottom of the page, do not use the Internet Server's "Back" & "Forward" keys. 


   


 


 Make sure you have the following information available BEFORE you begin the application process: 


-Provider Name (your name as it appears in legal documents) 


-SSN- Social Security Number  


-Provider Date of Birth 


-Country of Birth 


-State of Birth (if Country of Birth is U.S.) 


-Provider Gender 


-Mailing Address of your school/program and phone number 


-Practice Location Address and Phone Number (school/program) 


When asked to select a taxonomy, go to Allopathic/Osteopathic, scroll down to 39 and select 


-Taxonomy (Provider Type) 


 * Student in an Organized Healthcare Education/Training Program 390200000X  


-State License Information if applicable  


-Contact Person Name - that is YOU 


-Contact Person Phone Number and E-mail - That is YOU 


2. Access the  National Provider Identifier website through the following link: 


https://nppes.cms.hhs.gov/NPPES/StaticForward.do?forward=static.npistart   


3. Click on the highlighted link "Apply Online for an NPI" 


4. Read through the instructions and click on Step 3. 'Begin Application Form' 


5. You will be routed to the 'NPI Application Form - Create NPI User ID and Password' page 


a. Respond to everything on this page 


b. Choose an NPI User ID (make this something that you would remember, as you will be using the 


ID a password throughout your career) - Personal information, such as a Social Security 


Number, should not be used as the User ID. The User ID can contain a maximum of four digits. 


c. Choose an NPI Password (Password must be 8-12 characters long, contain at least one letter, 


one number, no special characters, and not be the same as the User ID.) 


d. Select five 'Secret Question'(s) (these will assist you in resetting your password).  


e. Clicking 'Next' will direct you to the application 


6. Please identify personal information as it is recognized in your legal documents (e.g. passport, visas, 


etc.). 


7. Note, unless you have a private practice as your primary practice location, you are NOT a 'Sole 


Proprietor' 


8. 'Domestic Mailing Address Information'- Note: The address you provide is viewable by the public.  


You may elect to use the mailing address of the UMDNJ program address. 



https://nppes.cms.hhs.gov/NPPES/StaticForward.do?forward=static.npistart





9. 'Domestic Practice Location Information': Please indicate your UMDNJ program address. 


10. 'Add Identifier' If you have knowledge of any legacy/identifiers (such as HFS Provider Number or 


UPIN) please include these.  Generally, this will not apply and you can leave this blank. 


11. 'Add Taxonomy': As an intern, resident or fellow, you must identify yourself as 390200000X: Student 


in an Organized Health Care/ Education/ Training Program 
12. 'Contact Person Name': You are the contact person,  


13. IMPORTANT: The “Contact Person Email” is the email address where you will receive your NPI 


confirmation letter and NPI Number.  Please make sure that it is a working address (e.g. not your 


medical school address which may expire shortly after graduation).  Make sure to keep a 


hardcopy of this email for future reference. 


14. You are finished! Make sure to mark the [X] on the Certification Statement and Submit. 


15. You will be given a Tracking Number and should receive a confirmation email from NPPES with your 


NPI. If you do not receive this confirmation email within 15 days, call NPPES @ 1-800-465-3203. An 


NPI Specialist will be able to assist you. Generally, we have found that NPI confirmation letters arrive 


within 10 to 15 minutes of your successful application submission. 


 


First time applying: 


 


DIRECTIONS FOR A RESIDENT PHYSICIAN TO OBTAIN A 


NATIONAL PROVIDER IDENTIFICATION NUMBER (NPI NUMBER)  


 


The National Provider Identification (NPI) number is a unique 10-digit numeric identifier mandated by the 


Health Insurance Portability and Accountability Act (HIPAA) for all clinicians for billing and for ordering 


patient care services (e.g., nursing home care, visiting nurse, etc.).  Although a NPI number is generally not 


required of a resident physician, at the VA NY Harbor all resident pharmaceutical orders are required by 


law to be billed (when appropriate) to third-party carriers and the resident’s NPI number must 


accompany this bill.  To satisfy this statutory regulation the VA NY Harbor requires all resident physicians to 


obtain NPI numbers before their rotation at the Medical Center.  The NPI number application process is web-


based, free-of-charge and yields a lifetime NPI number assignment.  You must securely maintain your NPI 


number and, as you advance in your career, must update the required personal data as necessary.  These 


directions will assist in the application for your NPI number. 


 


Tips before you start:  (a) the NPI number application must be completed in one sitting (will take approximately 


15 minutes); (b) if you are licensed, have this information ready (N.B., medical licensure is not required to 


obtain a NPI number); (c) move smartly though the application or risk a “time-out” that will require you to 


start over with a new ID and password (data is not saved with a premature termination of the application 


process); (d) use only the “BACK” and “FORWARD” buttons on the bottom of the page; (e) you must create a 


USER ID and PASSWORD that must be saved to log-on in the future should you need to change any 


information; (f) the mailing address of your practice is: 


 


NYU Langone Medical Center 


550 First Avenue 


New York, NY 10016 


(212) 263-5506 


 


DIRECTIONS: (Please print copies of each screen and save in a folder for future use) 







1. Google 'NATIONAL PROVIDER IDENTIFIER ENUMERATION SYSTEM' (National Plan and 


Provider Enumeration System) 


2. NPPES website:  Click on 'NATIONAL PROVIDER IDENTIFIER (NPI)'   


3. Click on 'APPLY ONLINE FOR AN NPI'  


4. Please read 'INFORMATION REQUIRED FOR INDIVIDUAL PROVIDERS'; scroll down and click 


'BEGIN APPLICATION FORM'  


5. Create a USER ID and PASSWORD (SAVE – required for future log-on to change data) 


6. Select the secret question (ex.: mother’s maiden name) 


7. Select radio button  TYPE 1 


8. Provider Profile Question 'Is Provider a Sole Proprietor'?  NO  


9. Domestic Address:  Applicant’s home address : 


10. NYU Langone Medical Center 


11. 550 First Avenue 


12. New York, NY 10016 


13. (212) 263-5506 


 


14. Address Standardization:  Select  Accept Standardized Address box 


15. Domestic Practice Location:  Use address : 


16. NYU Langone Medical Center 


17. 550 First Avenue 


18. New York, NY 10016 


19. (212) 263-5506 


 


20. Phone Number:  (212) 263-5506  


21. Other Identifiers:  Skip & select  NEXT 


22. Other Identifiers:  Select  CANCEL 


23. Taxonomy:  Select ADD TAXONOMY select 39 (Student Health Care) 


24. Taxonomy (cont’d): select  390200000X (Student Health Care*) 


 [*this is the only selection to be used for all residents and fellows] 


25. If you do not have a license number select  SAVE (Print & keep with your records) 


26. Contact Person:  Select  SAME AS PROVIDER 


27. Certification:  Check & submit 


28. Save tracking number (needed if an error is made or NPI number is not e-mailed in timely manner) 


 


TRACKING NUMBER:  ________________ 


 


 


IMPORTANT:  


 


After receiving your NPI number, please e-mail a copy of the NPPES email to your VA Contact Person as 


directed in the accompanying letter.  Also, KEEP A COPY FOR YOUR RECORDS.   


