
Maiden name was used: From (MM/YYYY)______/________ To(MM/YYYY)____/______      
List all previous names, aliases, nick names, etc:_______________________________________ 
Previous name was used: From (MM/YYYY)______/________ To(MM/YYYY)____/________    
Make sure you read these,       , comment boxes for signature instructions!  

REQUIRED INFORMATION FOR VA TRAINEES:
Complete all fields. The information you fill out on the first page will automatically populate the rest of the 
forms where applicable.

Today's Date (MM/DD/YYYY):__________________ 

Select your program:___________________ 

Full current legal name including middle name:  Indicate Jr, Sr, II, etc, if applicable: 

LAST:________________________ FIRST:______________________ MIDDLE: _____________________ 

Date of Birth (MM/DD/YYYY): ________/________/________    
Place of Birth (city, county, state, country):_______________  ,____________,______,___________ 

Full Social Security Number: ________________________  Race: _________________________________ 
Height (feet/inches): ___________Weight (pounds):__________ 
Eye color: ___________   Hair color: ________________   
Personal e-mail address:___________________________________________________________  Permanent 
address (City, State, Country, Zip, etc):____________________________________________
So we can contact you: Other e-mail address ___________________________  
Personal Cell phone: ________________________   Cell Phone provider (only if you would like text message 
notifications/reminders pertinent to your rotation)_____________________ Pager#___________________ 
Program start date (MM/DD/YYYY):____________Program end date (MM//DD/YYYY):_______________ 

If you have used other names:

Full maiden name (last, first, middle): ______________,____________________,___________

VHALONFOSTEJ
Sticky Note
READ THESE SIGNATURE INSTRUCTIONS!



\\\ 
Date: ____________ 

From:  VALBHS Education 

Subj:  Without Compensation Appointment (WOC) 

To:  Human Resources Manager (005) 

 Approval is requested for the appointment of _____________________________ to the position of Worker Without Compensation (WOC) 
                Name 

_WOC- Health Professions Trainee beginning ___________       ______ to      ___      ___________     ___. Selection of this candidate 
         Position Title                                       Start Date                                       End Date 
 is in accordance with Department of Veterans Affairs regulations concerning citizenship and veteran preference requirements. 

1. As a WOC (without compensation) appointee, the candidate will receive no monetary compensation, does not receive payment-in-kind, and will
not be entitled to benefits normally given to paid employees, such as leave, retirement, etc.

Recommend Approval/Disapproval 

 _____________________   ________________ 
Armesse Randolph-Cheney, MSN, RN-BC
Director, Clinical Staff Development 
Department of Education 

   Date 

**FOR HUMAN RESOURCES ONLY** 

TO:  Chief, HCG    Date: ____________ 

FROM:  Human Resources Manager (005) 

The WOC appointment requested above is approved.  All regulatory requirements have been met and this individual may be appointed.  This agreement may be terminated at any time 
by either party by written notice of such intent.  Please give a copy of this letter to the employee with instructions to obtain an identification badge in Human Resources, Building # 165 
and vehicle registration (if the employee will be driving on the facility grounds) from Police and Security, Building # 5A. 

Everlin HernandezJuarez  
Acting Director, GME_________________ _______________________ 

FOR Bryan K. Clark  Date 
     Senior Strategic Business Partner, Long Beach Strategic Business Unit 

I request appointment to the position indicated above and agree to the conditions specified. 

Applicant Signature  Date  

Memorandum

VHAOKLDUERRW
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/ /

Long Beach VAMC 

-      -
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LAST NAME, FIRST NAME, MIDDLE NAME SOCIAL SECURITY NUMBER 

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

13A. LIST ALL LICENSES, CERTIFICATIONS.AND REGISTRATIONS, INCLUDING 138. 13C. LICENSE, CERTIFICATION OR 130. 
THE DRUG ENFORCEMENT AGENCY (DEA), THAT YOU HAVE NOW OR HAVE STATE ISSUING REGISTRATION NUMBER EXPIRATION DATE 
HAD AS A HEALTH PROFESSIONAL, I.E. MEDICAL. NURSING, PHARMACY, ETC. LICENSE (MM/DD/YYYY) 

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

14A. LIST ALL LICENSES, CERTIFICATIONS, AND REGISTRATIONS, INCLUDING 148. 14C. LICENSE, CERTIFICATION OR 140. 
DEA. THAT YOU HAVE EVER HAD AS A HEALTH PROFESSIONAL, I.E. MEDICAL, STATE ISSUING EXPIRATION DATE 
NURSING, PHARMACY, ETC. LICENSE REGISTRATION NUMBER (MM/DD/YYYY) 

