
CRIMINAL BACKGROUND Northwest J/ospitall-luman Resources 
'orthgate Pllml

AUTHORlZATION~ NORTHVl EST HOSPITAL 9701) Third AH NE, Suite 509 
V & MEDI ~AL eNT ER Seatt le , WA 98115 

In struction s for complet ing thi s form on reverse ide. Phone: (206) 368-1785 LWMedicine 
Please print clearlv and usc BLACK INK Fax: (206) 368-1990 

SEcnON I. ACENCY INF()R~i\TION (COMPLETED BY C ONTR<\CTOR) 
I 'lAML (TRADE Nl\ ME) OF HOSI'IT/\I . 2 TilE LOCATION (STREET) ADDRr-:S S 

9709 Third Ave NE. Suite 509 
Northwest Hos pital & Medical Center Seattle, WA 98115 

) TLLEPIlONF NLMBER (INCI.Un!. I\RI2A CODE) ~ FAX NlJMBE K (INCLUDE AREA CODF) 

(206) 368-1785 (206) 368-1990 
SE c nON2. ALL Q UEST ION IN "nUS SECITON MUST BE COMPLETED BY TilE APPLlCANT1PERSON TO BE CHECKED) 
5 SOCiAl SECURITY NllMllLR 6 DATF OF BIRTH 1 7 GFNDER 

1 

3 RA( ·F (OI'TIONAL) 

LI Malt: n Female 

C\ IRIU·Xr LEGAL NAME OTHER '1,\'\IES YOli HAVE BEEN KNOWN BY 
9. I.A~ r NAME 12 BIRTH NAME LAST FIRST MID DLE 

10 IIRSI 1'< A ~'I F i3 OTl1ER MARKIFJ) NAM E(S ) (WllI TE ."IONE IF ~ONE) 

II rvrlDOI !:: N i\ M I~ (WRITE NOI'IE I F "lONE) 14 NICKNAM E( S)/OTI IE::R NAM l:(S) (WRITE NON IF :'IIONE) 

Y I : ~ '10 

15. Have you ever been convicted of, or do you have chal"ges pending for any crime? ................... .. . ...... . ... .. 0 0 
If yes, give the crime, the conv ict ion date or charge status and the state where it occurred. N ote, this includes 

all conviction s and charges 

-
16. Have you ever been found to have sexually abused, physically abused , negl ected, abandoned or exp loited a 

ch ild or adult? . .... ,." , " .. ' .... . .... 0 0 
If yes, give name of court, state li censing board, diSCiplinary board, or dependency action, details oCthe findin g, and 

the slate where it occurred. 

17. H ave you ever had a contract andlor licen se to care for children or adults denied, terminated, revoked, 

or suspl'nded? . . .. . , ......... ..... .", .. ...... ...... . ......... . . . .... 0 0 
If y es , give date, contract andlor license type, name of contracting and/ or licensing agency, and the state 

where it occurred. 

18. H a~ a court ever issued an order of protection against YL'U for abuse, neglect, financial exploitati on. 

or abandonment? . . . . . . . . . , . .... . . . . . . , .... . . ... . , ... . , . .. ... . . . . . , . . . .. 0 0 
I f yes, give date. COll rt , and the state where it occu rred. 

I ~ . DRIVFWS LICENSE OR STI\TE IDENTIFICAf lON NUMBER 

1 

20 LENG"" OFTIME LIVED IN WA SH rNGlON STATF 

YEARS MONTI IS 
21. I unoersl"ml Ihallhis aulhoril..alion forlll and l he background check is the result orWashinglon Siale Laws and Regulalions an d ifnn)' orlhe 

Inform.l lion provided above is found 10 be false, it lIlay result in the loss of my elllplo)'meni/contract. 

lundersrand rhal I am 51 'n ing rh i. under penalty 01 perjury. By signing Ih.is lorm, I srJle Ih3r the In1i.1f11131Ion above i; tru c· Jnd Cal (eel to the bl' sl of m\ 
~no" lt:dec I understand untrlll hful or misl eading answers, or dellberare omissions arc cause for denia l or immedlale tcrlllimtion of my cmrlnyn ClltJcontr~cl 
M)' " gl"~UI e below aUl honzes Nonhwest Hospital [0 obtAin now and on a rcnodlc basis conViction records 1T0m WashinglOll SUl tc including \\ . 'hingl on SIal,· 
Palrol and Olher stalc ,and ro abram from Washington and orher sta les licensing in formallon and any dercrminalion or lindinl; 0 "btlse n~glecl, " "plollJ lI on r 
ahanoonment. I underswnd rha[ [he result 0 1" Ih, Soockground eheck(s) wlil be released 10 rhe a&enc)" rhe laciliry or m)' employer'conlrncror named above I 
underSia nd I may COnlae l Nonhwt'sl Hospiral ro receive a copy of my WSP record, len ( II I) daysalkr slglllng Ihis form 

,.., Sl liCJATl lRE OF PIo I{SON TO 11 /\ VE B.>\CK0ROllNIJ Cl ICeK' I"3 
DAT E -­



INSTRUCTIONS FOR COMPLETING THE AUTHORIZA TIO FORM 


This fo rm will be retu rned if any portion of the required information necessary to conduct a background ch ck 
is not entered or is no t legib le . 