 


If you have any problems please contact your VA Contact Person at the extension or e-mail address provided to 


you.   


OR 


Contact Johanna Rubin, Compliance Officer 


917-364-5176 at any time- Please leave a voice mail with name and phone number. 


 


PLEASE KEEP A COPY OF THE NPPES E-MAIL FOR FUTURE USE. 


 


Thank you very much for your attention to this request.   


 







 


 


 


 
 


 


VA New York Campus telephone number is (212) 686-7500) 


 
Anesthesiology  


Representative: Ms. Rita Varano Ext.7005 / Fax: 212-951-6352  


Representative's email: Rita.Varano@va.gov  


 


Dermatology  


Representative: Ms. Beatrice Montalvo Ext 3838 


Representative's email: Beatrice.Montalvo@va.gov 


 


Emergency Medicine  


Representative: Ms. Rita Varano Ext.4296, 4096 / Fax: 212-951-6352  


Representative's email: Rita.Varano@va.gov  


 


Medical Service  


Representative: Ms. Nancy Pinnola Ext 3282 


Representative's email: Nancy.Pinnola@va.gov 


 


Neurology  


Representative: Mr. Jackson Chin Ext.7725 / Cell 347-860-5174 / Fax: 212-951-3246   


Representative's email: Jackson.Chin@va.gov  


 


Pathology & Laboratory Medicine  


Representative: Ms. Evelyn Arocho, Ext 3280 


Representative's email: Evelyn.Arocho@va.gov  


 


Physical Medicine & Rehabilitation   


Representative: Ms. Esther Elkady Ext.3320, 7720 / Fax: 212-951-3246  


Representative's email: Esther.Elkady@va.gov  


 


Mental Health  


Representative: Ms. Yvette Oyola Ext 7979 


Representative's email:  Yvette.Oyola@va.gov  


 


Radiology  


Representative: Mr. Cecil Stapleton Ext.7450 / Fax: 212-951-6878  


Representative's email: Cecil.Stapleton@va.gov  


Surgery 


Representative: Ms. ShaShane Coleman Ext. 7574, 7511, 7569 


Representative's email: Shashane.Coleman@va.gov 
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		TRACKING_NUMBER: 








VPN ACCOUNT INFORMATION


VPN STANDS FOR ‘Virtual Private Network’ and this


remote access emulates your office desktop on your home


computer.


You will be offered VPN when you arrive at the VA for your


initial processing by our Information Security and


Information Resource Management teams.


For more information please contact your Service


Representative.








Instructions for using VA’s EES On-line Learning Website 
COURSE TITLE: VHA Mandatory Training for Trainees  


 
You must LOGIN, register, take the exam, and evaluate the course in order 


to receive a certificate of completion. Please keep these instructions handy 
during these procedures.  The median time to complete the module is 90 
minutes. Please note that the system will save your information so you may 


stop the course and pick up again later. Once you have completed the 
course, you must print hardcopies of the Certificate of Completion and VA 


Rules of Behavior (which you must sign) for your own records. (N.B. The 
Rules of Behavior document presents early in the training course and you 
should download it when it is initially referenced in the training course.) Give 


copies of both of the Certificate of Completion and your signed Rules of 
Behavior to your VA Service Office on your first day of rotation at the VAMC. 


This is an annual requirement. Failure to comply with this annual 
requirement will adversely affect your access to the NY Harbor’s 
electronic patient medical record.  You are strongly encouraged to 


maintain a copy of your certificate and save your login codes in case you 
need to access the system at a later date; should you need to reprint your 


certificate for any reason. 
 


Go to the EES Librix On-Line Learning Website:  
https://www.ees-learning.net/librix/loginhtml.asp?v=librix 


1. If you are a new user, click First Time User.  If you are a returning 


user and do not remember your username or password, click on 
Forgot Password.  Follow prompts to either create or retrieve your 


login information.  If you have problems contact Help Desk 
eeslibrixhelp@va.gov 


2. After completing steps for new account creation or forgot password, go 


back to Login screen, enter your username & password & click on 
Login to be taken to My Courses page. 


3. Click Available Courses link on left side bar above My Courses. 
4. Search for your course by entering one or more keywords such as 


“Mandatory Training for Trainees” and click Search button.  This 


search result should include the two courses: VHA Mandatory 
Training for Trainees and Refresher Course for VHA Trainees. 


The first course is for new trainees and the refresher course is for 
those who must fulfill their annual training requirements (i.e. those 
who have already completed the VHA Mandatory Training for Trainees) 


5. You will be taken to the search results page. Click on the Sign Me Up 
link on the right side of screen and you will be taken back to My 


Courses screen, where your new course will now be listed. 
6. Click on your course name link to go to the course. 
7. When you have completed the course be sure to print a copy of the 


Certificate of Completion and the Rules of Behavior (must be signed) 
for your records and bring copies to the NY Harbor on the first day of 


your rotation and annually thereafter. 



https://www.ees-learning.net/librix/loginhtml.asp?v=librix
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□ Male □ Female


□ MD (144) □ DO (145) □ DDS □ Other


□ Resident □ Fellow


□ MD (144), DO (145) or Other


□ Yes


□ New York University School of Medicine (code: NYU SM)


□ Yes


□ New York HHS


□ Yes □ No □ No, but I will before I arrive to United States


□ Yes □ No □ N/A


Date Completed Signature


Check if you currently have a VISA


Check if this person is a resident, student or trainee (LEAVE BLANK)


Person Class Expiration (LEAVE BLANK)


Check if this person is an active trainee (LEAVE BLANK)


Check VHA Training Facility (LEAVE BLANK)


City State Zip Code


Please be sure you answered every question on this form before signing


COMPLETE ALL QUESTIONS.  YOU CAN NOT 


BE PROCESSED UNLESS THIS SHEET IS 


COMPLETE.  IF YOU DO NOT COMPLETE, 


YOU WILL HAVE TO COMPLETE WHEN YOU 


ARRIVE TO THE VA FOR TRAINING.  THIS 


COULD CAUSE A CONSIDERABLE WAIT.


If you currently have a VISA, please confirm AND attached copy a of the VISA to this worksheet


NYU school E-mail address


Date of Birth


Home Street Address (ONLY NYC area addresses please) Apartment Number


Stating Date of Training (most will be July 1, 2008) Last Training Month & Year (when training is complete)


Check Academic Affiliation (LEAVE BLANK)


Suffix (e.g. 'Jr., III, etc.)