15. ENTER YOUR NATIONAL PROVIDER IDENTIFIER (NPI) 

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

16. DO YOU HAVE PENDING, OR HA VE YOU EVER HAD ANY LICENSE, CERTIFICATION, OR REGISTRATION TO PRACTICE 
O YES - EXPLAIN IN PART XI ONO (INCLUDING DEA CERTIFICATE) REVOKED, SUSPENDED, DENIED, RESTRICTED, OR PLACED ON A PROBATIONARY STATUS, 

OR HAVE YOU EVER VOLUNTARILY RELINQUISHED A LICENSE, CERTIFICATION, OR REGISTRATION IN LIEU OF FORMAL ACTION? 
17. DO YOU HAVE PENDING, OR HAVE YOU EVER HAD CLINICAL PRIVILEGES AT ANY HEALTH CARE INSTITUTION OR AGENCY 
REVOKED, SUSPENDED, DENIED, RESTRICTED, LIMITED, OR PLACED ON A PROBATIONARY STATUS, OR HAVE YOU EVER 
VOLUNTARILY RELINQUISHED CLINICAL PRIVILEGES IN LIEU OF FORMAL ACTION? 

O YES - EXPLAIN IN PART XI ONO 

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

18C. START 180. 18E.DIPLOMA, DEGREE, 
18A. NAME OF SCHOOL 188. ADDRESS (City, State, and Zip Code) DATE (EXPECTED) OR CERTIFICATE 18F. MAJOR FIELD 

COMPLETION AWARDED OR IN OF STUDY (MM/YY) DATE (MM/YY) PROGRESS 

VIII - GRADUATES OF AN INTERNATIONAL MEDICAL SCHOOL 

19A. ARE YOU A GRADUATE OF AN 

I
198. EDUCATIONAL COMMISSION FOR FOREIGN MEDICAL GRADUATES (ECFMG) CERTIFICATE NUMBER 

I
19C. ECFMG CERTIFICATE DATE 

INTERNATIONAL MEDICAL SCHOOL? 
O YES ONO 

20A. NAME OF HOSPITAL OR INSTITUTION 

VA FORM 10-28500 
NOV2011 

IX- INTERNSHIP, RESIDENCY AND FELLOWSHIP TRAINING

200. 
208. ADDRESS (City, State and ZIP Code) 20C. SPECIALTY START DATE 

(MM/YY) 

20E.(EXPECTED) 20F. 
COMPLETION NUMBER OF

MONTHS DATE (MM/YY) COMPLETED 

PAGE2 OF 4 
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Department of  Memorandum
Veterans Affairs 

From: VHA Office of Academic Affiliations (OAA) 

 Subj: Random Drug Testing Notification and Acknowledgement 

To: Health Professions Trainee (HPT) in a Testing Designated Positions (TDP) 

1. On September 15, 1986, President Reagan signed Executive Order 12564, Drug-Free Federal Workplace,
establishing a policy against the use of illegal drugs by Federal employees, whether on or off duty. In
accordance with the Executive Order, VA has established a Drug-Free Workplace Program to include
random testing for the use of illegal drugs by employees (to include trainees) in sensitive positions.

2. This is to notify you that as an HPT in a sensitive position you may be subject to random drug testing. The
testing procedures, including the collection of a urine specimen, will be conducted in accordance with
Department of Health and Human Services (HHS) Guidelines for Drug Testing Programs.

a. The only VHA Training Programs exempt from Random Drug Testing per policy are:
Clinical Pastoral Education (Chaplain), Social Work, Dietetics, Occupational Therapy, Optometry,
Audiology, Speech Pathology, Non-Clinical and Administrative

3. You can be assured that the quality of testing procedures is tightly controlled, that the test used to confirm
use of illegal drugs is highly reliable and that the test results will be handled with maximum respect for
individual confidentiality, consistent with safety and security.

4. As a trainee subject to random drug testing you should be aware of the following:

 Counseling and rehabilitation assistance are available to all trainees through existing Employee
Assistance Programs (EAP) at VA facilities (information on EAP can be obtained from your local Human
Resources office).

 You will be given the opportunity to submit supplemental medical documentation of lawful use of an
otherwise illegal drug to a Medical Review Officer (MRO).