~~---,--",,-,--,---= To be comp leted by the app licant (person to be checked).2: 

I. 	 Requ ired. 
2. 	 Required. 
3. 	 Required. 
4. 	 Optional. 
5. 	 Required. ust write 0 E if none. 
6. 	 Req uired. Must write NONE if none. 
7. 	 Required. Must writ " NO E if non . 
8. 	 Required. Must include complete name at birth . If same as #9 thro ugh # I I . must write 

SAME . 
9. 	 Requ ired. Must list all married names used (male or female) ; must write NO E ifno ne. 
10. 	Required. Must list all nicknames used male or fe male); must write 0 E if none. 
II. Required. 
12. Req uired. 
13. Required. 
14. Req uired. 
15 . Required. Must list drivers license number or state ident ificatio n number; must write 

o ifnone. 
16. Requ ired. Ind icate number of consecutive years and/or months lived in Wash ington State. 
17. Read prior to ma ing to block #22. 
18. Requ ired signature of applicant. 
19. Req uired. Date signed b applicant. 

Q IHR ,~ <i 50\l'RI Vi\TEIOp.:rQ( ionslfOR ~ lS\ l3Qck gro und Au(i1or il.a lion .doc 



UWMedicine 

N ORTHWEST H O SPI TAL 

& ME D IC AL CE N TE R 

Confidentiality Agreement 

Northwest Hospital & Medical Center (NWHMC) is affiliated with the UW Medicine Health System 
NWHMC is comprised of owned-clinics and affiliated entities which Include The Sports Medicine Clinic, 
Neurosurgical Consultants of Washington , The Seattle Arthritis Clinic, Richmond Internal Medicine, The 
Bone & Joint Center of Seattle, and Primary Care Partners Northwest 

With appropriate authorization from their manager, certain individuals may be granted access to 
confidential information and/or the computer systems owned and operated by NWHMC, for business use. 
The individuals granted access may include employees of Northwest Hospital, its owned clinics, 
employees of affiliated entities described above, contractors, students, observers, visitors , and others. 
"Confidential information" is defined as any data that NWHMC considers confidential, protected, or 
sensitive. Confidential information may be heard (verbally transmitted) or viewed on paper, in computer 
applications, networks or laptops, or recorded on storage media such floppy disks, CDs, or tapes. 

If given access to confidential information and/o r NWHMC computer systems, the individual must 
agree to abide by NWHMC's confident iality agreement below. For more information , please refer to 
the Administration policy on Privacy and the Information Management Services Use Policy . 

Northwest Hospital & Medical Center (NWHMC) considers it everyone 's responsibility to respect and 
maintain the confidentiality of patients, physi cians , fellow employees, visitors and volunteers. 

I acknowledge that I may have access to confidential information that is managed and protected by 
NWHMC . I understand that all individually identifiable patient information is considered protected health 
information (PHI ) and must be treated as confidential as prescribed by the policies and procedures of 
NWHMC. Additionally, personal employee information such as home address , telephone numbers, and 
work schedules are confidential. Retrieving and/or discussing confidential infonmation for any purpose 
other than required by my job (or required by my authorized assignment or visit in the case of students, 
visitors or observers) is prohibited , and may be considered grounds for dismissal and/or legal action . 

Further, if I have been granted access to the NWHMC computer network in order to perform my job duties 
(or to complete my authorized assignment, if I am a student, visitor, or observer), I understand that the 
passwords assigned to me are confidential . I understand the information to which I have access within 
the computer system is also confidential. Any disclosure of such information or use of the data or 
computer systems for any purpose other than that required by my job duties (or my authorized 
assignment) will be considered grounds for immediate dismissal and/or legal action . 

Printed Name 

Signature 

Date 

Please fa x completed forms to Human Resour ces: (206) 368-\990 
Cc File in NW HMC Human Resources 

Revised 11/10 
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~ NORTHWEST HOSPITAL 
~ & MEDICAL CENTER 

UWMedicine 

Student Information Form 
PLEASE PRINT 

Contact Information 

Last First MI 

Address City State Zip Code 

Home Phone Cell Phone Other (type) _____ 

School Email Address: 


Persona! Email Address : 


Anticipated Graduation Date: _________________ 


Emergency Contact 

Last Name First Name Relationship 

Address City State Zip Code 

Telephone: The best way to reach this person is at: Home 0 Work 0 Other 0 

Home Phone (_) _________Check one: Day 0 Eve 0 

Work Phone (_) Ext # _ _ Check one: Day 0 Eve 0 

Other Phone: (~ Check one: Celi O Pager 0 Fax 0 

Please fax completed forms to Human Resources: (206) 368-1990 

Q \HR8650\PRIVATE\OPERATIONS\FORMS\Student Emergency Contact.doc Revised 09/10112008 