Primary Service & Section (Service Choices: Surgery, Medical, Neuro, PM&R, Anesthesiology, Derm, EM, Pathology, Mental Health, Radiology. Section 


Choices only pertain to Surgery and Medicine - list your fellowship section)


Check Primary Degree & Training Level (check BOTH rows, example, MD & Resident)


Social Security Number Sex


NEW PERSON 


REGISTRATION 


WORKSHEET


(PLEASE COMPLETE CLEARLY AND LEGIBLY


Given (First) Name Middle Name


Last Name



http://vaww.nyharbor.med.va.gov/



		Given_First_Name: 

		Middle_Name: 

		Last_Name: 

		Suffix_eg_Jr_Ill_etc: 

		ChkBox: Off

		ChkBox0: Off

		ChkBox1: Off

		ChkBox2: Off

		ChkBox3: Off

		ChkBox4: Off

		ChkBox5: Off

		EELI_El: Off

		EELI_El0: Off

		ChkBox6: Off

		ChkBox7: Off

		ChkBox8: Off

		ChkBox9: Off

		ChkBox10: Off

		ChkBox11: Off

		ChkBox12: Off

		ChkBox13: Off

		WIft: Off

		WIft0: Off

		ChkBox14: Off

		ChkBox15: Off

		ChkBox16: Off

		ChkBox17: Off

		ChkBox18: Off

		ChkBox19: Off

		Apartment_Number: 

		City: 

		State: 

		Zip_Code: 

		ChkBox20: Off

		ChkBox21: Off

		EWILIIIUUE: Off

		ChkBox22: Off

		ChkBox23: Off

		ChkBox24: Off

		uIflil: Off

		ChkBox25: Off

		E: Off

		E0: Off

		HIIIft: Off

		ChkBox26: Off

		Social Security Number: 

		Primary Service: 

		Stating Date of Training: 

		Lasted Training Month & Year: 

		Birth: 

		Home Address: 

		NYU Email: 
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VA NY HARBOR APPLICATION INSTRUCTIONS 


Below is an overview of the instructions for all the required documents in the 


VA application. Remember to answer as your application may be returned to you 


and you will not be able to process in the NY VA if the application is not complete.  


If something does not pertain to you, please enter “n/a”.   


DO NOT FORGET TO OBTAIN YOUR NPI NUMBER BEFORE COMPLETING 


PAPERWORK. 


Please print clearly as others will be working on your paperwork. Use the below 


checklist to keep track of you progress in completing the VA application. 


 


BREAKDOWN OF THE VA APPLICATION 


 


COVER 


 Do nothing. 


 


INCOMING LETTER 


 Please read. 


 


VA SERVICE REPRESENTATIVES 


 Please keep this document for your records. 


 


APPLICATION INSTRUCTIONS  


 Please follow the instructions on this sheet. 


 


APPLICATION FOR RESIDENTS, SF 10-2850D 


 Complete all questions and sign PAGE 3 (26A) & PAGE 4. Be sure to enter 


your NPI NUMBER on PAGE 1 (8C); do not forget this, you may not be 


processed if your NPI NUMBER is not included. 


 


FORM I-9, PAGE 4 


 Please complete SECTION 1 


 


RESIDENT APPOINTMENT LETTER  


 Print your name, sign and mark either resident or fellow status. 


 


APPOINTMENT AFFIDAVIT, SF 61 


 Print your name and sign. DO NOT notarize this form. 


 


DECLARATION FOR FEDERAL EMPLOYMENT, OF 306 


 Complete all questions and sign. Sign PAGE 3 (17B) as you are an APPOINTEE. 


 


FINGERPRINT PREP SHEET  


 Complete all questions. 


 


EMPLOYEE CONFIDENTIALITY STATEMENT  


 Complete all questions and sign. 
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HIPDB - NPDB FORM  


 Complete all questions. 


 


FUNCTIONAL CATEGORIES ATTESTATION 


 Print name on top, sign and date on bottom. 


 


NPI INSTRUCTIONS FOR RESIDENTS  


 Follow instructions on obtaining NPI number; remember to forward NPPES email 


to your service representative as detailed on the Attachment #1: VA Service 


Representatives sheet. Be sure to enter NPI number on Application for 


Residents SF 10-2850 (above, box 8C). 


 


VPN ACCOUNT INFORMATION 


 You will be offered a VPN account upon onsite processing at the VA. 


Information Resource Management and the Office of the Information Security 


Officer will give more information at that time. 


 


LIBRIX (MAN TRAINING) INSTRUCTIONS  


 Follow instructions on sheet.  Be sure to bring the Certificate of Completion 


and a signed Rules of Behavior on your first processing day at the NY VA.  


Do not mail the Certificate of Completion and the Rules of Behavior with 


this packet.  If you do not bring the Certificate of Completion and a signed 


Rules of Behavior on the day of your VA processing, you will have to 


complete them at the VA, and this could possible delay your rotation. 


 


NEW USER REGISTRATION WORKSHEET, NYU RESIDENTS 


 Complete all questions and sign. If you are not a U.S. citizen please ATTACH 


COPY OF YOUR VISA and bring VISA with you on your first day to the VA. You 


cannot be processed at the VA without completing this form. 


 


  


 


After all documents are completed, make sure they are in order as listed above, 


and please follow the instructions as dictated by the NYU house staff office and 


return the VA documents to them.   


 


DO NOT MAIL THE DOCUMENTS DIRECTLY TO THE VA.   


 


If NYU does not receive your VA paperwork, you will not be cleared to train at NYU 


and may be put on administrative leave. 
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 Certificate/Diploma


1A. NAME (Last, First, Middle) 1B. OTHER NAMES USED (For example: maiden name, nickname, etc.)


2. PRESENT ADDRESS (Include ZIP Code)


PAGE 1 OF 4


9C. VA TRAINING END DATE (mm/yyyy)


10. 


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


OMB Number: 2900-0205
Estimated Burden: 30 minutes


APPLICATION FOR HEALTH PROFESSIONS TRAINEES 


INSTRUCTIONS: Please submit this application furnishing all information in sufficient detail to enable the Department of Veterans Affairs (VA) 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. Residency, fellowship and internship announcements for clinical training programs may require additional information. All 
applications must include the information required by the training program to which you are applying as well as information requested on all application forms.  
VA must protect the safety of our patients. Therefore, at some point in the appointment process, you will be asked questions on your physical and mental 
health. This includes such questions as to whether you received tuberculin testing, hepatitis B vaccination or any other vaccinations.


3A. DAY TELEPHONE (include area code)


3B. EVENING TELEPHONE (include area code)


6. DATE OF BIRTH 
    (mm/dd/yyyy)


8A. PROGRAM/DISCIPLINE OF STUDY


9A. VA TRAINING FACILITY (City, State)


9B. VA TRAINING START DATE (mm/yyyy)


7. PLACE OF BIRTH (City, State, and Country (if not U.S.A.))4. SOCIAL SECURITY NUMBER


8F. 


8D. 8E. 


II - FOR APPLICANTS CURRENTLY ON ACTIVE DUTY IN U.S. MILITARY DUTY 


11B. SERIAL OR SERVICE NO. 11C. BRANCH OF SERVICE


13A. IMMIGRANT 13B. EXCHANGE VISITOR


VISA TYPE VISA NUMBER


DATE ISSUE DATE EXPIRATION DATE


12A. CITIZENSHIP 12B. COUNTRY OF CITIZENSHIP


VISA TYPE VISA NUMBER


ISSUE DATE EXPIRATION DATE


"A" NUMBER


NOTE: Complete items 13A, 13B, 13C, or 13D ONLY if you are not a U.S. citizen.


