U LSU NewOrleans

HEALTH SCIENCES CENTER

School of Medicine
Office of Medical Education

June 24, 2013

Dear House Officer,

Welcome to LSU Health Sciences Center and the great city of New Orleans. You are entering the most
exciting phase of your medical career where you finally get to concentrate on your chosen field. In
addition, you will be training in an environment where each resident can develop at his/her own pace in
a city and region unlike any other in the United States. | encourage each of you to develop a strong and
positive working relationship with your Program Director and to eagerly seek feedback on how you can
continue to improve and develop. The GME Office stands ready to help you as you progress in your
training. Over the next few years you will witness major positive developments in the LSUHSC medical
complex which will enhance both your graduate and post graduate education. We look forward to
working with you to continue making this a premier learning environment.

Again, welcome to our institution and to the most stimulating years of your life.

Sincerely,

Cfodi, h

Charles Hilton, M.D.
Associate Dean for Academic Affairs

Robert S. Daniels Professor of Medical Education

Louisiana State University Health Sciences Center « 2020 Gravier Street, Suite 602 * New Orleans, Louisiana 70112
phone 504.568.4006 « fax 504.599.1453 « www.lsuhsc.edu



U LSU NewOrleans

HEALTH SCIENCES CENTER

School of Medicine
Office of Medical Education

March 1, 2013
TO: All Incoming House Officers

CccC: Clinical Department Heads/Clinical Business Managers
Residency and Fellowship Program Directors/Residency and Fellowship Program
Coordinators

FROM: Charles Hilton, MD
Associate Dean for Academic Affairs
Designated Institutional Official (DIO)

RE: 2013-2014 Incoming House Officer Orientation Schedule(June 24,26,27,28,2013)

All orientation training days are MANDATORY in order to start employment on July 1 2013.

The LSUHSC Orientation will be held on Monday, June 24, 2013 from 8:00 a.m. to 4:00 p.m., in the
Medical Education Building, 1901 Perdido, Lecture Room B. For your convenience, access to a map of
the LSUHSC Downtown campus is available at http://www.medschool.lsuhsc.edu/location.asp. Campus

parking for this event has yet to be confirmed. For this and other information concerning Orientation,
please check the website at http://www.medschool.lsuhsc.edu/medical education/graduate. If you

have any questions regarding the LSUHSC Orientation, please feel free to contact the Graduate Medical
Education Office at 504-568-4006.

The Pelican Project Electronic Medical Record training will be held on Wednesday, June 26 and
Thursday, June 27, 2013 from 8:00 am to 6:00 pm in the Medical Education Building, 1901 Perdido
Street, Lecture Room B.

In addition, the Interim LSU Public Hospital (ILPH formerly MCLNO) will host a separate Orientation on
Friday, June 28, 2013 from 8:00 a.m. — 4:00 p.m., in the Medical Education Building, 1901 Perdido,
Lecture Room B. This Orientation is sponsored by the hospital’s Medical Staff Office. If you have any
further questions regarding the Interim LSU Public Hospital Orientation, please contact Senora Paul,
504-903-0381.

NOTE TO ALL ADVANCED LEVEL TRAINEES: If your current training program has not released you prior
to June 23, 2012 to begin at LSUHSC and you are unable to attend any of the Orientation dates listed
above, please contact your program coordinator immediately to make other arrangements.

Louisiana State University Health Sciences Center « 2020 Gravier Street, Suite 602 * New Orleans, Louisiana 70112
phone 504.568.4006 - fax 504.599.1453 » www.lsuhsc.edu
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U LSU NewOrleans

HEALTH SCIENCES CENTER

School of Medicine
Office of Medical Education

2013-2014 Drug Testing for Incoming House Officers

In order for incoming house officers to begin training and be paid through the payroll system, they must
undergo pre-employment drug testing on or after March 25", 2013. Testing after May 15", 2013 could
result in an administrative delay in processing your payroll documents and delay the start of your
residency/fellowship training.

*Instructions regarding the drug testing procedures will follow your initial communication with your
department coordinator.

**All incoming House Officers must contact their program coordinator to
schedule the drug test. **

2013-2014 House Officer Pager Service

The Graduate Medical Education Office provides pagers to all LSUHSC New Orleans House Officers. The
pager unit rental fee and cost of monthly service are of no charge to house officers. We provide local
(Louisiana and Mississippi) service to all pagers. The pager is, however, the house officer’s
responsibility. If a pager is lost or stolen there is a $50.00 fee that is paid for by the house officer to
LSUHSC (PERSONAL CHECKS OR CASHIERS CHECKS MADE PAYABLE TO “LSUHSC” ARE ACCEPTED. NO
CASH). Any damaged pagers can be returned to the GME office at no charge to the house officer.

Coordinators: Please maintain New Innovations with any pager number changes, as these pager
numbers need to always be accurate, especially for the yearly swap every June. For the swaps involving
outgoing and incoming HO's, please utilize the GME website to make your swaps. (go to Program
Resources, then Pager Management).

Louisiana State University Health Sciences Center « 2020 Gravier Street, Suite 602 * New Orleans, Louisiana 70112
phone 504.568.4006 - fax 504.599.1453 » www.lsuhsc.edu



U LSU NewOrleans

HEALTH SCIENCES CENTER

School of Medicine
Office of Medical Education

March 1, 2013
TO: All Incoming House Officers

CC: Clinical Department Heads/Clinical Business Managers
Residency &Fellowship Program Directors/Residency & Fellowship Program Coordinators

FROM: Charles Hilton, MD
Associate Dean for Academic Affairs
Designated Institutional Official (DIO)

RE: 2013-2014 Health Requirements for Incoming House Officers

Written documentation of health requirements is required prior to starting your training program. All
documents must be submitted before May 1, 2013. The following health requirements must be
provided with this page as a cover sheet.

Name DOB SSH#
Program Start Date

1. PPD skin test 4-6 months prior to start date (include results)

2. Rubella (German measles) immunity proven by titer or documentation of vaccination as per the CDC
guidelines.

3. Measles and Mumps immunity proven by titer or documentation of vaccination as per the CDC
guidelines.

4. Varicella (Chicken pox) - Proof of immunity by titer or proof of varicella vaccination as per the CDC
guidelines.

5. Proof of Hepatitis B vaccine or proof of antibodies to Hepatitis B.

6. Proof of Td/Tdap (Tetanus) within past 10 years.
7. Flu shot documentation or signed declination form (seasonal, accepted after September 1, 2013)
All Health Requirements documentation should be forwarded to your program coordinator.

If you have any questions, please contact the Student Health Office at 504-525-4839.

Louisiana State University Health Sciences Center ® 2020 Gravier Street, Suite 602 ® New Orleans, Louisiana 70112
phone (504) 568-4006 fax (504) 599-1453 www.Isuhsc.edu
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LSU HEALTH SCIENCES CENTER — NEW ORLEANS BIOGRAPHICAL DATA FORM
3b. Sex 3a. Race

1. Name 2. SS# XHXXXX- _ BAmerican Indian/Alaskan Native
Black/African American
4. Address 5. Home Phone D Native Hawaiian/Pacific Is.
. |:| Asian |:| White
0 Martal Staws Clother
7. Birth 8. Birth 8a. Birth Ehniclty
Date City State ISpanic /Latino

[] Non-Hispanic/Latino

9. Country of Citizenship

EDUCATION DATA

10. High School Graduate/GED? __ Highest Grade Completed (1-18+)
. . . : Date Received
11. College/University Attended Degree Received Major (Month/day/yean)
BACKGROUND
(Please include current application, curriculum vitae, or resume)

If you answer yes to any of the following questions, please provide additional information under item number 16.
12. Do you have a relative employed by LSU? (If yes, provide name, relationship, department, and position held). O Yes [ No
13. Have you previously been employed by any LSU campus (If yes, indicate campus, original appointment date, and total

length of LSU service in months). O vyes O No
14. Do you have prior State Service? (If yes, indicate name of agency, position(s) held and dates of service) O Yes No
15. Are you a member of any professional organization, society, or hold licenses in any area? (If so, indicate name of

organization or society, license held and certificate number, if applicable) O yes O No

WORK EXPERIENCE

Employer Location Dates Position/Title

EMERGENCY NOTIFICATION DATA: In case of emergency, please notify the following individual:

Relationship
Home Phone

| Work Phone |

16. Remarks: If you answered “yes” to questions 12-15, please provide the requested information in the following spaces. The space may
also be used to expand on any of the items listed on the top of the form. Please ensure that the item number is indicated for the area of
continuation.

| certify that to the best of my knowledge and belief all the information on this form is correct.

Signature ~ Date

HR-1
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OATH OF AFFIRMATION TO SUPPORT THE
CONSTITUTION AND LAWS OF THE UNITED STATES
AND OF THIS STATE OF LOUISIANA

“I do solemnly swear (or affirm)

that I will support the Constitution and laws of the United States and the Constitution and
laws of this State; and | will faithfully and impartially discharge and perform all the duties

incumbent upon me as and

according to the best of my ability and understanding. So help me God.”

Signature

Date

Department

HR-2
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Form W-4 (2013)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider completing a new Form
W-4 each year and when your personal or financial
situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2013 expires
February 17, 2014. See Pub. 505, Tax Withholding
and Estimated Tax.

Note. If another person can claim you as a
dependent on his or her tax return, you cannot claim
exemption from withholding if your income exceeds
$1,000 and includes more than $350 of unearned
income (for example, interest and dividends).

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-earners/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s) or other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into
account in figuring your allowable number of
withholding allowances. Credits for child or
dependent care expenses and the child tax credit
may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding
allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity

income, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

Nonresident alien. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2013. See Pub. 505, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as
legislation enacted after we release it) will be posted
at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
® You are single and have only one job; or

B Enter “1” if:

® You are married, have only one job, and your spouse does not work; or

e Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

C Enter “1” for your spouse. But, you may choose to enter “-0-”

than one job. (Entering “-0-" may help you avoid having too little tax withheld.)

D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return .
E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
F Enter “1” if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit

if you are married and have either a working spouse or more

Mmoo

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
e If your total income will be less than $65,000 ($95,000 if married), enter “2” for each eligible child; then less “1” if you
have three to six eligible children or less “2” if you have seven or more eligible children.
o If your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1” for each eligiblechild . . . G
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.) » H
e |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.
e |f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
avoid having too little tax withheld.

¢ |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

o W=4

Department of the Treasury
Internal Revenue Service

Separate here and give Form W-4 to your employer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

P Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2013

1 Your first name and middle initial Last name 2  Your social security number
Home address (number and street or rural route) 3 D Single D Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
Lity or town, state, and ZIF code 4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. » |:|
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 6 |$
7 | claim exemption from withholding for 2013, and | certify that | meet both of the foIIowmg condltlons for exemptlon

e Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
e This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here .