 VA will initiate termination of VA appointment and/or dismissal from VA rotation proceedings against any
trainee who is found to use illegal drugs on the basis of a verified positive drug test.

 Termination and/or dismissal from VA rotation proceedings will be initiated against any trainee who
refuses to be tested.

5. Random testing will begin no sooner than 30 days from the date you sign this acknowledgement.

6. Visit the US Office of Personnel Management (OPM) Work-Life webpage for  information on Services
Available for You, Guidance & Legislation as well as Substance User Disorder.
https://www.opm.gov/policy-data-oversight/worklife/employee-assistance-programs/

I acknowledge receiving and reading the notice which states that my position may be designated for 
random drug testing, and that, if selected, refusal to submit to testing will result in termination and/or 
dismissal from the VA. 

_____________________________________________________________________ 
Training Program and Affiliate 

_______________________________________
Print Name 

_____________________________________ 
Signature and Date Signed 

https://www.opm.gov/policy-data-oversight/worklife/employee-assistance-programs/
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APPOINTMENT AFFIDAVITS 

(Position to which Appointed) 

Department of Veteran's Affair V ALBHS 
-----------

(Department or Agency) (Bureau or Division) 

(Date Appointed) 

(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 Long Beach

(City) 

(SEAL)

Commission expires ____ _ 

California 
(State) 

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

(Signature of Officer) 

(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. 

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

Standard Form 61 
Revised August 2002 

NSN 7540-00-634-4015 Previous editions not usable 

VHALONFUJIKD
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Applicant Category: Check One 

EMPLOYEE CONTRACTOR 
HEALTH PROFESSONS TRAINEE 

(VHA intern, resident, fellow, student) 

AFFILIATE VOLUNTEER OTHER: 

ENTER YOUR NAME EXACTLY AS IT APPEARS ON IDs

Name: (Last, First, Middle) Other Last Names Used

SSN  (use of pseudo number is not permitted) Position Title Telephone # 

Date of Birth: (mm/dd/yyyy) City/State and Country of Birth 

E-Mail Address Country of Citizenship Dual Citizen? 

VA Work Location Organization (VHA, VBA, NCA, VACO, etc.

Contractors Only: Company Name Company Address/Work Email

Health Professions Trainees Only: School Name Training Program 

FINGERPRINT LOCATION FINGERPRINT DATE (mm/dd/yyyy) PREVIOUS VA PIV CARD HOLDER (Yes/No) 

GENDER (M/F) HEIGHT (inches) WEIGHT (US pounds) HAIR COLOR EYE COLOR RACE/ETHNICITY 

FINGERPRINT REQUEST FORM

Bring with you two (2) original IDs (Identity Source Documents) from the list below 
https://www.oit.va.gov/programs/piv/_media/docs/IDMatrix.pdf

Complete all fields on this form to the best of your ability

Start Date

Courtesy Prints for another Facility: 
Facility: _______________________________________
SOI# _______________
SON# ______________

Fingerprint Results Cleared:   YES   NO  (Circle One)
Date/Initials of Clearance: ___________________________________

/            /

https://www.oit.va.gov/programs/piv/_media/docs/IDMatrix.pdf
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===STOP===
You will now need to save this document. Make sure you have filed out all 
outlined red boxes to ensure it is complete.

NO PICTURES OF DOCUMENTS WILL BE ACCEPTED
 I declare under penalty of perjury (under the laws of the United States of 
America) that the information on this application is true and correct.

1. Click “Check For Completeness” and if it brings up an error message then 
you filled out the form completely and ignore the prompt, otherwise find 
the fields that you have missed and answer them.

2. Do NOT email the form. Do not try to email the form because we cannot 
accept it via email because it has your personal information on it and it puts 
your identity at risk.

3. Print pages 2 – 13 of this document. DO NOT PRINT DOUBLE SIDED
4. Sign pages 12 in ink and include these pages in your packet and turn in to 

your school's coordinator, or your VA coordinator.
5. Save a copy of this document in original PDF form for your records.
6. Keep the hard copy you printed for your records.

_____________________
Signature

VHALONFOSTEJ
Sticky Note
Click the fill & sign tool on the right, then click the sign icon above and choose "add signature." Draw you signature and place it here.