13C. OTHER NON-IMMIGRANT 13D. FORM DS2019


DO YOU HAVE A VALID DS2019?


DATE OF LAST VALIDATION (mm/dd/yyyy)


IV- THIS SECTION TO BE COMPLETED BY DESIGNATED EDUCATION OFFICER (DEO) OR DESIGNEE


14A. The trainee has met all of the criteria of the Trainee Qualifications & Credentials Verification Letter (TQCVL).


15B. TITLE15A. SIGNATURE OF FACILITY DESIGNATED EDUCATION OFFICER OR DESIGNEE 15C. DATE


III - CITIZENSHIP


14B. Incomplete items on the TQCVL have been addressed and resolved.


14C. Special attention has been given to the following items from the application forms.


14D. Comments:


14E. This applicant has been approved for appointment.


14F. Comments:


11A. ARE YOU NOW IN U.S. MILITARY?


8B.  ARE YOU APPLYING FOR A VA 
       ADVANCED FELLOWSHIP PROGRAM FOR 
       PHYSICIAN RESIDENTS? 8G. TARGET DEGREE LEVEL OF YOUR CURRENT TRAINING PROGRAM


5. PREFERRED EMAIL ADDRESS 


 Associate


 Baccalaureate  Doctoral


 Post-master's fellowship


 Master's


 Residency/Fellowship


UNKNOWN


 Tribal College or University (TCU)


 Historical Black College and University (HBCU)


 Hispanic Serving Institution (HSI)


 YES  NO


 U.S. CITIZEN BY BIRTH  NATURALIZED U.S. CITIZEN  NOT A U.S. CITIZEN (Complete item 12B)


 YES  NO


 YES  NO


 YES  NO


(If YES, complete 11b, 11c


START DATE OF YOUR DEGREE 
PROGRAM OF STUDY  (mm/yyyy)


EXPECTED END DATE OF YOUR DEGREE 
PROGRAM OF STUDY  (mm/yyyy)


CURRENT COLLEGE/UNIVERSITY/SCHOOL: 
INCLUDE CITY AND STATE (Do not abbreviate)


CHECK APPROPRIATE BOXES IF YOU ARE  ENROLLED IN A 
COLLEGE/UNIVERSITY THAT IS CLASSIFIED AS: 


 NO YES


 NO YES
Post-doctoral (other than 
residents)


UNKNOWN


8C. ENTER YOUR NATIONAL PROVIDER 
IDENTIFIER (NPI)



vhanynstreej

TextBox

ACOS / EDUCATION



vhanynstreej

TextBox

7/1/2011
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22E. AMOUNT 
OF TIME 


APPROVED 
BY 


SPECIALTY 
BOARD 


IX- INTERNSHIP, RESIDENCY AND FELLOWSHIP TRAINING
22B. ADDRESS (City, State and ZIP Code) 22C. SPECIALTY 22D.


COMPLETED
(mm/yy)


VII - EDUCATION AND TRAINING AFTER HIGH SCHOOL THROUGH GRADUATE / PROFESSIONAL SCHOOL (Continue in Part XI if necessary)
20A. NAME OF SCHOOL 20B. ADDRESS (City, State, and Zip Code) 20C. START 


DATE  
(mm/yy)


20D. DATE 
COMPLETED 


(mm/yy)


20E. DIPLOMA/DEGREE/
CERTIFICATE OR 
QUALIFICATIONS 


RECEIVED


VIII - GRADUATES OF AN INTERNATIONAL MEDICAL SCHOOL
21A. 


16B. LICENSE,  
CERTIFICATION OR 
REGISTRATION BODY


16D. LICENSE, 
CERTIFICATION OR 
REGISTRATION 
NUMBER


16E. IS THE LICENSE, 
REGISTRATION, OR 
CERTIFICATION CURRENT?  
IF NO, EXPLAIN IN PART XI.


16F. EXPIRATION 
DATE


16A. LIST ALL LICENSES, CERTIFICATIONS, 
AND REGISTRATIONS, INCLUDING THE DRUG 
ENFORCEMENT AGENCY (DEA), THAT YOU 
HAVE NOW OR HAVE HAD AS A HEALTH 
PROFESSIONAL, I.E. MEDICAL, NURSING, 
PHARMACY, ETC.


V- LICENSE, CERTIFICATION, OR REGISTRATION IN CURRENT CLINICAL PROFESSION


18. 


19. 


SOCIAL SECURITY NUMBERLAST NAME, FIRST NAME, MIDDLE NAME


17F. EXPIRATION 
DATE


17A. LIST ALL LICENSES, CERTIFICATIONS, 
AND REGISTRATIONS, INCLUDING DEA, 
THAT YOU HAVE  EVER HAD AS A HEALTH 
PROFESSIONAL, I.E. MEDICAL, NURSING, 
PHARMACY, ETC.


VI- LICENSE, CERTIFICATION, OR REGISTRATION IN OTHER/PREVIOUS CLINICAL PROFESSION(S)


The following two questions apply to both your current health profession and any prior health profession.


20F. MAJOR FIELD OF 
STUDY


17B. LICENSE,  
CERTIFICATION OR 
REGISTRATION BODY


17D. LICENSE,  
CERTIFICATION OR 
REGISTRATION 
NUMBER


17E. IS THE LICENSE,  
REGISTRATION, OR  
CERTIFICATION CURRENT? 
IF NO, EXPLAIN IN PART XI.


17C.  
STATE 
ISSUING 
LICENSE


16C.  
STATE 
ISSUING 
LICENSE


 YES - EXPLAIN IN PART XI NO


 YES - EXPLAIN IN PART XI NO


 YES NO


YES NO NOT REQUIRED


YES NO NOT REQUIRED


YES NO NOT REQUIRED


YES NO NOT REQUIRED


YES NO NOT REQUIRED


YES NO NOT REQUIRED


YES NO NOT REQUIRED


YES NO NOT REQUIRED


21C. ECFMG CERTIFICATE DATE21B. EDUCATIONAL COMMISSION FOR FOREIGN MEDICAL GRADUATES (ECFMG) CERTIFICATE NUMBERARE YOU A GRADUATE OF AN INTERNATIONAL 
MEDICAL SCHOOL?


DO YOU HAVE PENDING OR HAVE YOU EVER HAD ANY LICENSE, CERTIFICATION, OR REGISTRATION TO PRACTICE (including DEA Certificate) 
REVOKED, SUSPENDED, DENIED, RESTRICTED, LIMITED, OR ISSUED/PLACED ON A PROBATIONAL STATUS OR VOLUNTARILY RELINQUISHED?
DO YOU HAVE PENDING OR HAVE YOU EVER HAD CLINICAL PRIVILEGES AT ANY HEALTH CARE INSTITUTION OR AGENCY REVOKED, 
SUSPENDED, DENIED,RESTRICTED, LIMITED, OR ISSUED/PLACED ON A PROBATIONARY STATUS OR VOLUNTARILY RELINQUISHED?