>| 7]

Under penalties of perjury, | declare that | have examined this cer‘tlflcate and to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form is not valid unless you sign it.) »

Date »

8 Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional) | 10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2013)
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Form W-4 (2013)

Page 2

Deductions and Adjustments Worksheet

Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.
1 Enter an estimate of your 2013 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state
and local taxes, medical expenses in excess of 10% (7.5% if either you or your spouse was born before January 2, 1949) of your
income, and miscellaneous deductions. For 2013, you may have to reduce your itemized deductions if your income is over $300,000
and you are married filing jointly or are a qualifying widow(er); $275,000 if you are head of household; $250,000 if you are single and
not head of household or a qualifying widow(er); or $150,000 if you are married filing separately. See Pub. 505 for details . 1 $
$12,200 if married filing jointly or qualifying widow(er)
2 Enter: $8,950 if head of household 2 %
$6,100 if single or married filing separately
3  Subtract line 2 from line 1. If zero or less, enter “-0-” 3 $
4  Enter an estimate of your 2013 adjustments to income and any addltlonal standard deduct|on (see Pub 505) 4 3
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to
Withholding Allowances for 2013 Form W-4 worksheet in Pub. 505.) . 5 $
6  Enter an estimate of your 2013 nonwage income (such as dividends or interest) 6 $
7  Subtract line 6 from line 5. If zero or less, enter “-0-" 7 3
8 Divide the amount on line 7 by $3,900 and enter the result here. Drop any fractlon 8
9  Enter the number from the Personal Allowances Worksheet, line H, page 1 .o 9
10 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10
Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2  Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than “3” 2
3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . 3
Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4 through 9 below to
figure the additional withholding amount necessary to avoid a year-end tax bill.
4  Enter the number from line 2 of this worksheet . . . . . . . . . . 4
5  Enter the number from line 1 of this worksheet . . . . . . . . . . 5
6  Subtract line 5 from line 4 . . 6
7  Find the amount in Table 2 below that applles to the HIGHEST paying jOb and enter it here 7 3
8  Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed 8 $
9  Divide line 8 by the number of pay periods remaining in 2013. For example, divide by 25 if you are paid every two
weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2013. Enter
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enter on If wages from LOWEST | Enter on If wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are— line 2 above paying job are— line 2 above paying job are— line 7 above paying job are— line 7 above
$0 - $5,000 0 $0 - $8,000 0 $0 - $72,000 $590 $0 - $37,000 $590
5,001 - 13,000 1 8,001 - 16,000 1 72,001 - 130,000 980 37,001 - 80,000 980
13,001 - 24,000 2 16,001 - 25,000 2 130,001 - 200,000 1,090 80,001 - 175,000 1,090
24,001 - 26,000 3 25,001 - 30,000 3 200,001 - 345,000 1,290 175,001 - 385,000 1,290
26,001 - 30,000 4 30,001 - 40,000 4 345,001 - 385,000 1,370 385,001 and over 1,540
30,001 - 42,000 5 40,001 - 50,000 5 385,001 and over 1,540
42,001 - 48,000 6 50,001 - 70,000 6
48,001 - 55,000 7 70,001 - 80,000 7
55,001 - 65,000 8 80,001 - 95,000 8
65,001 - 75,000 9 95,001 - 120,000 9
75,001 - 85,000 10 120,001 and over 10
85,001 - 97,000 11
97,001 - 110,000 12
110,001 - 120,000 13
120,001 - 135,000 14
135,001 and over 15
Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this You are not required to provide the information requested on a form that is subject to the

form to carry out the Internal Revenue laws of the United States. Internal Revenue Code
sections 3402(f)(2) and 6109 and their regulations require you to provide this information; your
employer uses it to determine your federal income tax withholding. Failure to provide a
properly completed form will result in your being treated as a single person who claims no
withholding allowances; providing fraudulent information may subject you to penalties. Routine
uses of this information include giving it to the Department of Justice for civil and criminal
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and possessions

return.

for use in administering their tax laws; and to the Department of Health and Human Services

for use in the National Directory of New Hires. We may also disclose this information to other
countries under a tax treaty, to federal and state agencies to enforce federal nontax criminal

See the instructions for your income tax return.

laws, or to federal law enforcement and intelligence agencies to combat terrorism.

Paperwork Reduction Act unless the form displays a valid OMB control number. Books or
records relating to a form or its instructions must be retained as long as their contents may
become material in the administration of any Internal Revenue law. Generally, tax returns and
return information are confidential, as required by Code section 6103.

The average time and expenses required to complete and file this form will vary depending
on individual circumstances. For estimated averages, see the instructions for your income tax

If you have suggestions for making this form simpler, we would be happy to hear from you.



Notice 1392

(December 2009)

Department of the Treasury
Internal Revenue Service

Supplemental Form W-4 Instructions for
Nonresident Aliens

Nonresident aliens must follow special instructions when com-
pleting Form W-4, Employee’s Withholding Allowance Certifi-
cate, available at http://www.irs.gov/pub/irs-pdf/fw4.pdf, for
compensation paid to such individuals as employees perform-
ing dependent personal services in the United States. Com-
pensation for dependent personal services includes amounts
paid as wages, salaries, fees, bonuses, commissions, compen-
satory scholarships, fellowship income, and similar designa-
tions for amounts paid to an employee.

Are you a nonresident alien? If so, these special
instructions apply to you. Resident aliens should
follow the instructions on Form W-4.

If you are an alien individual (that is, an individual who is not a
U.S. citizen), specific rules apply to determine if you are a
resident alien or a nonresident alien for federal income tax
purposes. Generally, you are a resident alien if you meet either
the “green card test,” discussed at http://www.irs.gov/
businesses/small/international/article/0,,id=96314,00.html, or
the “substantial presence test,” discussed at http://www.irs.gov/
businesses/small/international/article/0,,id=96352,00.html, for
the calendar year. Any alien individual not meeting either test
is generally a nonresident alien. Additionally, a dual-resident
alien who applies the so-called “tie-breaker” rules contained
within the Resident (or Residence or Fiscal Residence) article
of an applicable U.S. income tax treaty in favor of the other
Contracting State is treated as a nonresident alien. See
Publication 519, U.S. Tax Guide for Aliens, available at http://
www.irs.gov/pub/irs-pdf/p519.pdf, for more information on the
green card test and the substantial presence test.

What compensation is subject to withholding and
requires a Form W-4?

Compensation paid to a nonresident alien for performing
personal services as an employee in the United States is
subject to graduated withholding. Compensation for personal
services also includes amounts paid as a scholarship or
fellowship grant to the extent it represents payment for past,
present, or future services performed as an employee in the
United States. Nonresident aliens must complete Form W-4
using the modified instructions provided later, so that
employers can withhold the correct amount of U.S. federal
income tax from compensation paid for personal services
performed in the United States. This Notice modifies the
instructions on Form W-4 to take into account the restrictions
on a nonresident alien’s filing status, the limited number of
personal exemptions allowed, and because a nonresident alien
cannot claim the standard deduction.

Are there any exceptions to this withholding?

Yes. Nonresident aliens may be exempt from wage withholding
on the following amounts.

e Compensation paid to employees of foreign employers if
such pay is not more than $3,000 and the employee is
temporarily present in the United States for not more than a
total of 90 days during the tax year.

e Compensation paid to regular crew members of a foreign
vessel.

e Compensation paid to residents of Canada or Mexico
engaged in transportation-related employment.

e Certain compensation paid to residents of American Samoa,
Puerto Rico, or the U.S. Virgin Islands.

See Publication 519 to see if you qualify for one of these
exemptions.

Nonresident aliens may be exempt from wage withholding
on part or all of their compensation for dependent personal
services under an income tax treaty. If you are claiming a tax
treaty withholding exemption, do not complete Form W-4.
Instead, complete Form 8233, Exemption from Withholding on
Compensation for Independent (and Certain Dependent)
Personal Services of a Nonresident Alien Individual, available
at http://www.irs.gov/pub/irs-pdf/f8233.pdf, and give it to each
withholding agent from whom amounts will be received. Even if
you submit Form 8233, the withholding agent may have to
withhold tax from your income because the factors on which
the treaty exemption is based may not be determinable until
after the close of the tax year. In this case, you must file Form
1040NR, U.S. Nonresident Alien Income Tax Return, available
at http://www.irs.gov/pub/irs-pdf/f1040nr.pdf, (or Form
1040NR-EZ, U.S. Income Tax Return for Certain Nonresident
Aliens With No Dependents, available at http://www.irs.gov/
pub/irs-pdf/f1040nre.pdf, if you qualify) to recover any
overwithheld tax and to provide the IRS with proof that you are
entitled to the treaty exemption. See Form 8233 and
Instructions for Form 8233, available at http.//www.irs.gov/pub/
irs-pdf/i8233.pdf; Publication 901, U.S. Tax Treaties, available
at http://www.irs.gov/pub/irs-pdf/p901.pdf; and Publication 519
for further information on treaty benefits.

Am | required to file a U.S. tax return even if | am a
nonresident alien?

Yes. Nonresident aliens who perform personal services in the
United States are considered to be engaged in a trade or
business in the United States and generally are required to file
Form 1040NR (or Form 1040NR-EZ). However, if your only
U.S. trade or business was the performance of personal
services and the amount of compensation is less than $3,650
in 2010 (the personal exemption amount), then you may not
need to file Form 1040NR (or Form 1040NR-EZ). Also, you do
need to file Form 1040NR (or Form 1040NR-EZ) to claim a
refund of any overwithheld taxes. See the Instructions for Form
1040NR, available at http://www.irs.gov/pub/irs-pdf/i1040nr.
pdf, or the Instructions for Form 1040NR-EZ, available at http://
www.irs.gov/pub/irs-pdf/i1040nre.pdf, for more information.

Nonresident aliens who are bona fide residents of U.S.
possessions should consult Publication 570, Tax Guide for
Individuals with Income from U.S. Possessions, available at
http://www.irs.gov/pub/irs-pdf/p570.pdf, for information on
whether compensation is subject to wage withholding in the
United States.

Will my withholding amounts be different from
withholding for my U.S. co-workers?

Yes. Nonresident aliens cannot claim the standard deduction.
In addition, nonresident aliens do not qualify for the Making
Work Pay credit. The benefits of the standard deduction and
the Making Work Pay credit are included in the existing wage
withholding tables published in Publication 15 (Circular E),
Employer's Tax Guide, available at http.//www.irs.gov/pub/
irs-pdf/p15.pdf.

www.irs.gov

Catalog No. 54303E



Because nonresident aliens do not qualify for these
benefits, employers are instructed to withhold an additional
amount from a nonresident alien’s wages. For more
information, see Notice 2009-91, 2009-48 |.R.B. 717, available
at http://www.irs.gov/irb/2009-48_IRB/ar10.html. For the
specific amounts to be added to wages before application of
the wage tables, see Publication 15.

Note. A special rule applies to students and business
apprentices from India who are eligible for the benefits of
Article 21(2) of the U.S.-India income tax treaty, because such
individuals may be entitled to claim an additional withholding
allowance for the standard deduction. See Publication 519 for
more information.

What are the special Form W-4 instructions?

Nonresident aliens should pay particular attention to the
following lines when completing Form W-4.

Line 2. You are required to enter a social security number
(SSN) on line 2 of Form W-4. If you do not have an SSN, you
must apply for one on Form SS-5, Application for a Social
Security Card, available at http://www.socialsecurity.gov/
online/ss-5.pdf.

You also may get Form SS-5 from any Social Security
Administration (SSA) office.
Note. You cannot enter an individual taxpayer identification
number (ITIN) on line 2 of Form W-4.

Line 3. Check the single box regardless of your actual marital
status.

Line 5. Generally, you should claim one withholding
allowance. However, if you are a resident of Canada, Mexico,
or South Korea, a student or business apprentice from India, or
a U.S. national, you may be able to claim additional
withholding allowances for your spouse and children. See
Publication 519 for more information.

If you are completing Form W-4 for more than one
withholding agent (for example, you have more than one
employer), figure the total number of allowances you are
entitled to claim and claim no more than that amount on all
Forms W-4 combined. Your withholding usually will be most
accurate when all allowances are claimed on the Form W-4 for
the highest-paying job and zero allowances are claimed on the
others.

Line 6. Write “nonresident alien” or “NRA” on the dotted line.
If you would like to have an additional amount withheld, enter
the amount on line 6.

Line 7. Do not claim that you are exempt from withholding on
line 7 of Form W-4 (even if you meet both of the conditions
listed on that line).

wWww.irs.gov
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Employee Withholding Exemption Certificate (L-4)

Louisiana Department of Revenue

Purpose: Complete form L-4 so that your employer can withhold the correct amount of state income tax from your salary.
Instructions: Employees who are subject to state withholding should complete the personal allowances worksheet indicating the number of withholding
personal exemptions in Block A and the number of dependency credits in Block B.