VHALONFOSTEJ
Stamp


	NS WOC.pdf
	Allied Health Packet WOC.pdf
	Medical Student (orientation)
	full master packet
	full master packet
	full master packet
	full master packet
	Resident Programs in this packet
	Master Packet__1
	master packet--1
	Master Packet_1
	Master Packet
	VA Resident Onboarding








	full master packet.pdf
	RF WOC





	Today's Date: 
	Last Name: 
	First Name: 
	Cell Provider: 
	Pager: 
	Start Date: 
	End Date: 
	maiden name used from month: 
	maiden name used from year: 
	maiden name used to month: 
	maiden name used to year: 
	other name used from month: 
	other name used from year: 
	other name used to month: 
	other name used to year: 
	Middle Name: 
	Maiden Name Last: 
	Maiden Name First: 
	Maiden Name Middle: 
	Other Names Used: 
	Address: 
	Personal Cell: 
	Alternate Phone: 
	social: 
	Personal Email Address: 
	Other Email Address: 
	MM: 
	DD: 
	YYYY: 
	mil new: Off
	res: Off
	cit new: Off
	A NUMBER: 
	VISA TYPE: 
	VISA NUMBER: 
	VISA TYPE 2: 
	VISA NUMBER 2: 
	Training: Off
	Date: 
	ISSUE DATE: 
	EXPIRATION DATE: 
	ISSUE DATE 2: 
	EXPIRATION DATE 2: 
	Date of Last Validation: 
	GME 1: Off
	GME 2: Off
	GME 3: Off
	Date of DEO: 
	License 1: 
	State Issuing 1: 
	License Number 1: 
	EXP Date 1: 
	License 2: 
	State Issuing 2: 
	License Number 2: 
	EXP Date 2: 
	License 1 Previous: 
	State Issuing 3: 
	License Number 3: 
	EXP Date 3: 
	License 2 Previous: 
	State Issuing 4: 
	License Number 4: 
	EXP Date 4: 
	NPI #: 
	lic 1: Off
	lic 2: Off
	Name of School 1: 
	School Address 1: 
	School Start 1: 
	School End 1: 
	Degree 1: 
	Major 1: 
	Name of School 2: 
	School Address 2: 
	School Start 2: 
	School End 2: 
	Degree 2: 
	Major 2: 
	Name of School 3: 
	School Address 3: 
	School Start 3: 
	School End 3: 
	Degree 3: 
	Major 3: 
	Name of School 4: 
	School Address 4: 
	School Start 4: 
	School End 4: 
	Degree 4: 
	Major 4: 
	grad: Off
	ECFMG: 
	ECFMG Date: 
	Name of Hospital 1: 
	Hospital Address 1: 
	Specialty 1: 
	Hosp Start Date 1: 
	Hosp End Date 1: 
	Months 1: 
	Name of Hospital 2: 
	Hospital Address 2: 
	Specialty 2: 
	Hosp Start Date 2: 
	Hosp End Date 2: 
	Months 2: 
	conv 1: Off
	conv 2: Off
	conv 3: Off
	Remarks 1: 
	auth1: Off
	auth2: Off
	auth3: Off
	auth4: Off
	auth5: Off
	Program: [ ]
	Other Names Used AKA Maiden Name: 
	Position Title: 
	VA Work Location: 
	POCCOTRSponsorSupervisor: 
	FINGERPRINT LOCATION: 
	FINGERPRINT DATE mmddyyyy: 
	Contractor Company Name: 
	Other Applicant Type: 
	Contractor Company Address: 
	Dual Citizen?: [ ]
	Gender: [ ]
	PIV?: [ ]
	Courtesy?: Off
	Place of Birth City:  
	Place of Birth County: 
	Place of Birth State: 
	Place of Birth Country: 
	COUNTRY OF CITIZENSHIP: 
	Weight: 
	Eye color: [ ]
	Hair color: [ ]
	Race: [ ]
	Program and Affiliate: 
	Category: Off
	feet: [7]
	inches: [11]
	cit: Off
	Other Phone: 
	reg: Off
	reg2: Off
	serv: Off
	Branch of Service: 
	Branch Start: 
	Branch End: 
	Type of Discharge: 
	Text5: 
	Text6: 
	Date7: 
	Date9: 
	Date8: 
	Date10: 
	Text12: 
	Text13: 
	conv 4: Off
	conv 5: Off
	conv 6: Off
	conv 7: Off
	conv 8: Off
	Appointing Officer Enter Date of Appointment or Conversion MMDDYYYY: 
	conv 9: Off
	conv 10: Off
	Continuation Space: 
	Date28: 
	Authorize2: Off
	18 c: Off
	perjury: Off
	Submit Form: 
	Clear Form: 
	Save Form: 
	Print: 