22A.  NAME OF HOSPITAL OR INSTITUTION 







VA FORM 10-2850D
MARCH 2009
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PLACE AN 'x' IN APPROPRIATE SPACE. IF YES, EXPLAIN DETAILS IN PART XI. YES


23 If you have ever participated in the Medicare/Medicaid Program, were you convicted of and or investigated for making and/or using  false, 
fictitious, or fraudulent statements, representations, writings or documents, regarding a material fact in connection with the delivery  of or 
payment for health care benefits, items or services that would be in violation of the Criminal False Claims Act?


24 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 in Part XI, 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. 


As a provider of health care services, the 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. 


25 Do you need accommodations to perform the procedures and essential functions of the training position for which you have applied? 
 


ITEM
NO.


XI - REMARKS
(Include additional information requested in items above. Be sure to indicate Item number on Form to which the comment refers.)


XII - CERTIFICATION


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


26A. SIGNATURE OF APPLICANT (sign in dark ink) 26B.  DATE  (month, day, year)


X - ADDITIONAL QUESTIONS


LAST NAME, FIRST NAME, MIDDLE NAME SOCIAL SECURITY NUMBER


ITEM NO
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SIGNATURE OF APPLICANT DATE


PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICE
Public reporting burden for this collection of information is estimated to average 30 minutes per response, including the time for reviewing instructions, 
searching existing data sources, gathering data and completing and reviewing the information. Send comments regarding this burden estimate or any 
other aspect of this collection of information, including suggestions for reducing this burden to VA Clearance Officer (005R1B), 810 Vermont Avenue 
NW, Washington, DC 20420. Do not send applications to this address.  


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 
appointment to a residency, advanced fellowship, fellowship, internship or other type of clinical training appointment. If you are appointed 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 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. It may be used to check the National Practitioner Health Integrity and Protection Data Bank(HIPDB) or the List of Exclusions is maintained by 
Health and Human Services (HHS) Office of Inspector General (OIG) on the List of Excluded Individuals and Entities (LEIE), to State licensing boards, 
and/or appropriate professional organizations or agencies to assist the VA in determining your suitability for a clinical training appointment. This 
information may also be used to periodically verify, evaluate and update your clinical privileges, credentials 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 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 will be stored in a confidential and secure VA database for purposes of processing your application and may be verified through a computer 
matching program at any time. The information from this form may also be used to survey you regarding employment opportunities in VA and solicit 
you perceptions regarding your clinical training experience at VA and non-VA facilities.  


EFFECTS OF NON-DISCLOSURE: See statement below concerning disclosure of your social security number. Your obligation to respond is 
mandatory and 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, "Applicants for Employment" under Title 38, U.S.C.-VA" (02VA135), in the 
2003 Compilation of Privacy Act Issuances.  The SSN will also 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.
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In order for the Department of Veterans Affairs (VA) to assess and verify my educational background, professional qualifications and suitability 
for employment, I:


AUTHORIZATION FOR RELEASE OF INFORMATION


Authorize the 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, other professional organizations and/or persons, agencies,  
organizations or institutions listed by me as references, and to any other appropriate sources to whom the VA may be referred by those  
contacted or deemed appropriate;


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


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


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


Authorize VA to share any information about me with the affiliated institution and /or training program official.


SOCIAL SECURITY NUMBERLAST NAME, FIRST NAME, MIDDLE NAME





VA FORM 10-2850D
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1A. NAME (Last, First, Middle)

1. A.  Name (Last, First, Middle)

1B. OTHER NAMES USED (For example: maiden name, nickname, etc.)

2. PRESENT ADDRESS (Include ZIP Code)

PAGE 1 OF 4

9C. VA TRAINING END DATE (mm/yyyy)

10. 

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

OMB Number: 2900-0205

Estimated Burden: 30 minutes

APPLICATION FOR HEALTH PROFESSIONS TRAINEES 

INSTRUCTIONS: Please submit this application furnishing all information in sufficient detail to enable the Department of Veterans Affairs (VA) 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. Residency, fellowship and internship announcements for clinical training programs may require additional information. All applications must include the information required by the training program to which you are applying as well as information requested on all application forms. 

VA must protect the safety of our patients. Therefore, at some point in the appointment process, you will be asked questions on your physical and mental health. This includes such questions as to whether you received tuberculin testing, hepatitis B vaccination or any other vaccinations.

3A. DAY TELEPHONE (include area code)

3. A. Day Telephone (include area code)

3B. EVENING TELEPHONE (include area code)

6. DATE OF BIRTH

    (mm/dd/yyyy)

8A. PROGRAM/DISCIPLINE OF STUDY

8. A.  PROGRAM / DISCIPLINE OF STUDY

9A. VA TRAINING FACILITY (City, State)

9. A. VA Trainging Facility, City, State

9B. VA TRAINING START DATE (mm/yyyy)

7. PLACE OF BIRTH (City, State, and Country (if not U.S.A.))

4. SOCIAL SECURITY NUMBER

8F. 

8D. 

8E. 

II - FOR APPLICANTS CURRENTLY ON ACTIVE DUTY IN U.S. MILITARY DUTY 

11B. SERIAL OR SERVICE NO.

11C. BRANCH OF SERVICE

13A. IMMIGRANT

13B. EXCHANGE VISITOR

VISA TYPE

VISA NUMBER

DATE

ISSUE DATE

EXPIRATION DATE

12A. CITIZENSHIP

12B. COUNTRY OF CITIZENSHIP

VISA TYPE

VISA NUMBER

ISSUE DATE

EXPIRATION DATE

"A" NUMBER

NOTE: Complete items 13A, 13B, 13C, or 13D ONLY if you are not a U.S. citizen.

13C. OTHER NON-IMMIGRANT

13D. FORM DS2019

DO YOU HAVE A VALID DS2019?

DATE OF LAST VALIDATION (mm/dd/yyyy)

IV- THIS SECTION TO BE COMPLETED BY DESIGNATED EDUCATION OFFICER (DEO) OR DESIGNEE

14A. The trainee has met all of the criteria of the Trainee Qualifications & Credentials Verification Letter (TQCVL).

15B. TITLE

15A. SIGNATURE OF FACILITY DESIGNATED EDUCATION OFFICER OR DESIGNEE

15C. DATE

III - CITIZENSHIP

14B. Incomplete items on the TQCVL have been addressed and resolved.

14C. Special attention has been given to the following items from the application forms.

14D. Comments:

14E. This applicant has been approved for appointment.

14F. Comments:

11A. ARE YOU NOW IN U.S. MILITARY?

8B.  ARE YOU APPLYING FOR A VA
       ADVANCED FELLOWSHIP PROGRAM FOR
       PHYSICIAN RESIDENTS? 