* Employees must file a new withholding exemption certificate within 10 days if the number of their exemptions decreases, except if the change is the result
of the death of a spouse or a dependent.

* Employees may file a new certificate any time the number of their exemptions increases.
e Line 8 should be used to increase or decrease the tax withheld for each pay period. Decreases should be indicated as a negative amount.

Penalties will be imposed for willfully supplying false information or willful failure to supply information that would reduce the withholding exemption.

This form must be filed with your employer. If an employee fails to complete this withholding exemption certificate, the employer must withhold Louisiana
income tax from the employee’s wages without exemption.

Note to Employer: Keep this certificate with your records. If you believe that an employee has improperly claimed too many exemptions or dependency credits, please
forward a copy of the employee’s signed L-4 form with an explanation as to why you believe that the employee improperly completed this form and any other supporting docu-
mentation. The information should be sent to the Louisiana Department of Revenue, Criminal Investigations Division, PO Box 2389, Baton Rouge, LA 70821-2389.

Block A

* Enter “0” to claim neither yourself nor your spouse. You may enter “0” if you are married, and have a working spouse or more
than one job to avoid having too little tax withheld. A.

¢ Enter “1” to claim yourself if you did not claim this exemption in connection with other employment, or if your spouse has not
claimed your exemption. Enter “1” to claim one personal exemption if you will file as head of household.

¢ Enter “2” to claim yourself and your spouse.

Block B
e Enter the number of dependents, not including yourself or your spouse, whom you will claim on your tax return. If no dependents
are claimed, enter “0 B.
O oo e e e e oo oo oo Lo e e e e oo ee e e oo ee e e e e e ee e e e ee e e e
Cut here and give the bottom portion of certificate to your employer. Keep the top portion for your records.
Form L'4
Louisiana Employee’s Withholding Allowance Certificate
Department of
Revenue
1. Type or print first name and middle initial Last name
2. Social Security Number 3. [ No exemptions or dependents claimed [ Single [ Married

4. Home address (number and street or rural route)

5. City State zIP
6. Total number of exemptions claimed in Block A 6.
7. Total number of dependents claimed in Block B 7

8. Increase or decrease in the amount to be withheld each pay period. Decreases should be indicated as a negative amount. | 8.

| declare under the penalties imposed for filing false reports that the number of exemptions and dependency credits claimed on this certificate do not exceed
the number to which | am entitled.

Employee’s signature Date

The following is to be completed by employer.

9. Employer’s name and address 10. Employer’s state withholding account number

HR-4


ccalla
Typewritten Text
HR-4


Instructions for Employment Eligibility Verification USCIS

Form I-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

Read all instructions carefully before completing this form.

Anti-Discrimination Notice. It is illegal to discriminate against any work-authorized individual in hiring, discharge,
recruitment or referral for a fee, or in the employment eligibility verification (Form 1-9 and E-Verify) process based on
that individual's citizenship status, immigration status or national origin. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented
has a future expiration date may also constitute illegal discrimination. For more information, call the Office of Special
Counsel for Immigration-Related Unfair Employment Practices (OSC) at 1-800-255-7688 (employees), 1-800-255-8155
(employers), or 1-800-237-2515 (TDD), or visit www.justice.gov/crt/about/osc.

What Is the Purpose of This Form?

Employers must complete Form I-9 to document verification of the identity and employment authorization of each new
employee (both citizen and noncitizen) hired after November 6, 1986, to work in the United States. In the Commonwealth
of the Northern Mariana Islands (CNMI), employers must complete Form 1-9 to document verification of the identity and
employment authorization of each new employee (both citizen and noncitizen) hired after November 27, 2011. Employers
should have used Form 1-9 CNMI between November 28, 2009 and November 27, 2011.

General Instructions

Employers are responsible for completing and retaining Form [-9. For the purpose of completing this form, the term
"employer" means all employers, including those recruiters and referrers for a fee who are agricultural associations,
agricultural employers, or farm labor contractors.

Form I-9 is made up of three sections. Employers may be fined if the form is not complete. Employers are responsible for
retaining completed forms. Do not mail completed forms to U.S. Citizenship and Immigration Services (USCIS) or
Immigration and Customs Enforcement (ICE).

Section 1. Employee Information and Attestation

Newly hired employees must complete and sign Section 1 of Form I-9 no later than the first day of employment.
Section 1 should never be completed before the employee has accepted a job offer.

Provide the following information to complete Section 1:

Name: Provide your full legal last name, first name, and middle initial. Your last name is your family name or
surname. If you have two last names or a hyphenated last name, include both names in the last name field. Your first
name is your given name. Your middle initial is the first letter of your second given name, or the first letter of your
middle name, if any.

Other names used: Provide all other names used, if any (including maiden name). If you have had no other legal
names, write "N/A."

Address: Provide the address where you currently live, including Street Number and Name, Apartment Number (if
applicable), City, State, and Zip Code. Do not provide a post office box address (P.O. Box). Only border commuters
from Canada or Mexico may use an international address in this field.

Date of Birth: Provide your date of birth in the mm/dd/yyyy format. For example, January 23, 1950, should be
written as 01/23/1950.

U.S. Social Security Number: Provide your 9-digit Social Security number. Providing your Social Security number
is voluntary. However, if your employer participates in E-Verify, you must provide your Social Security number.

E-mail Address and Telephone Number (Optional): You may provide your e-mail address and telephone

number. Department of Homeland Security (DHS) may contact you if DHS learns of a potential mismatch between
the information provided and the information in DHS or Social Security Administration (SSA) records. You may write
"N/A" if you choose not to provide this information.

_ EMPLOYERS MUST RETAIN COMPLETED FORM 1-9
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All employees must attest in Section 1, under penalty of perjury, to their citizenship or immigration status by checking
one of the following four boxes provided on the form:

1. A citizen of the United States

2. A noncitizen national of the United States: Noncitizen nationals of the United States are persons born in American
Samoa, certain former citizens of the former Trust Territory of the Pacific Islands, and certain children of noncitizen
nationals born abroad.

3. A lawful permanent resident: A lawful permanent resident is any person who is not a U.S. citizen and who resides
in the United States under legally recognized and lawfully recorded permanent residence as an immigrant. The term
"lawful permanent resident” includes conditional residents. If you check this box, write either your Alien Registration
Number (A-Number) or USCIS Number in the field next to your selection. At this time, the USCIS Number is the
same as the A-Number without the "A" prefix.

4. An alien authorized to work: If you are not a citizen or national of the United States or a lawful permanent resident,
but are authorized to work in the United States, check this box.

If you check this box:

a. Record the date that your employment authorization expires, if any. Aliens whose employment authorization does
not expire, such as refugees, asylees, and certain citizens of the Federated States of Micronesia, the Republic of the
Marshall Islands, or Palau, may write "N/A" on this line.

b. Next, enter your Alien Registration Number (A-Number)/USCIS Number. At this time, the USCIS Number is the
same as your A-Number without the "A" prefix. If you have not received an A-Number/USCIS Number, record
your Admission Number. You can find your Admission Number on Form [-94, "Arrival-Departure Record," or as
directed by USCIS or U.S. Customs and Border Protection (CBP).

(1) If you obtained your admission number from CBP in connection with your arrival in the United States, then
also record information about the foreign passport you used to enter the United States (number and country of
issuance).

(2) If you obtained your admission number from USCIS within the United States, or you entered the United States

without a foreign passport, you must write "N/A" in the Foreign Passport Number and Country of Issuance
fields.

Sign your name in the "Signature of Employee" block and record the date you completed and signed Section 1. By signing
and dating this form, you attest that the citizenship or immigration status you selected is correct and that you are aware
that you may be imprisoned and/or fined for making false statements or using false documentation when completing this
form. To fully complete this form, you must present to your employer documentation that establishes your identity and
employment authorization. Choose which documents to present from the Lists of Acceptable Documents, found on the
last page of this form. You must present this documentation no later than the third day after beginning employment,
although you may present the required documentation before this date.

Preparer and/or Translator Certification

The Preparer and/or Translator Certification must be completed if the employee requires assistance to complete Section 1
(e.g., the employee needs the instructions or responses translated, someone other than the employee fills out the
information blocks, or someone with disabilities needs additional assistance). The employee must still sign Section 1.

Minors and Certain Employees with Disabilities (Special Placement)

Parents or legal guardians assisting minors (individuals under 18) and certain employees with disabilities should review
the guidelines in the Handbook for Employers: Instructions for Completing Form I-9 (M-274) on www.uscis.gov/
I-9Central before completing Section 1. These individuals have special procedures for establishing identity if they cannot
present an identity document for Form I-9. The special procedures include (1) the parent or legal guardian filling out
Section 1 and writing "minor under age 18" or "special placement," whichever applies, in the employee signature block;
and (2) the employer writing "minor under age 18" or "special placement" under List B in Section 2.

Form I-9 Instructions 03/08/13 N Page 2 of 9



Section 2. Employer or Authorized Representative Review and Verification

Before completing Section 2, employers must ensure that Section 1 is completed properly and on time. Employers may
not ask an individual to complete Section 1 before he or she has accepted a job offer.

Employers or their authorized representative must complete Section 2 by examining evidence of identity and employment
authorization within 3 business days of the employee's first day of employment. For example, if an employee begins
employment on Monday, the employer must complete Section 2 by Thursday of that week. However, if an employer hires
an individual for less than 3 business days, Section 2 must be completed no later than the first day of employment. An
employer may complete Form -9 before the first day of employment if the employer has offered the individual a job and
the individual has accepted.

Employers cannot specify which document(s) employees may present from the Lists of Acceptable Documents, found on
the last page of Form [-9, to establish identity and employment authorization. Employees must present one selection from
List A OR a combination of one selection from List B and one selection from List C. List A contains documents that
show both identity and employment authorization. Some List A documents are combination documents. The employee
must present combination documents together to be considered a List A document. For example, a foreign passport and a
Form 1-94 containing an endorsement of the alien's nonimmigrant status must be presented together to be considered a
List A document. List B contains documents that show identity only, and List C contains documents that show
employment authorization only. If an employee presents a List A document, he or she should not present a List B and List
C document, and vice versa. If an employer participates in E-Verify, the List B document must include a photograph.

In the field below the Section 2 introduction, employers must enter the last name, first name and middle initial, if any, that
the employee entered in Section 1. This will help to identify the pages of the form should they get separated.

Employers or their authorized representative must:

1. Physically examine each original document the employee presents to determine if it reasonably appears to be genuine
and to relate to the person presenting it. The person who examines the documents must be the same person who signs
Section 2. The examiner of the documents and the employee must both be physically present during the examination
of the employee's documents.

2. Record the document title shown on the Lists of Acceptable Documents, issuing authority, document number and
expiration date (if any) from the original document(s) the employee presents. You may write "N/A" in any unused
fields.

If the employee is a student or exchange visitor who presented a foreign passport with a Form [-94, the employer
should also enter in Section 2:

a. The student's Form I-20 or DS-2019 number (Student and Exchange Visitor Information System-SEVIS Number);
and the program end date from Form I-20 or DS-2019.

3. Under Certification, enter the employee's first day of employment. Temporary staffing agencies may enter the first day
the employee was placed in a job pool. Recruiters and recruiters for a fee do not enter the employee's first day of
employment.

4. Provide the name and title of the person completing Section 2 in the Signature of Employer or Authorized
Representative field.

