
HRN:nf/02/02www.medicalnursingspecialties.com

MNSpecialties
Place an Order

Today’s Date ________________________________________________________

GENERAL FACILITY INFORMATION

Facility Name ___________________________________________________________________________

Address_______________________________________________________________________________

City State ________________ Zip Code

Phone No [ ]

Department

TRAVEL AGREEMENT INFORMATION

Does MNS have a current travel agreement with your facility?  Yes  No - If No

Who do we need to contact for that information?____________________________________________________

Job Title __________________________________ Phone No [ ]

PLEASE SPECIFY THE SPECIALTY NEEDED AND HOW MANY:

RNs: M/S ICU ER OR PACU P E DS PICU NICU L&D PSYCH RESP RAD

#



COMME

C

C

J

P

E

F

P

TRAVEL ASSIGNMENT INFORMATION

Length of Travel Assignment:

 Standard 13-Weeks

 Other - Please specify __________________ Weeks

Start Date ________________________________

End Date _________________________________

Does your facility offer any bonuses?  Yes  No

What type? Sign-On  Completion  Other

Amount(s) $
ONTACT INFORMATION

ontact Name _____________________________

ob Title

Department

Email

hone No. [ ]

xtension

ax No. [ ]
HRN:nf/02/0202www.medicalnursingspecialties.com

NTS __________________________________________________________________

ager No. [ ]