8G. TARGET DEGREE LEVEL OF YOUR CURRENT TRAINING PROGRAM

\\iaimain\apps1\Pam_Ward\Logos\Formlogo.jpg

Department of Veterans Affairs

5. PREFERRED EMAIL ADDRESS 

(If YES, complete 11b, 11c

START DATE OF YOUR DEGREE PROGRAM OF STUDY  (mm/yyyy)

EXPECTED END DATE OF YOUR DEGREE PROGRAM OF STUDY  (mm/yyyy)

CURRENT COLLEGE/UNIVERSITY/SCHOOL: INCLUDE CITY AND STATE (Do not abbreviate)

CHECK APPROPRIATE BOXES IF YOU ARE  ENROLLED IN A COLLEGE/UNIVERSITY THAT IS CLASSIFIED AS: 

Post-doctoral (other than residents)

8C. 

ENTER YOUR NATIONAL PROVIDERIDENTIFIER (NPI)
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22E. AMOUNT OF TIME APPROVED BY SPECIALTY BOARD 

IX- INTERNSHIP, RESIDENCY AND FELLOWSHIP TRAINING

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

22C. SPECIALTY

22D.COMPLETED(mm/yy)

VII - EDUCATION AND TRAINING AFTER HIGH SCHOOL THROUGH GRADUATE / PROFESSIONAL SCHOOL (Continue in Part XI if necessary)

20A. NAME OF SCHOOL

20. A. NAME OF SCHOOL

20B. ADDRESS (City, State, and Zip Code)

20C. START DATE 

(mm/yy)

20D. DATE COMPLETED (mm/yy)

20E. DIPLOMA/DEGREE/CERTIFICATE OR QUALIFICATIONS RECEIVED

20.E. DIPLOMA/ DEGREE/ CERTIFICATE OR QUALIFICATIONS RECEIVED

VIII - GRADUATES OF AN INTERNATIONAL MEDICAL SCHOOL

21A. 

21. A. 

16B. LICENSE,  CERTIFICATION OR REGISTRATION BODY

16D. LICENSE, CERTIFICATION OR REGISTRATION NUMBER

16E. IS THE LICENSE, REGISTRATION, OR

CERTIFICATION CURRENT? 

IF NO, EXPLAIN IN PART XI.

16E. IS THE LICENSE, REGISTRATION, CERTIFICATION CURRENT? IF NO, EXPLAIN IN PART IX.

16F. EXPIRATION DATE

16A. LIST ALL LICENSES, CERTIFICATIONS, AND REGISTRATIONS, INCLUDING THE DRUG ENFORCEMENT AGENCY (DEA), THAT YOU HAVE NOW OR HAVE HAD AS A HEALTH PROFESSIONAL, I.E. MEDICAL, NURSING, PHARMACY, ETC.

V- LICENSE, CERTIFICATION, OR REGISTRATION IN CURRENT CLINICAL PROFESSION

18. 

19. 

SOCIAL SECURITY NUMBER

LAST NAME, FIRST NAME, MIDDLE NAME

17F. EXPIRATION DATE

17A. LIST ALL LICENSES, CERTIFICATIONS, AND REGISTRATIONS, INCLUDING DEA, THAT YOU HAVE  EVER HAD AS A HEALTH PROFESSIONAL, I.E. MEDICAL, NURSING, PHARMACY, ETC.

17. A. LIST ALL LICENSES, CERTIFICATIONS, AND REGISTRATIONS, INCLUDING D E . A. , THAT YOU HAVE  EVER HAD AS A HEALTH PROFESSIONAL, I.E. MEDICAL, NURSING, PHARMACY, ETC.

VI- LICENSE, CERTIFICATION, OR REGISTRATION IN OTHER/PREVIOUS CLINICAL PROFESSION(S)

The following two questions apply to both your current health profession and any prior health profession.

20F. MAJOR FIELD OF STUDY

17B. LICENSE,  CERTIFICATION OR REGISTRATION BODY

17D. LICENSE, 

CERTIFICATION OR REGISTRATION NUMBER

17E. IS THE LICENSE, 

REGISTRATION, OR 

CERTIFICATION CURRENT?

IF NO, EXPLAIN IN PART XI.

17E. IS THE LICENSE, REGISTRATION, CERTIFICATION CURRENT? IF NO, EXPLAIN IN PART IX.

17C. 

STATE

ISSUING

LICENSE

16C. 

STATE

ISSUING

LICENSE

21C. ECFMG CERTIFICATE DATE

21C. E C F M G CERTIFICATE DATE. 

21B. EDUCATIONAL COMMISSION FOR FOREIGN MEDICAL GRADUATES (ECFMG) CERTIFICATE NUMBER

21B. EDUCATIONAL COMMISSION FOR FOREIGN MEDICAL GRADUATES (E C F M G) CERTIFICATE NUMBER

ARE YOU A GRADUATE OF AN INTERNATIONAL MEDICAL SCHOOL?

DO YOU HAVE PENDING OR HAVE YOU EVER HAD ANY LICENSE, CERTIFICATION, OR REGISTRATION TO PRACTICE (including DEA Certificate) REVOKED, SUSPENDED, DENIED, RESTRICTED, LIMITED, OR ISSUED/PLACED ON A PROBATIONAL STATUS OR VOLUNTARILY RELINQUISHED?

DO YOU HAVE PENDING OR HAVE YOU EVER HAD CLINICAL PRIVILEGES AT ANY HEALTH CARE INSTITUTION OR AGENCY REVOKED, SUSPENDED, DENIED,RESTRICTED, LIMITED, OR ISSUED/PLACED ON A PROBATIONARY STATUS OR VOLUNTARILY RELINQUISHED?

22A.  NAME OF HOSPITAL OR INSTITUTION 

22. A.  NAME OF HOSPITAL OR INSTITUTION. 

PAGE 3 OF 4

PLACE AN 'x' IN APPROPRIATE SPACE. IF YES, EXPLAIN DETAILS IN PART XI.

YES

23

If you have ever participated in the Medicare/Medicaid Program, were you convicted of and or investigated for making and/or using  false, fictitious, or fraudulent statements, representations, writings or documents, regarding a material fact in connection with the delivery  of or payment for health care benefits, items or services that would be in violation of the Criminal False Claims Act?

24

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 in Part XI, 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. 

As a provider of health care services, the 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. 

25

Do you need accommodations to perform the procedures and essential functions of the training position for which you have applied?

 

ITEMNO.

Item Number

XI - REMARKS

11 - REMARKS

(Include additional information requested in items above. Be sure to indicate Item number on Form to which the comment refers.)

XII - CERTIFICATION

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

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).

26A. SIGNATURE OF APPLICANT (sign in dark ink)

26B.  DATE  (month, day, year)

X - ADDITIONAL QUESTIONS

LAST NAME, FIRST NAME, MIDDLE NAME

SOCIAL SECURITY NUMBER

ITEM

NO

SIGNATURE OF APPLICANT

DATE

PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICE

Public reporting burden for this collection of information is estimated to average 30 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering data and completing and reviewing the information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to VA Clearance Officer (005R1B), 810 Vermont Avenue NW, Washington, DC 20420. Do not send applications to this address. 