5. Sign and date the attestation on the date Section 2 is completed.
6. Record the employer's business name and address.

7. Return the employee's documentation.

Employers may, but are not required to, photocopy the document(s) presented. If photocopies are made, they should be
made for ALL new hires or reverifications. Photocopies must be retained and presented with Form I-9 in case of an
inspection by DHS or other federal government agency. Employers must always complete Section 2 even if they
photocopy an employee's document(s). Making photocopies of an employee's document(s) cannot take the place of
completing Form I-9. Employers are still responsible for completing and retaining Form I-9.
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Unexpired Documents

Generally, only unexpired, original documentation is acceptable. The only exception is that an employee may present a
certified copy of a birth certificate. Additionally, in some instances, a document that appears to be expired may be
acceptable if the expiration date shown on the face of the document has been extended, such as for individuals with
temporary protected status. Refer to the Handbook for Employers: Instructions for Completing Form 1-9 (M-274) or 1-9
Central (www.uscis.gov/[-9Central) for examples.

Receipts

If an employee is unable to present a required document (or documents), the employee can present an acceptable receipt in
lieu of a document from the Lists of Acceptable Documents on the last page of this form. Receipts showing that a person
has applied for an initial grant of employment authorization, or for renewal of employment authorization, are not
acceptable. Employers cannot accept receipts if employment will last less than 3 days. Receipts are acceptable when
completing Form I-9 for a new hire or when reverification is required.

Employees must present receipts within 3 business days of their first day of employment, or in the case of reverification,
by the date that reverification is required, and must present valid replacement documents within the time frames described
below.

There are three types of acceptable receipts:

1. A receipt showing that the employee has applied to replace a document that was lost, stolen or damaged. The
employee must present the actual document within 90 days from the date of hire.

2. The arrival portion of Form 1-94/1-94A with a temporary 1-551 stamp and a photograph of the individual. The
employee must present the actual Permanent Resident Card (Form 1-551) by the expiration date of the temporary
[-551 stamp, or, if there is no expiration date, within 1 year from the date of issue.

3. The departure portion of Form [-94/I-94A with a refugee admission stamp. The employee must present an unexpired
Employment Authorization Document (Form I-766) or a combination of a List B document and an unrestricted Social
Security card within 90 days.

When the employee provides an acceptable receipt, the employer should:
1. Record the document title in Section 2 under the sections titled List A, List B, or List C, as applicable.

2. Write the word "receipt" and its document number in the "Document Number" field. Record the last day that the
receipt is valid in the "Expiration Date" field.

By the end of the receipt validity period, the employer should:
1. Cross out the word "receipt" and any accompanying document number and expiration date.
2. Record the number and other required document information from the actual document presented.

3. Initial and date the change.

See the Handbook for Employers: Instructions for Completing Form I-9 (M-274) at www.uscis.gov/I-9Central for more
information on receipts.

Section 3. Reverification and Rehires

Employers or their authorized representatives should complete Section 3 when reverifying that an employee is authorized
to work. When rehiring an employee within 3 years of the date Form [-9 was originally completed, employers have the
option to complete a new Form I-9 or complete Section 3. When completing Section 3 in either a reverification or rehire
situation, if the employee's name has changed, record the name change in Block A.

For employees who provide an employment authorization expiration date in Section 1, employers must reverify
employment authorization on or before the date provided.
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Some employees may write "N/A" in the space provided for the expiration date in Section 1 if they are aliens whose
employment authorization does not expire (e.g., asylees, refugees, certain citizens of the Federated States of Micronesia,
the Republic of the Marshall Islands, or Palau). Reverification does not apply for such employees unless they chose to
present evidence of employment authorization in Section 2 that contains an expiration date and requires reverification,
such as Form [-766, Employment Authorization Document.

Reverification applies if evidence of employment authorization (List A or List C document) presented in Section 2
expires. However, employers should not reverify:

1. U.S. citizens and noncitizen nationals; or

2. Lawful permanent residents who presented a Permanent Resident Card (Form 1-551) for Section 2.
Reverification does not apply to List B documents.

If both Section 1 and Section 2 indicate expiration dates triggering the reverification requirement, the employer should
reverify by the earlier date.

For reverification, an employee must present unexpired documentation from either List A or List C showing he or she is
still authorized to work. Employers CANNOT require the employee to present a particular document from List A or List
C. The employee may choose which document to present.

To complete Section 3, employers should follow these instructions:

1. Complete Block A if an employee's name has changed at the time you complete Section 3.

2. Complete Block B with the date of rehire if you rehire an employee within 3 years of the date this form was originally
completed, and the employee is still authorized to be employed on the same basis as previously indicated on this form.
Also complete the "Signature of Employer or Authorized Representative" block.

3. Complete Block C if:

a. The employment authorization or employment authorization document of a current employee is about to expire and
requires reverification; or

b. You rehire an employee within 3 years of the date this form was originally completed and his or her employment
authorization or employment authorization document has expired. (Complete Block B for this employee as well.)

To complete Block C:

a. Examine either a List A or List C document the employee presents that shows that the employee is currently
authorized to work in the United States; and

b. Record the document title, document number, and expiration date (if any).

4. After completing block A, B or C, complete the "Signature of Employer or Authorized Representative" block,
including the date.

For reverification purposes, employers may either complete Section 3 of a new Form -9 or Section 3 of the previously
completed Form [-9. Any new pages of Form I-9 completed during reverification must be attached to the employee's
original Form I-9. If you choose to complete Section 3 of a new Form -9, you may attach just the page containing
Section 3, with the employee's name entered at the top of the page, to the employee's original Form I-9. If there is a
more current version of Form I-9 at the time of reverification, you must complete Section 3 of that version of the form.

What Is the Filing Fee?

There is no fee for completing Form I-9. This form is not filed with USCIS or any government agency. Form 1-9 must be
retained by the employer and made available for inspection by U.S. Government officials as specified in the "USCIS
Privacy Act Statement" below.

USCIS Forms and Information

For more detailed information about completing Form [-9, employers and employees should refer to the Handbook for
Employers: Instructions for Completing Form I-9 (M-274).
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You can also obtain information about Form I-9 from the USCIS Web site at www.uscis.gov/I-9Central, by e-mailing
USCIS at I-9Central@dhs.gov, or by calling 1-888-464-4218. For TDD (hearing impaired), call 1-877-875-6028.

To obtain USCIS forms or the Handbook for Employers, you can download them from the USCIS Web site at www.uscis.
gov/forms. You may order USCIS forms by calling our toll-free number at 1-800-870-3676. Y ou may also obtain forms
and information by contacting the USCIS National Customer Service Center at 1-800-375-5283. For TDD (hearing
impaired), call 1-800-767-1833.

Information about E-Verify, a free and voluntary program that allows participating employers to electronically verify the
employment eligibility of their newly hired employees, can be obtained from the USCIS Web site at www.dhs.gov/E-
Verify, by e-mailing USCIS at E-Verify@dhs.gov or by calling 1-888-464-4218. For TDD (hearing impaired), call
1-877-875-6028.

Employees with questions about Form I-9 and/or E-Verify can reach the USCIS employee hotline by calling
1-888-897-7781. For TDD (hearing impaired), call 1-877-875-6028.

Photocopying and Retaining Form I-9

A blank Form [-9 may be reproduced, provided all sides are copied. The instructions and Lists of Acceptable Documents
must be available to all employees completing this form. Employers must retain each employee's completed Form 1-9 for
as long as the individual works for the employer. Employers are required to retain the pages of the form on which the
employee and employer enter data. If copies of documentation presented by the employee are made, those copies must
also be kept with the form. Once the individual's employment ends, the employer must retain this form for either 3 years
after the date of hire or 1 year after the date employment ended, whichever is later.

Form I-9 may be signed and retained electronically, in compliance with Department of Homeland Security regulations at
8 CFR 274a.2.

USCIS Privacy Act Statement

AUTHORITIES: The authority for collecting this information is the Immigration Reform and Control Act of 1986,
Public Law 99-603 (8 USC 1324a).

PURPOSE: This information is collected by employers to comply with the requirements of the Immigration Reform and
Control Act of 1986. This law requires that employers verify the identity and employment authorization of individuals
they hire for employment to preclude the unlawful hiring, or recruiting or referring for a fee, of aliens who are not
authorized to work in the United States.

DISCLOSURE: Submission of the information required in this form is voluntary. However, failure of the employer to
ensure proper completion of this form for each employee may result in the imposition of civil or criminal penalties. In
addition, employing individuals knowing that they are unauthorized to work in the United States may subject the
employer to civil and/or criminal penalties.

ROUTINE USES: This information will be used by employers as a record of their basis for determining eligibility of an
employee to work in the United States. The employer will keep this form and make it available for inspection by
authorized officials of the Department of Homeland Security, Department of Labor, and Office of Special Counsel for
Immigration-Related Unfair Employment Practices.

Paperwork Reduction Act

An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of
information unless it displays a currently valid OMB control number. The public reporting burden for this collection of
information is estimated at 35 minutes per response, including the time for reviewing instructions and completing and
retaining the form. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to: U.S. Citizenship and Immigration Services, Regulatory Coordination
Division, Office of Policy and Strategy, 20 Massachusetts Avenue NW, Washington, DC 20529-2140; OMB No.
1615-0047. Do not mail your completed Form I-9 to this address.
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Employment Eligibility Verification USCIS

. Form I-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

»START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

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

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Names Used (if any)
Address (Street Number and Name) Apt. Number City or Town State Zip Code
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address Telephone Number

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

| attest, under penalty of perjury, that | am (check one of the following):
|:| A citizen of the United States

] A noncitizen national of the United States (See instructions)

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

[ ] An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy) . Some aliens may write "N/A" in this field.
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:

1. Alien Registration Number/USCIS Number:
3-D Barcode
OR Do Not Write in This Space

2. Form [-94 Admission Number:

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

Foreign Passport Number:

Country of Issuance:

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

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

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

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

Signature of Preparer or Translator: Date (mm/dd/yyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @
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Section 2. Employer or Authorized Representative Review and Verification

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

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR List B AND List C
Identity and Employment Authorization Identity Employment Authorization

Document Title:

Document Title:

Document Title:

Issuing Authority:

Issuing Authority:

Issuing Authority:

Document Number:

Document Number:

Document Number:

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

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

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

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

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

Certification

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

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

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

Signature of Employer or Authorized Representative

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

Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial [B. Date of Rehire (if applicable) (mm/dd/yyyy):

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

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

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

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

Form I-9 03/08/13 N Page 8 of 9
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LISTS OF ACCEPTABLE DOCUMENTS

All documents must be UNEXPIRED

Employees may present one selection from List A

or a combination of one selection from List B and one selection from List C.

LISTA

Documents that Establish
Both Identity and
Employment Authorization

OR

LISTB

Documents that Establish
Identity
AND

LISTC

Documents that Establish
Employment Authorization

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

Permanent Resident Card or Alien
Registration Receipt Card (Form 1-551)

Foreign passport that contains a
temporary 1-551 stamp or temporary
[-551 printed notation on a machine-
readable immigrant visa

1. Driver's license or ID card issued by a 1.

State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

Employment Authorization Document
that contains a photograph (Form
[-766)

2. ID card issued by federal, state or local
government agencies or entities,
provided it contains a photograph or

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

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

information such as name, date of birth, | 2

gender, height, eye color, and address

For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

b. Form 1-94 or Form |-94A that has
the following:

(1) The same name as the passport;

and

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

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

School ID card with a photograph

Voter's registration card

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

U.S. Military card or draft record

Military dependent's ID card

Niooa| M o

U.S. Coast Guard Merchant Mariner
Card

Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

Bl

Native American tribal document 5

Native American tribal document

9. Diriver's license issued by a Canadian 6

government authority

U.S. Citizen ID Card (Form 1-197)

Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
1-94 or Form |-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

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

Identification Card for Use of
Resident Citizen in the United
States (Form 1-179)

listed above:

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Employment authorization
document issued by the
Department of Homeland Security

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

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

FormI-9 03/08/13 N

Page 9 of 9



Act 372
Selective Service Registration for Hiring

Act 372 of the 1999 Regular Session of the Legislature became effective August 15, 1999. It requires
that any male who is required to register with the Selective Service for a federal draft must do so before
he is eligible to be hired in either a state classified or unclassified position.

