
Allied Health Professional (AHP) Initial Attestation

AHP Information

Legal Last Name

Phone Number

Legal First Name

Non-AH Email

Practice Name

Representative Name

Representative Email

Rep. Phone

This Initial Attestation is required for all AHP team members, and all requirements must be submitted and 
approved prior to the first assignment. By completing the attestation below, the Workforce Partner certifies the 
requirements below have been completed as required, and evidence of completion must be immediately 
available to AH Human Resources, upon request.

The following items must be completed and on file for all Extended Workforce Team Members:

Date Completed

Date Completed

Date Completed

Date Completed

By signing below, you are attesting all information above is on file and current.

Sponsoring Physician or Practice Manager Signature Date

Extended Workforce Orientation Manual:

10-Panel Drug Screen, Cleared:

Verification of Certification (if applicable)

Flu Vaccine: Outside of FLU season

Resume/Application

Skills Checklist/Interview Notes

Job Description

I-9/Work Auth/Work Permit/W-9 (where appropriate)

Hand Hygiene Competency

BLS/CPR Certification is required for positions with direct patient care.
Expiration Date

Expiration DateVerification of Licensure (if applicable):

*Proof of MMR Vaccine or Titers

*Proof of Varicella Vaccine or Titers *Proof of Tdap Vaccine or Titers

Background Check will be completed by AH HR team upon receipt of completed Background Disclosure form. Drug Screen 
should be completed within the last 60 days, or upon start with contracted organization, if team member had no break in 
employment. Any offense listed on the background check must be reported to AH.

Criminal Background Check (AdventHealth HR Will Complete Background Check)

You must have a signed waiver if FLU vaccine is declined. EWF Staff must wear a mask from October-March if FLU declined.

Date Declined

Date Completed

AHP team members working in patient care areas must also meet the following additional requirements:

*Proof of Hepatitis B Vaccine or Titers

Proof of TB Requirement within last 90 days

*Signed Declination Form Allowed After Titers Result

Date CompletedRespirator Fit Test within 12 months (if applicable)

2026-1 Email completed form to cfd-s.contingentworkforcemanagement@adventhealth.com for processing.

Flu season Oct-March

mailto:cfd-s.contingentworkforcemanagement@adventhealth.com
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