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 appointment to a residency, advanced fellowship, fellowship, internship or other type of clinical training appointment. If you are appointed 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 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. It may be used to check the National Practitioner Health Integrity and Protection Data Bank(HIPDB) or the List of Exclusions is maintained by Health and Human Services (HHS) Office of Inspector General (OIG) on the List of Excluded Individuals and Entities (LEIE), to State licensing boards, and/or appropriate professional organizations or agencies to assist the VA in determining your suitability for a clinical training appointment. This information may also be used to periodically verify, evaluate and update your clinical privileges, credentials 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 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 will be stored in a confidential and secure VA database for purposes of processing your application and may be verified through a computer matching program at any time. The information from this form may also be used to survey you regarding employment opportunities in VA and solicit you perceptions regarding your clinical training experience at VA and non-VA facilities. 

EFFECTS OF NON-DISCLOSURE: See statement below concerning disclosure of your social security number. Your obligation to respond is mandatory and 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, "Applicants for Employment" under Title 38, U.S.C.-VA" (02VA135), in the 2003 Compilation of Privacy Act Issuances.  The SSN will also 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.
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In order for the Department of Veterans Affairs (VA) to assess and verify my educational background, professional qualifications and suitability  for employment, I:

AUTHORIZATION FOR RELEASE OF INFORMATION

Authorize the 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, other professional organizations and/or persons, agencies,  organizations or institutions listed by me as references, and to any other appropriate sources to whom the VA may be referred by those  contacted or deemed appropriate;

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

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

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

Authorize VA to share any information about me with the affiliated institution and /or training program official.

SOCIAL SECURITY NUMBER

LAST NAME, FIRST NAME, MIDDLE NAME

16B. LICENSE,  CERTIFICATION OR REGISTRATION BODY

16D. LICENSE, CERTIFICATION OR REGISTRATION NUMBER

16E. IS THE LICENSE, REGISTRATION, OR

CERTIFICATION CURRENT? 

IF NO, EXPLAIN IN PART XI.

16E. IS THE LICENSE, REGISTRATION, CERTIFICATION CURRENT? IF NO, EXPLAIN IN PART IX.

16F. EXPIRATION DATE

16A. LIST ALL LICENSES, CERTIFICATIONS, AND REGISTRATIONS, INCLUDING DEA, THAT YOU HAVE NOW OR HAVE HAD AS 

A HEALTH PROFESSIONAL, I.E. MEDICAL, NURSING, PHARMACY, ETC.

V- LICENSE, CERTIFICATION, OR REGISTRATION IN CURRENT CLINICAL PROFESSION (Continued)

SOCIAL SECURITY NUMBER

LAST NAME, FIRST NAME, MIDDLE NAME

17F. EXPIRATION DATE

17A. LIST ALL LICENSES, CERTIFICATIONS, AND REGISTRATIONS, INCLUDING DEA, THAT YOU HAVE  EVER HAD AS A HEALTH PROFESSIONAL, I.E. MEDICAL, NURSING, PHARMACY, ETC.

VI- LICENSE, CERTIFICATION, OR REGISTRATION IN OTHER / PREVIOUS CLINICAL PROFESSION(S) (Continued)

17B. LICENSE,  CERTIFICATION OR REGISTRATION BODY

17D. LICENSE, 

CERTIFICATION OR REGISTRATION NUMBER

17E. IS THE LICENSE, 

REGISTRATION, OR 

CERTIFICATION CURRENT?

IF NO, EXPLAIN IN PART XI.

17E. IS THE LICENSE, REGISTRATION, CERTIFICATION CURRENT? IF NO, EXPLAIN IN PART IX.

17C. 

STATE

ISSUING

LICENSE

16C. 

STATE

ISSUING

LICENSE

CONTINUATION

ITEMNO.

XI - REMARKS (Continued)

(Include additional information requested in items above. Be sure to indicate Item number on Form to which the comment refers.)

NEW YORK UNIVERSITY SCHOOL OF MEDICINE

8

8

8

8

8

8

8

0

0

0

0

0

1

1

1

2

2

VA NY HARBOR HEALTHCARE SYSTEM (630)

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

		TgtDeg: 8

		NmLFM: 

		Aliases: 

		FullAddr: 

		PhoneDay: 

		PhoneEve: 

		Email: 

		DOB: 

		POB: 

		SSN: 
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 New York Campus 
 423 E. 23


rd
 Street 


 New York, NY 10010 


 
 


    May 2011 


 


          RESIDENT APPOINTMENT LETTER 


 


Welcome to the Department of Veterans Affairs (VA) and the New York Campus of the New York Harbor 


Healthcare System.  You have been appointed on an intermittent basis at our facility as a medical resident 


or fellow beginning 7/1/2011 until you complete your training at NYU School of Medicine, under the 


authority of Title 38 United States Code 7406.  During your appointment with our facility, you will be paid 


indirectly by the VA using a disbursement agreement with the New York University School of Medicine 


and will be authorized to perform services as directed by your Service Chief. 


 


Unless you have had prior service as a federal employee, acceptance of this letter, as signified by your 


signature below and completion of the attached SF 61 (Appointment Affidavits) prior to the start of your 


training, will serve as your appointment authorization for this period.  If you have had prior federal service, 


you are requested to report to the Human Resources Management office as soon as possible for additional 


appointment information and/or processing.  Please bring this letter with you, as well as any documents you 


may have relating to your prior service. 


 


 


Sincerely, 


  
 


Richard M. Hanson, MD 


Associate Chief of Staff for Education 


 


Enclosure: Standard Form 61 


 


- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  


 


 


 I AGREE TO SERVE IN THE ABOVE CAPACITY UNDER THE CONDITIONS INDICATED. 


 


 


 


 


 PRINT NAME: ______________________________________________ 


 


 


 


 


 SIGNATURE: ______________________________________________ 


 


  MEDICAL RESIDENT 


  DENTAL RESIDENT 


  FELLOW 


DEPARTMENT OF VETERANS AFFAIRS 
NEW YORK HARBOR HEALTH CARE SYSTEM 


 


In Reply Refer To:   
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APPOINTMENT AFFIDAVITS



(Position to which Appointed) (Date Appointed) 


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


I, , do solemnly swear (or affirm) that-


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. 


B. AFFIDAVIT AS TO STRIKING AGAINST THE FEDERAL GOVERNMENT 
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. 


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. 


(Signature of Appointee) 


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


at 
(City) (State) 


(SEAL) (Signature of Officer) 


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. 


Standard Form 61
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		APPOINTMENT AFFIDAVITS

		(Position to which Appointed)

		(Date Appointed)

		(Department or Agency)

		(Bureau or Division)

		(Place of Employment)

		Appointee's Name

		A. OATH OF OFFICE

		B. AFFIDAVIT AS TO STRIKING AGAINST THE FEDERAL GOVERNMENT

		C. AFFIDAVIT AS TO THE PURCHASE AND SALE OF OFFICE

		Appointee Signature 



		Reset: 

		Position: Medical Resident / Fellow

		Date: 7/1/2011

		Agency: VHA

		Place: NY Harbor HCS (630)

		Name: 

		Day: 

		Month: 

		Year: 

		city: 

		State: 

		expires: 

		Title: 

		Bureau or division: VA

		Print: 

		Save: 








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.