Act 372

To amend and reenact R.S. 42:33, relative to civil service; to provide relative to employment in the state
civil service; to require proof of draft registration to be eligible for certain classified and unclassified state
civil service employment; and to provide for related matters.

Be it enacted by the Legislature of Louisiana:
Section 1. R.S 42:33 is hereby amended and reenacted to read as follows:

®,

++ 33. State civil service positions; Selective Service System registration required

A. Except as provided in Subsections B and C of this Section, no person who is required to
register for the federal draft under Section 3 of the Military Selective Service Act (50 U.S.C
App. 453) shall be eligible for employment or appointment in a state civil service position,
whether classified or unclassified, until such person has registered for such draft, as
evidenced by a statement of compliance pursuant to rules and regulations promulgated by
the State Civil Service Commission.

B. A veteran of the armed forces of the United States may submit a copy of his discharge
papers or his discharge certificate in lieu of the statement of compliance required by
Subsection A of this section.

C. A person who has not registered for the federal draft, as provided in Subsection A of this
Section shall be eligible for employment or appointment in a state civil service position if the
requirement for the person to register has terminated or become inapplicable to the person.
The State Civil Service Commission may adopt rules for documentation of termination or
inapplicability of such requirement.

Approved by the Governor, June 16, 1999
Published in the Official Journal of the State; July 13, 1999

In summary, this law requires LSUHSC to ask all male applicants between the ages of 18 and 25 if they
are registered for the draft. If they are not, and one of the exemptions listed in the above statute is not
applicable, the person cannot be hired until they register for the draft. A person can register on line at
http://www.Sss.gov.

Name:

Last 4 digits of SS#:

Selective Service No.; if applicable

Signature:

HR-7
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Data Protection

IMPORTANT - Public Records Act 44

Occasionally LSU Health Sciences Center receives a request for information under Title 44,
Public Records and Recorders Act. Responding to such a request may involve disclosing data
from your LSUHSC Payroll/Personnel file.

I"

You may elect to have your home address and home telephone number made “confidentia
and thus not subject to disclosure under the Public Records Act. Please complete the data
below and return this form to the Benefits Section, Room 608, Resource Center. A copy of your
election will be placed in your personnel file.

DATA PROTECTION DESIGNATION

|:| | would like to have my home address and telephone number kept confidential. 1 am
electing to keep the data protection option.

|:| | do not want my home address and telephone number designated as confidential. It can be
released when designated by a signed consent form. | am waiving the data protection option.

HR-8
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BN} Health Sciences Center

MEW ORLEANS

VETERANS SELF-IDENTIFICATION FORM

LSU Health Sciences Center-New Orleans is a Federal Contractor subject to the requirements of the Vietnam Era Veterans
Readjustment Assistance Act of 1974, as amended (38USC 2012), and to the requirements of Section 503 of the
Rehabilitation Act of 1973 as amended, and their implementing regulations.

These Acts and regulations require that LSU Health Sciences Center-New Orleans take affirmative action to employ, and to
advance in employment, qualified disabled veterans, special disabled veterans, and veterans of the Vietnam era.

If you are a special disabled veteran, or a veteran of the Vietnam era, and would like to be considered under the Affirmative
Action Program, please tell us. Provision of this information is voluntary. If you do not wish to identify yourself at this time
a special disabled veteran, or veteran of the Vietnam era, you will not be subject to any adverse treatment. If you do wish to
identify yourself, the information provided will be used only in accordance with the Acts and the regulations.

Veteran Status (41CFR60-250 and 41CFR60-300) please check all of the following categories that apply to you.
| further attest, by checking the appropriate space and signing below, that | am:

[ ] Disabled Veteran means (i) A veteran of the U.S. military, ground, naval or air service who is entitled to
compensation (or who but for the receipt of military retired pay would be entitled to compensation) under laws
administered by the Secretary of Veterans Affairs, or (ii) a person who was discharged or released from active
duty because of a service-connected disability.

[] Special disabled veteran means: 1. A veteran of the U.S. military, ground, naval or air service who is entitled
to compensation (or who but for the receipt of military retired pay would be entitled to compensation) under
laws administered by the Department of Veterans' Affairs for a disability (A) rated at 30 percent or more, or (B)
rated at 10 or 20 percent in the case of a veteran who has been determined under Section 38 U.S.C. 3106 to have
a serious employment handicap.

2. A person who was discharged or released from active duty because of a service-connected disability.

[[] Veteran of the Vietnam era means 1. Served on active duty in the U.S. military, ground, naval or air service
for a period of more than 180 days and who was discharged or released with other than a dishonorable
discharge, if any part of such active duty was performed: (A) In the Republic of Vietnam between February 28,
1961, and May 7, 1975; or (B) Between August 5, 1964, and May 7, 1975, in all other cases.

2. Was discharged or released from active duty in the U.S. military, ground, naval or air service for a
service-connected disability if any part of such active duty was performed: (A) In the Republic of
Vietnam between February 28, 1961, and May 7, 1975; or (B) Between August 5, 1964, and May 7, 1975,
in any other location

[[] Other protected veteran means: Veterans who served on active duty in the U.S. military, ground, naval or air
service during a war or in a campaign or expedition for which a campaign badge has been authorized

[] Recently separated veteran means: Any veteran who served on active duty in the U.S. military, ground, naval
or air service during the one-year period beginning on the date of such veteran’s discharge or release from
active duty (41CFR 60-250)

Date of Discharge

HR-9 Confidential Page 1 Revised 1/17/2012
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By Health Sciences Center

MEW ORLEANS

VETERANS SELF-IDENTIFICATION FORM

[] Recently separated veteran means: Any veteran who served on active duty in the U.S. military, ground, naval
or air service during the three-year period beginning on the date of such veteran’s discharge or release from

active duty (41CFR 60-300)

Date of Discharge

Armed forces service medal veteran means a veteran who, while serving on active duty in the U.S. military,

ground, naval or air service, participated in a U.S. military operation for which an Armed Forces service medal
was awarded pursuant to Executive Order 12985 (61 FR 1209, 3 CFR, 1996 Comp., p. 159).

[]

[] Active Reserve

[ ] Inactive Reserve

[] Retired Military

[l No Military Service

[1 Ido not wish to Self Identify

I —

I certify that | have read the above "Veterans Self Identification Form” and that | understand its

terms.

Name

Signature

Employee ID

Military Branch

School/Division

Department

Contact Phone

Email Address

HR-9 Confidential
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LOUISIANA STATE UNIVERSITY HEALTH SCIENCE SYSTEM

Alien Tax Information Request

All non-U.S. citizens who receive compensation from Louisiana State University Health Science Center must complete this form.
The information you provide is used to determine your residency status for the purposes of U.S. tax withholding.

Please print.

1. PERSONAL INFORMATION

Last Name First Name Middle U.S. Social Security Number
Street Address

(In home Country)

Postal Code Province/Region City Country

2. STUDENT INFORMATION

Name of Academic Department Are you a student?
[ Yes [ No
If you have attended or currently attending another U.S. educational institution, provide: Did you receive tax treaty

benefits at another U.S.
educational institution
during the current year?

Name of educational institution:

Period of attendance: From to
Degree Granted (if any): [ ves L1 No
3. IMMIGRATION & ALIEN TAX INFORMATION
(Permanent residents with Green Cards may skip section 3.g, but must provide copy of documentation)
a. Date of first b(1). Visa type b(2). If you arrived on spouse/dependent visa, what was the visa type of
U.S. entry upon first U.S. entry the primary visa holder (ex. visa type/student or non student)?
c. Current Visa type (check appropriate box): d. Country of Birth
[JF-1Student  [] F-1 Student (on practical training) [ F-2 Spouse/Dependent of F-1 [ H-1 Distinguished Worker
[JJ-1Student  [] J-1 Student (on “academic training’) [ J-2 Spouse/Dep. of J-1 Student [J TN - NAFTA Free Trade
[ other J-1 Visitor (_one) [J Other INS classification (list status): e. Country of Citizenship
[ Short-term scholar
[ Professor
[J Research Scholar [J u. S. Permanent Resident (must provide documentation; f. Country of Residence (for tax purposes)

[ other e.g., copy of green card, etc.)

g. Furnish the requested information to detail the number of days you were physically present in the United States during the calendar years listed
below. Note: The term “calendar year” refers to the period January 1 to December 31.

Calendar Year Number of days J-1 Sub type
presentin U.S. Date of Entry Date of Exit Visa ) ) Did you receive tax treaty benefits?
(eg.19 ) during the year (if applicable)
urrent Calendar year es o
C Calend 2013 [y N
ast Calendar year es o
Last Calend Oy CIN
Two years ago [ Yes [ No
Three years ago [ Yes [ No
Four years ago [ Yes [ No
Five years ago [ Yes I No
Six years ago [ Yes [INo

RESIDENCE FOR TAX PURPOSES
Under Internal Revenue Service definitions,
For tax purposes | am considered a [J RESIDENT ALIEN [J] NONRESIDENT ALIEN

4. CERTIFICATION OF INFORMATION

| certify to the best of my knowledge, all of the information | have provided above is true, correct and complete. Also, | understand it is my
responsibility to keep my employment authorization documents including passport, IAP-66, I-20, I-688B, or other INS employment authorization
current (un expired) at all times. To avoid being removed from the University payroll, | will inform Payroll of any extensions, renewals, or
changes in status by completing an 1-9 form in the International Services Office by the expiration date of the employment documentation.

Signature Date Completed:

HR-13A
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LSU Health Sciences Center

ResetForm

Bank Deposit Authorization

Complete Entire Page
(Attach a Copy of Voided Check)

NOTE: Changing Banks or Account numbers may cause your next paycheck to
be a physical check and not a non-negotiable stub.

Name: Date:

Social Security Number:

It is understood that this banking procedure is a courtesy extended by LSU Health Sciences
Center and DOES NOT GUARANTEE the bank’s posting of the deposit by any given date.

Begin Deposit:

Name of Bank:

Address:

City, State, Zip:

Account Name:

(As shown on bank statement)

[1Checking [1Savings Account #

Deposit Amount:

(Net Pay or an Amount)

Classification: CClassified [Faculty or Unclassified [JResident [] Student

Employee’s Signature

HR-10
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DATA SHEET
LSU SCHOOL OF MEDICINE - GME OFFICE

PLEASE PRINT LEGIBLY OR TYPE

(Check one):
Department: House Officer Level Residency or Fellowship
(Level you will be in July)

Training Program Name

(State Combined name if is combined Program & Fellowship name if fellowship)
Name:

(Last) (First) (Middle)
Mailing Address:

(Street) (City) (State) (Zip)
Telephone Number ( ) Beeper Number ( )
Social Security Number - - Citizenship:
Date of Birth / / Place of Birth:
01O OO

Sex: Q Male Q Female Marital Status: S M W D Spouse’s Name:

Race: (Please check one)
American NativeJ:l Asian or Pacific IsIander]:l Hispanic |:| White J:L Blackﬂ

List Person to Contact in case of Emergency:

Relationship: Telephone ( )

This section MUST be completed or form will be returned

EDUCATION:

College: City, State:
Dates Attended: Degree:
Medical School: City,State:
Dates Attended: Degree:
Dental School: City,State
Dates Attended: Degree:

FMGEM, ECFMG or NBMEE Number and Date: (please provide us with a copy of your ECFMG Certificate).

Complete Page 2
Revised February 2011

GME-2
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Page 2
Name:

A continuous and inclusive list of internships, residencies, fellowships, staff positions, leave of absences,
etc must be provided from Medical School graduation through the current internship, residency or
fellowship.

The first entry should be the program you will be training in as of July 1.

Beginning Date (Month/Day/Year):

Expected End Date (Month/Day/Y ear):

Program:

Facility:

City and State:

Beginning Date (Month/Day/Year):

End Date (Month/Day/Year):

Program:

Facility:

City and State:

Beginning Date (Month/Day/Year):

End Date (Month/Day/Year):

Program:

Facility:

City and State:

Beginning Date (Month/Day/Year):

End Date (Month/Day/Year):

Program:

Facility:

City and State:

If needed, print another copy of page 2 and attach to the 2-sided copy completed.

Explain any gaps in the above longer than 1 month—use additional pages if necessary.

Revised February 2011

GME-2


ccalla
Typewritten Text
GME-2


Acknowledgement of policy regarding extracurricular medical activities for trainees of
Louisiana State University School of Medicine programs

I understand that I must make a request to, and receive the explicit permission of, my Department
Head at the School of Medicine (or Chief of Service at free-standing affiliated training programs) before
engaging in any extracurricular medical practice. Further, I understand that | must receive such
permission for any additional extracurricular medical practice which differs in location or nature from that
which may have originally been approved, or for any substantive change (increase in frequency or
duration) from that which may have been originally approved.

Foreign Medical Graduates sponsored for clinical training as a J-1 by ECFMG are not allowed to
moonlight or perform activities outside of the clinical training program.

For purposes of this Acknowledgment, “extracurricular medical practice” activities shall mean
medical practice which is not an official part of the undergraduate medical education program, or any
post-graduate training medical education program of the School, or any of the School’s free-standing
affiliated post-graduate medical education programs.

I understand that the School, by its approval of permission to participated in extracurricular
medical practice, is not a party to any such arrangement, nor will the School furnish medical malpractice
insurance for extracurricular medical practice, nor defend any claim made against me (malpractice or
otherwise) that arises out of, or is in connection with, any extracurricular medical practice.

Signature of Trainee (Date)

PRINTED NAME OF TRAINEE:

Signature of Department Head (Date)
(Or Chief of Service)

PRINTED NAME OF DEPARTMENT HEAD
(Or Chief of Service)

GME-3
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U LSU NewOrleans

HEALTH SCIENCES CENTER

School of Medicine
Office of Medical Education

March 1, 2013
TO: All Incoming LSUHSC House Officers

CccC: Clinical Department Heads/Clinical Business Managers
Residency and Fellowship Program Directors/Residency and Fellowship Program Coordinators

FROM: Charles Hilton, MD
Associate Dean for Academic Affairs
Designated Institutional Official (DIO)

2013-2014 National Provider Identifier Application for Incoming House Officers

All Incoming House Officers must have a National Provider Identifier number to begin their
Residency/Fellowship training. Please follow the attached instructions and complete the online
application on or before May 1, 2013. Applications initiated after May 1, 2013 could result in an
administrative delay in processing your payroll documents and delay the start of your
Residency/Fellowship training.

For Incoming House Officers applying for Louisiana permit:

Complete the NPI online registration for an individual choosing the “Student in an Organized Health
Care Education/Training Program - 390200000X” taxonomy code, which is located under the “Student,
Health Care” category.

For Incoming House Officers with a valid Louisiana medical license:

Complete the NPI online registration for an individual choosing the taxonomy code for the enrolled
program, providing the Louisiana medical license number.

For Incoming House Officers with a valid out-of-state medical license:

Complete the NPI online registration for an individual (if not already done) or update current NPI
registration choosing the appropriate taxonomy code for the specialty formerly in (whether an outside
practice or previously enrolled in a program), providing the state license information. When granted a
full unrestricted Louisiana medical license, update the NPI registration to include the enrolled specialty
taxonomy code with the Louisiana license number.

Louisiana State University Health Sciences Center « 2020 Gravier Street, Suite 602 * New Orleans, Louisiana 70112
phone 504.568.4006 - fax 504.599.1453 » www.lsuhsc.edu



National Provider Identification (NPI) Registration Instructions

The Federal Government now requires all practicing physicians to have a National Provider
Identification Number. When you are assigned an NPl number, this will be your number for
life. Outside of extenuating circumstances, this number will never change, and you will need
to keep your information up-to-date in the National Plan and Provider Enumeration System.

1. Go to the National Plan and Provider Enumeration System (NPPES) at
https://nppes.cms.hhs.gov

== NPPES

National Plan & Provider Enumeration Sysfem

Help

National Plan and Provider Enumeration System (NPPES)

The Administrative Simplification provisions of the Health [nsurance Portability and Accountabilify Act of 1996 (HIPAA) mandated the adoption of standard unique identifiers
for health care providers and health plans. The purpose of these provisions is to improve the efficiency and effectiveness of the electronic transmission of health information.
The Centers for Medicare & Medicaid Senices (CMS) has developed the National Plan and Provider Enumeration System (NPPES) to assign these unique identifiers.

This website works best in Internet Explorer versions 6.0 and higher and Firefox versions 2.0 and higher. Users may experience issues with other browsers and are
recommended to use the browsers listed above.

If you are a Health Care Provider, you must click on MNational Provider Identifier (MPI) to login or apply for an NP1
A standard identifier has not yet been adopted for health plans.

Search the NPI Registry. The NPI Registry enables you to search for a provider's NFPES information. All information produced by the NPI Registry is provided in
accordance with the NPPES Data Dissemination Notice. You may run simple queries to retrieve this read-only data. For example. users may
search for a provider by the NPI or Legal Business Name. There is no charge to use the NPI Registry.

Click the National Provider Identifier (NPI) link

=22 NPPES

National Plan & Provider Enumerafion System

Home

National Provider ldentifier

For Health Care Providers

The Administrative Simplification provisions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA)} mandated the adoption of a standard unique identifier
for health care providers. The National Plan and Provider Enumeration System (NPPES) collects identifying information on health care providers and assigns each a unique
National Provider Identifier (NPI).

Need an NPI? Apply Online for an NPI
Estimated time to complete the NPI application form is 20 minutes.
Click here to see tips to expedite your NP/ application before you begin your application.

Want to View or Update your NPI data? ——> Login

Want to create a Web login for an existing NPI? —> Create Login to View or Update your NPI Data
(This option is oniy for heaith care providers previously
enumerated via paper or EFI)

Click Apply Online for an NP1

LSU School of Medicine 1 0f 10
Office of Graduate Medical Education
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NPI Application Instructions

== NPPES

National Plan & Provider Enumeration Sysfem Home Help

NPI Application Instructions

Step 1: Before you begin, make sure you have the following information.

This information will be required to p the NPI A ion Form.
You will not be able to save your work if you quit before you have completed the application form.
+ Information Required for Individual Providers « Information Required for Organizations

Provider Name Qrganization Name
## SSN ({or ITIN if not eligible for SSN) #*#% Employer Identification Number (EIN)
Provider Date of Birth MName of Authorized Official for the Organization
Country of Birth Phone Mumber of Authorized Official for the Organization
State of Birth (if Country of Birth is U.5.) Qrganization Mailing Address
Provider Gender Practice Location Address and Phone Mumber
Mailing Address Taxonomy (Provider Type)
Practice Location Address and Phone Number Contact Person Name
Taxonomy (Pravider Type) Contact Person Phone Number and E-mail

* State License Information
Contact Person Name
Contact Person Phone Mumber and E-mail

* (required for certain taxonomies only)
*% (SSN or ITIN information should only be reported in the SSN or ITIN field)
*%% Do not report an SSN or IRS ITIN in the EIN field

Online Help is available from each page of the Application / Update Form by clicking "Help" at the top right of the page.

If you need additional help or have any questions concerning your application, contact the NPl Enumerator.

NPI Enumerator Contact Information

By phone: By e-mail at: By mail at:
1-800-465-3203 (NPl Toll-Free) customersenice@npienumerator.com MNPI Enumerator
1-800-692-2326 (NPITTY) PO Box 6059

Fargo, ND 58108-6059

Step 2: Read the information below.
You must agree to the terms below when you submit your application:

I have read the contents of the application and the information contained herein is true, correct, and complete. If | become aware that any information in this application is
not frue, correct, or complete, | agree fo notify the NP] Enumerator immediately.

I authorize the NP Enumerator fo verify the information confained herein. | agree fo keep the NPPES updated with any changes fo data listed on this application form within
30 days of the effective date of the change.

I understand thaf the information provided in this application may be used by other agencies in accordance with privacy regulafions.
I have read and understand the Privacy Act Statement

I have read and understand the Penalties for Falsifying Information on the NP! Application / Update Form as stated in this application. | am aware that falsifying
information will result in fines and/or imprisonment.

Penalties for Falsifying Information on the NPI / Update Form:

18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of the United States knowingly or
willfully falsifies, conceals, or covers up by any trick, scheme or device a material fact, or makes any false. fictitious or fraudulent statements or representations, or makes
any false writing or document knowing the same to contain any false. fictictious or fraudulent statement or entry. Individual offenders are subject to fines of up to 250,000
and imprisanment for up to five years. Offenders that are organizations are subject to fines of up to $500,000 18 U S.C_3571(d) also authorizes fines of up to twice the
gross gain derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Step 3: Begin online application. 4 Begin Application Form |

Click the Begin Application Form button at the bottom of the page

LSU School of Medicine 2 of 10
Office of Graduate Medical Education



NPI Application Instructions

5.
2= NPPES

MNational Plan & Provider Enumeration Sysfem

Home Help

NPI Application Form - Select NP1 User ID and Password
* [ndicates Required Field

Please create a User ID and password for future access to NPI:

* NPl User ID: | 4

Note: 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. Please
note: The User ID cannot be changed.

* NPl Password: B
* Retype NPI Password:

Note: Password must be 6-12 characters long, contain at least one letter, one
number, no special characters, and not be the same as the User ID.

* Select Secret Question: C

* Answer:

Create an NPI User ID (A) and Password (B). Make sure to choose a User ID and
Password that you will be able to remember. You will need this information to update

your NPI registration during your residency. Choose a Secret Question (C) that will
allow you to recover your Password if you forget it.

Click the Next > button.

2= NPPES

National Plan & Provider Enumeration System

Logoff Help

NPI Application Form - Select Entity Type

Please select the radio button which most applies to you or your organization:

1: An individual who renders health care senices. (Example: Dentist, Chiropractor, Pharmacist)

O Type 2: An organization that renders health care senices. (Example: Hospital. Nursing Facility, Pharmacy)

O Mext>

Note: Please use the Next button to navigate to the next page in the application.

Choose Type 1 and then click the Next > button.

LSU School of Medicine 30f10
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NP1 Application Instructions

7.
== NPPES

National Plan & Provider Enumeration Sysfem Logoff Help

Application Sections NPI Application Form - Provider Profile

Provider Name Information: * Indicates Required Field

Prefix:  * First: Middle: * Last: Suffix:
v A B v

Credential(s): (M.0., 0.0, etc)

Other Name: (if applicable)
Prefix:  First: Middle: Last: Suffix:

v v

Credential(s): (MD, D.O, etc) Type of Other Name:
A4

Other Identifying Information:

* Date of Birth: (MM/DD/YY¥Y) * Social Security Number: (Without Dashes)
D E
State of Birth:  * ifU.S) * Country of Birth:

F United States G
* Gender: H Male Female

# Is the Provider a Sole Proprietor? () Yes No |

Fill out the Provider Profile information.

NOTE: This formisa LEGAL APPLICATION being submitted to the Federal
Government. The name entered on this form MUST be your legal name as it is TODAY.
If you will be getting married and changing your name before beginning your residency,
you still must use your CURRENT legal name. After legally changing your name, you
can come back to the NPPES system to change your name. Also, if you do not have a
Social Security Number, you cannot complete this application until you have been
assigned an SSN.