Declaration for Federal Employment


Instructions


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 OPMIGOVT-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 change d 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 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.


Public Burden Statement
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Declaration for Federal Employment
GENERAL INFORMATION
1.    FULL NAME (First, middle, last)


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


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


2.    SOCIAL SECURITY NUMBER


4.    DATE OF BIRTH (MM/DD/YYYY)


6.    PHONE NUMBERS (Include area codes)


Night


Day


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.


During the last 10 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.


9. NOYES


10. Have you been convicted by a military court-martial in the past 10 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.


NOYES


11. Are you now 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.


NOYES


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.


NOYES


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 to repay the debt.


NOYES


Optional Form 306
Revised January 2001
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NSN 7540-01-368-7775U.S. Office of Personnel Management
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4.


3.


2.


1.


 YES  NO If "NO" skip 7b and 7c. If "YES" go to 7b.


 YES  NO If "NO" go to 7c.


 YES Provide information below  NO


 Honorable  Other, explain


 Honorable  Other, explain


 Honorable  Other, explain
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Additional Questions


Declaration for Federal Employment


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.


NOYES


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?


NOYES


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


17b.


(Sign in ink)


Appointee's Signature:
(Sign in ink)


Date


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?


NOYES 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.


Do Not KnowNOYES
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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.

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.

Declaration for Federal Employment 

Declaration for Federal Employment

Instructions

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. 

Either type your responses on this form or print clearly in dark ink. If you need additional space, attach letter size sheets (8.5 inch by 11 inch). 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. 

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. 

Your Social Security Number (S S N) 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 S S N or any other information is voluntary. However, if you do not give us your S S N 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 OPMIGOVT-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 change
d 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. 

ROUTINE USES: Any disclosure of this record or information in this record is in accordance with routine uses found in System Notice O P M I G O V T-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 S F 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 Fe
deral 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 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. 

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 (3 2 0 6-0 1 8 2), Washington, D C 2 0 4 1 5  - 7 9 0 0. The O M B number, 3 2 0 6-0 1 8 2, is valid. O P M may not collect this information, and you are not required to respond, unless this number is displayed. 

Public Burden Statement

U.S. Office of Personnel Management
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Declaration for Federal Employment 

Declaration for Federal Employment

GENERAL INFORMATION

1.    FULL NAME (First, middle, last) 

1. FULL NAME (First, middle, last)

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

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

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

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

2.    SOCIAL SECURITY NUMBER 

4.    DATE OF BIRTH (MM/DD/YYYY) 

4. DATE OF BIRTH (M M / D D / Y Y Y Y) 

6.    PHONE NUMBERS (Include area codes) 

6. PHONE NUMBERS (Include area codes) 

Night

Day

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. 

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? 

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

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

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

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

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

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

Branch

From

MM/DD/YYYY

M M / D D / Y Y Y Y

To

MM/DD/YYYY

M M / D D / Y Y Y Y

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 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. 

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 three hundred dollars or less, (2) any violation of law committed before your sixteenth birthday, (3) any violation of law committed before your eighteenth 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.

During the last 10 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.

During the last 10 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.

9.

NO 

YES

10.

Have you been convicted by a military court-martial in the past 10 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. 

Have you been convicted by a military court martial in the past 10 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. 

NO 

YES

11.

Are you now 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.

Are you now 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

NO 

YES

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.

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.

NO 

YES

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 to repay the debt.

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 to repay the debt.

NO 

YES

Optional Form 306 

Revised January 2001 

Previous editions obsolete and unusable 

Optional Form 3 0 6 Revised January 2001 Previous editions obsolete and unusable

NSN 7540-01-368-7775

 N S N 7 5 4 0 - 0 1 - 3 6 8 - 7 7 7 5

U.S. Office of Personnel Management

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

U S Office of Personnel Management5 U S C 1302, 3301, 3304, 3328 & 8716

4.

4. 

3.

3. 

2.

2. 

1. 

1. 

Form Approved 

OMB No. 3206-4182 

Form Approved O M B Number 3206 - 4182

Additional Questions

Declaration for Federal Employment 

Declaration for Federal Employment

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.

NO 

YES

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?

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?

NO 

YES

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).

Provide details requested in items 7 through 15 and 18 c 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.

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 17. A.

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.

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 17 b, read 18, and answer 18. A. 18 b, and 18 c 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.
						 

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.

17. A.

Applicant's Signature:

Date

17b.

17. B.

(Sign in ink)

Appointee's Signature:

(Sign in ink)

Date

Enter Date of Appointment or Conversion

         MM/DD/YYYY

18.

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. 

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.

18. A.

When did you leave your last Federal job?

DATE: MM/DD/YYYY

18b.

18 b

When you worked for the Federal Government the last time, did you waive Basic Life Insurance or

any type of optional life insurance?

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

NO 

YES

Do Not Know

18c.

18 c

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.

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

Do Not Know

NO 

YES
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SSN


DOB YEAR: MONTH: DAY:


ALIAS


SEX
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EYE COLOR


HAIR COLOR


HEIGHT (FT/IN) FEET: INCHES:


WEIGHT (LBS) LBS:


PLACE OF BIRTH (COUNTRY STATE) COUNTRY: STATE:


CITIZENSHIP


SERVICE


POSITION/DUTY STATION


ADDRESS STREET:
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TELEPHONE
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          EMPLOYEE’S CONFIDENTIALITY STATEMENT 


 


In accordance with the requirements of Title 38 CFR 17.500-17.540, the Veterans 


Administration Medical Quality Assurance Program, this Employee Confidentiality 


Statement is signed acknowledging an understanding of the Public Law and confirming 


my commitment to comply with the intent of this law under penalty of fine (not more 


than $5,000.00 for the first offense, not more than $20,000 for subsequent offenses) 


and/or other appropriate disciplinary action. 


 


I future acknowledge understanding that all records or documents related to the  


following Quality Assurance activities are considered confidential and privileged and will 


only be divulged on a need to know basis to other Department of Veterans Affairs 


employees, pursuant to 38 CFR 17.533 or to other non-DVA agencies or organizations 


pursuant to the disclosure provisions of 38 CFR 17.534 


 


1. Continuous monitoring functions 


2. Patient injury control investigation 


3. Utilization review 


4. Problem focused health care evaluations 


5. Regional program review 


6. VAPRO 


7. Tort claim management information system 


8. Occurrence screening 
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 PRINT NAME: ______________________________________________ 


 


 


 SIGNATURE: ______________________________________________ 


 


 


 DATE SIGNED: ______________________________________________ 


 


 


 SERVICE: ______________________________________________ 


 


DEPARTMENT OF VETERANS AFFAIRS 
NEW YORK HARBOR HEALTH CARE SYSTEM 
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