Fill out the First Name (A) and Last Name (B). Do not enter any Credentials (C), if you
have not yet graduated from Medical School (this can be updated after graduation). Enter
your Date of Birth (D), Social Security Number (E), State of Birth (F), Country of Birth
(G), and Gender (H). Select No to the question about being a Sole Proprietor (1).

Click the Next > button.

LSU School of Medicine 4 of 10
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NPI Application Instructions

8.

| /)
a= NPPES
Mational Flan & Provider Enumeration System Logoff Help
Application Sections NPI Application Form - Business Mailing Address

If your address is outside the U.S., click here:

If your address is military address, click here:

* [ndicates Required Field

Domestic Business Mailing Address Information

* Address Line 1: (Street Number and Mame)

A

Address Line 2: (e.g. Suite Number)

* City: + State: *Zip+4

Country: 7

United States %

Phone Number: Extension: Fax Number:

(Without Dashes) (Without Dashes)

B

W< Previous O Next |
Enter your current home mailing address (A). If you will be moving prior to beginning
your residency, you should update this address after completing your move. Also, some
residency programs may require you to use a specific mailing address, so you may need
to update this information to satisfy their requirements.
While not required, it is recommended that you enter a Phone Number (B). If there is a
problem with your NP1 application, they will attempt to contact you by phone to resolve
the problem.
LSU School of Medicine 50f 10
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NPI Application Instructions

9.
== NPPES

National Plan & Provider Enumeration System Logoff Help

Application Sections NPI Application Form - Business Mailing Address Standardization

In order to ensure the optimum performance of the National Provider System, we standardize all addresses; for example
"Avenue” to "Ave_" This makes it easier to find your information again in the future and to ensure that we do not have
entries where they should not occur.

Your standardized address is:

A

Please do one of the following:
1) Accept the standardized address.

2) Reject the standardized address and keep your input as is.
[Mote: Rejecting standardized address will delay enumeration

3) Madify your input in the boxes below and submit for revalidation.
* Indicates Required Field
#* Address Line 1: (Strest Number and Name) B

Address Line 2: (e.g Suite Number)

* City, State, Zip: LA- LOUISIANA v

C Jr’-\cc—'-.plStanda\di:-’;dRd-j\-’:ss| D ‘J Use Input Address ‘ E |J Revalidate Address ‘

If the Standardized Address (A) is correct, click the Accept Standardized Address
button (C). If the Standardized Address is NOT correct, make corrections to the address
(B) and click the Revalidate Address (E) button. If the new Standardized Address still
isn’t correct, make any necessary changes to the address (A) and click the Use Input
Address button (D).

LSU School of Medicine 6 of 10
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NPI Application Instructions

10.
== NPPES

National Plan & Provider Enumeration System Logoff

Help

Application Sections NPI Application Form - Business Practice Location Address

If your address is outside the U.S., click here: 4 Foreign Address
If your address is military address, click here: 4 Military Address

* Indicates Required Field

Domestic Business Praclice Location Address Information

If the Business Practice Location Address is the same as the Business Mailing Address, click here:
HSame As Business Mailing Address

If your Business Mailing Address and Business Practice Location Address differ, please fill out the following:
* Address Line 1: (Street Number and Name)

Address Line 2: (e.g Suite Mumber)
# City: * State: +* Zip+ 4
Country:

United States v

* Phone Number: Extension: Fax Number:
(Without Dashes) (Without Dashes)

[m<Previous] [ Nextz |
Click the Same as Business Mailing Address button, and then click the Next > button.

Once you begin your residency, you will need to update this address to the location where
you are practicing the most.

11.
== NPPES

MNational Plan & Provider Enumeration System

Logoff Help

Application Sections NPI Application Form - Other Identification Numbers

Please Enter All Other Provider Identifiers (Medicare UPIN, M icare PIN, N icare OSCAR/Certification,
Medicare NSC, Medicaid, and Other):

Note: These numbers will be of use in matching your NP1 record to insurers’ records so you can continue to be recognized by
insurers_ If you don't have such numbers, you are not required to obtain them. DO NOT report the Social Security Number (SSN) or IRS
Individual Taxpayer Identification Mumber (ITIN) in this section.

0 Add Identifier

|J Select All ‘ ‘J Clear Selected | ‘J Delate

Issuer Identification Number State Issuer

1 < Previous O Next> | 0 Delete

Click the Next > button. You do not currently have any other identification numbers.
Once you begin your residency, you will begin to be assigned other identification
numbers, such as a Medicaid Provider Number. You will need to update your NPI
registration with those numbers as they are issued to you.

LSU School of Medicine 7 of 10
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NPI Application Instructions

12.
== NPPES

National Plan & Provider Enumeration System Logoff Help
Application Sections NPI Application Form - Taxonomy / License Information
> Please Enter Provider Taxonomy (Provider Type/Specialty): * At least one taxonomy is required

>

NOTE: DO NOT report the Social Security Number (S8N), IRS Individual Taxpayer Identification Number (ITIN) in the License Number
B field.

0 Add Taxoenomy

*Primary

*Selected Taxonomy State License Number
Taxonomy

0 < Previous | |J Next >

Click the Add Taxonomy button.

13.
== NPPES

MNational Plan & Provider Enumeration Sysfem Logoff Help
Application Sections NPI Application Form - Select Individual Taxonomy Page 1 of 2
B
> Please Select Provider Type Code:
>
18 Pharmacy Service Providers -~

36 Physician Assistants & Advanced Practice Nursing Providers

21 Podiatric Medicine & Surgery Service Providers

22 Respiratory, Developmental, Rehabilitative and Restorative Service Providers
23 Speech, Language and Hearing Service Providers

|24 Technologists. Technicians & Other Technical Service Providers hd

[ Next>
Choose 39 Student, Health Care from the list and then click the Next > button.

14,
== NPPES

National Plan & Provider Enumeration System Logoff Help

Application Sections NPI Application Form - Select Taxonomy Page 2
B You have selected Provider Type: 39 Student, Health Care
Please Continue Your Taxonomy Selection:

B

Classification Name - Area of Specialization

» =

=}

(- Student in an Organized Health Care Education/Training Program -

Please Enter Your State License Information For Your Taxonomy Selection:

NOTE: DO NOT report the Social Security Number (SSN), IRS Individual Taxpayer Identification Number
(ITINY in the License Number field.

License Number: State Where Issued:

|J < Previous IlJ Save & Add Another ‘ 0  Save |

Choose 390200000X — Student in an Organized Health Care Education / Training
Program. Leave the License Number and State Where Issued fields blank. Click the
Save button.

LSU School of Medicine 8 of 10
Office of Graduate Medical Education



NPI Application Instructions

Note: LSU’s current understanding of the NPPES regulations is that a resident should
use the Student taxonomy code until a full, unrestricted medical license has been granted.
Some non-LSU residency programs may ask that you choose a different taxonomy code.
Use whatever instructions your residency program dictates.

15.
== NPPES

MNationsl Plan & Provider Enumeration System Logoff Help

Application Sections NPI Application Form - Taxonomy / License Information

Please Enter Provider Taxonomy (Provider Type/Specialty): * At least one taxonomy is required

NOTE: DO NOT report the Social Security Number (SSN). IRS Individual Taxpayer Identification Mumber (ITIN) in the License Number
field.

1 Add Taxonomy

*Primary +*Selected Taxonomy State License
Taxonomy Number

390200000 - Student in an Organized Health Care Education/Training Program -

[m<Previous| |4 Next> |
Select the radio button next to the student taxonomy and then click the Next > button.

16.
22 NPPES

National Fian & Provider Enumeration System Logoff Help

Application Secti - .
ppication Sections NPI Application Form - Contact Person Information

* [ndicates Required Field
Contact Person Name:

If you would like to use the Provider as the contact person, click here |- S3M& As Providar

If you would like to designate an alterate contact person, please fill out the following:
Prefix: * First: Middle: * Last: Suffix:
|l v

Credential(s): Title:

Please Complete The Following Additional Information For The Contact Person:
To use the mailing phone or practice phone for the contact, click one of the following:

0 Same As Mailing Phone | ‘ 0 Same As Practice Phone

* Contact Person Phone Number: Extension:
(Without Dashes)

# Contact Person E-mail: # Retype Contact Person E-mail:

NOTE: All notifications will be sent to the Contact Person E-mail provided on this page.

1< Previous W Next: |

Click the Same as Provider button to use yourself as the contact for this NPI
registration. Click the Same as Mailing Phone button to use your phone number as the
contact phone number. Enter your email address in the Contact Person E-Mail fields,
and then click the Next > button.

LSU School of Medicine 90of 10
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NPI Application Instructions

17.
== NPPES

MNational Plan & Provider Enumeration System Logoff Help

Application Sections NPI Application Form - Certification Statement

>

;Check this box to indicate that you certify to the following:

s

| have read the contents of the application and the information contained herein is true, correct and complete. If | become aware that

: any information in this application is not true, correct, or complete, | agree to notify the NPl Enumerator of this fact immediately_

| authorize the NPl Enumerator to verify the information contained herein. | agree to keep the NPPES updated with any changes to

N data listed on this application form within 30 days of the effective date of the change.
> | have read and understand the Privacy Act Statement.
» | have read and understand the Penalties for Falsifying Information on the NPI Application / Update Form as stated in this

application. | am aware that falsifying information will result in fines and/or imprisonment.
Penalties for Falsifying Information

18 U.S.C. 1001 autharizes criminal penalties against an individual whao in any matter within the jurisdiction of any department or
agency of the United States knowingly or willfully falsifies, conceals, or covers up by any trick, scheme or device a material fact, or
makes any false, fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to
contain any false, fictictious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250.000 and
imprisonment for up to five years. Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also
authorizes fines of up to twice the gross gain derived by the offender if it is greater than the amount specifically authorized by the
sentencing statute.

|2 Submit |
Click the checkbox and then click the Submit button to complete and submit your NPI
Application.

NOTE: Please read the certification statement carefully. There can be serious
repercussions for willingly submitting false information.

18.

Thank you. Your application will be processed.

Application processing times may vary based on current inventories_ If you have any questions regarding this application or if the designated contact person does not
receive the provider's NPl via email within 15 working days, please contact the NPI Enumerator at 1-800-465-3203 (NPI Tall-Free).

Provider Name:
Your tracking number is:

Please provide this tracking number on all correspondence.

Please print this page for your records.

0 View Printer Friendly Application

Clicking this button will allow you to view and print the information furnished on your application_
Please Note: This page/printout may contain sensitive information.

NPI Enumerator Contact Information
By phone: 1-800-465-3203 (NPI Toll-Free)
1-800-692-2326 (NPI TTY}
By e-mail at: customersenice@npienumerator.com

By mail at: NPl Enumerator
PO Box 6059
Fargo, ND 58108-6059

When your application is complete, you will be issued a tracking number. This number
is NOT your NPI number. You will receive your NPI number via email in several days.
If you do not receive your NP1 number after 15 days, you can contact the NPI
Enumerator with the contact info provided on the page. It is recommended that you print
a copy of the confirmation page, as well as a copy of your completed application (by
clicking the View Printer Friendly Application button).

LSU School of Medicine 10 of 10
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LSU Health Sciences Center Library

Patron Registration Form

SECTION ONE --PERSONAL INFORMATION (Please Print Clearly) DATE:
Full Name: Social Security #: EmplID #:
Last First Middle
Local/Home Address:
(City, State, Zip Code) Email Address:
Home Phone #: Pager/Other Phone #:
Area Code Area Code
Department: Campus Building/Box #:
Campus Phone #: Office/Business Phone #:

Office or Business Address:

SECTION TWO --AFFILIATION INFORMATION:

0O LSUHSC:
[J School of Allied Health 1 School of Dentistry 1 School of Graduate Studies
[] School of Medicine 1 School of Nursing (1 School of Public Health
"1 Other
Status: [ Faculty (check one, if faculty: [ Full-Time U Part-Time [ Clinical [ Gratis)
[ Resident
[J Fellow
[ Staff
[] Proxy Staff/Student Worker checking out for / (Faculty /Dept.)

[J Student -- Please circle your program:

Allied Health: CPSC CLS OT PT RC COMD MHS OMT Dental: D1 D2 D3 D4 DH DLT
Medicine: L1 L2 L3 L4 Nursing: BSN GN IGRO CRNA
Graduate Studies: (Dept) Public Health: (Dept)

O Tulane Medical Center:
[1 School of Graduate Studies 1 School of Medicine 1 School of Public Health

Status: [ Faculty [IFellow [IResident []Student [1Staff Tulane Library barcode:

00 Other:
[J Licensed Health Professional: License Type: License #:
1 Outside LALINC Patron
[J Courtesy Patron (approval required)

SECTION THREE -- PATRON RESPONSIBILITY STATEMENT:

| agree to observe all library regulations; to be responsible for all library materials checked out with this card; to pay charges for all lost
or damaged materials; to immediately report loss of card or incur liability for its misuse. | understand that any abuse of library
regulations may result in suspension of privileges.

Signature: Date:
Library Staff Use Only:
Library Staff Initials Ptype Pcode Pcode2 Pcode3
Expiration Date Barcode

GME-8 updated 06/09
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FCVS RELEASE FORM

For you to obtain initial licensure in the state, the Louisiana State Board of Medical Examiners (LSBME)
uses a service of the Federation of State Medical Boards (FSMB) called Federation Credentials
Verification Service (FCVS). As you move to full licensure, the LSBME will use reports from FCVS. To
have the information to prepare those reports, FCVS requires us to update their files each year on your
progress by filling out the below form which is the same one filled out for initial licensure. By copy of this
release you consent to allow us to release all of the below requested information to FCVS on an annual
basis during your training including a summary report if requested by FCVS. For those not pursuing full
licensure, we will still prepare and submit these same reports to FCVS. A benefit to you is that
throughout your practice years as you switch hospitals and health plans your training information will be
available through FCVS which will significantly speed your credentialing process. This release is valid for
activities occurring during your training program.

Resident name: (print) Program Name:

Resident signature: Date:

Federation of

STATE

MEDICAL Federation Credentials Verification Service (FCVS)

BOARD S Federation Place, P.O. Box 619850, Dallas, TX 75261-9850
Tel: (817) 868-5000 Fax: (817) 868-509%

Verification of Postgraduate Medical Education

attention: Program Director
Affiliated

Address: University:
Verification For: Name:

SSN:

DOB:

Individual's Name on Record (If different from above):
Program PGY: Specialty/Subspecialty:
;1':;?'5_‘“'0'1: l_ Internship From: To:

) Residency
Report Incomplete Successfully Completed?: Yes | | no [ In Progress
pastgraduate years (PGy) || Chief Residency ¥ Come ° ¢ .
i‘;ﬁgfﬂ'g‘;&}m;ﬁem | Fellowship Accredited by: ACGME | aoA [ 1ceme I rsc I crrc [
completed. [ Research rcPsc [ APPAP [ FMRAC [ Noneofthese [
If the postgraduate year is pey: pecialty
currently in progress report ; .
the expected completion ;'"‘EV”S"'P From: = To:
date in the "To" field
Residency Successfully Completed?: Yes l_ No [ In Progress [
Chief Residency

[ Fellowship Accredited by: ACGME [ A0A [ | LcoME [ Rsc [ crrc [
Report Intemships. I Researcn RCPSC [ APPAP [ | FMRAC [ None of these [
F hip: :

PGY: pecialty

Use one section per
Department/Specialty. If the I~ Internship

Department’Specialty is Resid From: = 0@ To:
rotating or transitional, please| esidency r —
provide a schedlule of [ Chief Residency Successfully Completed?: Yes No [ In Progress
rotations. N

I Fellowsnip Accredited by: ACGME I A0A [ | tceme [ rsc I crrc

[ Research RCPSC [ APPAP [ FMRAC [ None of these [ |

. Did this individual ever take a leave of absence or break from hisfher training? . ... ... ... ...

Unusual 1. Did this individual ever take a | 1 ab: break from histher training? [Tves  [No
Circumstances:

2. Was this individual ever placed on probation? . ... N N N [Tyes [INo
Check the correct response.
Omitted responses require 3. Was this individual ever disciplined or placed under investigation? . . ... .. ... ... ... .. .. .. .. l_YES T"INo
written explanation. ) ) [Yes TN

4. Were any negative reports for behavioral reasons ever filed by instructors? o
If necessary, you may 5. Were any limitations or special requirements placed upon this individual because
continue your explanation . N - - Yes No
on a separate sheet of of questions of academic incompetence, disciplinary problems or any other reason? B r —
paper. Please explain any "Yes" response from above: (attach an additional sheet if necessary)
Certification: ‘Completion of the following is certification that the information above is an accurate account of this individual's records

and is true and correct. This section must be signed by the Program Director (M.D./D.O. only), or if appropriate, the Director of GME
Affix your institutional

seal in this space. If Name: Signature:
no seal is available,
you must have this Title: Date of Signature:
form notarized
Tel: Fax: E-Mail:
Rev. 09/07/05 Packet 1D: Request ID

Rev2/11
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LSUHeal

Lh Health Information Management (HIM)
Policy and Procedures

Healthcare Network

Revised Date:

Policy Title: Break Glass Policy Policy Number: |HIM30001
Departments: All Effective Date: |June 2010
Reviewed/ October 2011, October 2012

Approval:

Cathi Fontenot, M.D. - Chief Executive Officer

Approval:

Sharon Rives - Chief Financial Officer

Purpose: To assess the appropriate level of access to the EHR via document security and user
roles.

Policy: LSU Healthcare Network’s (LSUHN) electronic health record (EHR) shall be treated in
a confidential manner and accessed only for appropriate purposes. LSUHN
recognizes the variation of user roles, privileges, and restrictions regarding the EHR.
Therefore, LSUHN shall establish document security requirements for faculty, staff,
residents, and students regarding access to the EHR.

Procedure: Viewing Secure Documents

Viewing security allows certain patients’ health information to be visible only to
designated users.

Break Glass is a security code that allows users to access patient accounts under
viewing security upon supplying a password. Users who do not have viewing security
rights to view these accounts will have to “break glass.”

a. Atthe time a user accesses a patient’s account to which they do not have
viewing security rights, the user will be prompted with a warning screen.

B

You do nok have Security Rights ko Access this Pakient!
Continuing will Require You ko Owerride Patient Security and wour actions will be Audited,
Would wou like bo Conkinue?

Ok ] [ Cancel ]

Policy Number HIM

b. If the user chooses to continue, a Patient Security Confirmation screen will
appear.

30001 Page: 1 0of 4




LSU Health Health Information Management (HIM)

Policy and Procedures

Healthcare Network

2 Patient Security Confirmation -- Webpage Dialog

m You are overriding Patient Security!

= | If vou proceed, all subsequent actions regarding this
- i patient will be logged and flagged as exceptions to
normal access.

All Actions
Will Be Logged
Y >

You must confirm vour user name and password to
proceed.

Password: |

Reason for Access:

Cancel

c. The user must type in their password and reason for accessing the patient’s
record. The user must provide a valid reason for accessing the information
such as scheduling an appointment or triaging the patient.

d. The EHR will allow the user to “break glass” and access the patient’s record.

The EHR tracks all documents the user accessed, edited, and the length of time spent
in each document.

Monitoring Break Glass Policy

a. Designated personnel will run a monthly break glass report and deliver to the
compliance department for review.

b. Compliance department will monitor break glass report on a monthly and as
needed basis.

c. Compliance department will work with administration, HIM department and
clinic directors to educate staff and enforce the “Break Glass” Policy.

Policy Number HIM30001 Page: 2 of 4



O LSUHealth Health Information Management (HIM)

Policy and Procedures

Healthcare Network

Break Glass Confidentiality Agreement

Users who do not have the security access to view secure documents will be asked to
sign a Break Glass Confidentiality Agreement. (See attachment)

Violation of Break Glass Policy

LSUHN will appropriately discipline employees who fail to comply with the Break Glass
Policy.

Violations shall be addressed through the LSUHCN Human Resources Disciplinary
Policy, HR-17, and may include the following sanctions:

Verbal Warning /Written Warning
Suspension for 5 Working Days
Termination

Sequential sanctions are not mandatory. LSUHN maintains the authority to decide
which sanction most effectively addresses the severity of the violation.

Attachment: Signature Attestation

Policy Number HIM30001 Page: 30f4
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Healthcare Network

Break Glass Policy
Scope

This policy establishes requirements for staff, faculty and students regarding access to LSU
Healthcare Network information as well as the responsibilities for stewardship of LSU Healthcare
Network information. LSU Healthcare Network information is all information generated or acquired, in
printed or machine-readable form, by LSU Healthcare Network faculty, staff, students, contractors or
others engaged on the LSU Healthcare Network’s behalf, in the course of carrying out the LSU
Healthcare Network’s mission or conducting its patient care.

Policy Statement

LSU Healthcare Network shall be used only in appropriate purposes. Information is a resource
analogous to Network financial and physical resources. All members of the Network community
should be aware of their obligations to protect Network information. In particular:

¢ Network information may not be accessed by or disclosed to anyone who does not need the
information to perform the activities and fulfill the responsibilities associated with his or her
Network position.

o Those accessing Network information are responsible for giving a password and reason for
entering a secured chart.

e Entering Network secured charts without entering the required information will be regarded
with utmost seriousness. Alleged violations of this policy will be pursued in accordance with
the appropriate disciplinary procedures for faculty, staff and students, and when indicated,
sanctions up to and including dismissal will be imposed.

By signing this document, you are acknowledging that you have read and understand LSU Healthcare
Network’s Break Glass Policy.

Printed Name;:

Signature:

Date:

GME-5
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U LSU NewOrleans

HEALTH SCIENCES CENTER

School of Medicine
Office of Medical Education

Charles W. Hilton, MD

Associate Dean for Academic Affairs
Office of Graduate Medical Education
2020 Gravier Street, Suite 602

New Orleans, LA 70112

| hereby certify that | have received the mandatory 2013-14 House Officer Manual. 1 understand that |
will be accountable for conducting duties in the workplace in accordance with the information contained
in this manual. 1 understand that additional information is available through the LSUHSC-NO website;
http://www.lsuhsc.edu/no/Administration; http://www.lsuhsc.edu/no/administration/hrm;
http://www.medschool.lsuhsc.edu/medical_education/graduate; LSU Bylaws and Regulations, LSU
System Policies, LSUHSC Policies and GME Policies. | understand that these rules and policies are
subject to change and the latest revision of this manual is at

http://www.medschool.lsuhsc.edu/medical _education/graduate/HouseOfficerManual.aspx.

Print Name AY 2013-2014 Department
HO Level
Signature Date SSN or EMPLID

Return this form to Program Coordinator

31
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U LSU NewOrleans

HEALTH SCIENCES CENTER

School of Medicine
Office of Medical Education

Pursuant to LAC 46XLV.422, a physician participating in postgraduate medical training in this
state by way of registration, permit or license, shall report and shall request that the training
program report to the Louisiana State Board of Medical Examiners (LSBME) in writing the
suspension, termination, non-renewal, surrender, resignation or withdrawal of the physician’s
participation in training for any reason other than impairment by drugs or alcohol within thirty
days of such action. To comply with this requirement, I, the undersigned, do hereby consent and
give authority to LSU and its representatives to notify the LSBME in writing the suspension,
termination, non-renewal, surrender, resignation or withdrawal of my participation in training in
my GME program(s). Should I revoke this release at anytime LSU will notify the LSBME of
such revocation.

Print Name Department
Signature HO Level Date
GME-6
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