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STUDENT VOLUNTEER APPLICATION
PERSONAL INFORMATION:
Last Name

   First Name
Middle Initial

Date
__________________________________________________________________

Address


(Apt/lot. #)    
(City)



Zip Code

Phone:____________E-Mail:_____________Birthday:____/____/____(m,d,y) 
WORK STATUS:  __Student__ Employed __ Unemployed

If employed current place of employment____________________Phone:________

SKILLS/WORK EXPERIENCE:
____Accounting ____Leadership ____Computer ____Public Speaking ____Other
IN AN EMERGENCY PLEASE NOTIFY:
Name: _____________________________________________________________

Relationship: _______________________________________________________

Address: __________________________________________________________
Home Phone: _________________________Cell Phone: ____________________
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HOW DID YOU HEAR ABOUT OUR PROGRAM?  ___Friend ___Newspaper

___Brochure ​​​___Bulletin Board ___Web Site ___Other (Please Specify)

VOLUNTEER AVAILABILITY: (Please indicate the days and times you are available to volunteer)

Mon PM___ Tue PM___ Wed PM___Thu  PM___  Fri PM___   Sat AM
___   Sat PM___Sun AM___ Sun PM___

What is appealing to you about volunteering in a healthcare setting? ___________

__________________________________________________________________

Service Area Opportunities: (Please check any that would interest you)

___Working with patients ___Prefer no patient contact ___In the community

___Behind the scenes (administrative/clerical) ___Reception/waiting room

___Retail  ___Other
Have you ever committed, been convicted of, pled guilty to, or plead no lo contendre to a felony or a misdemeanor? NOTE: Conviction of a crime is not necessarily grounds for disqualification.  ____No  ____Yes  If yes, please explain

Have you ever worked/volunteered for a hospital? ____No ____Yes  If yes, 

where and when? _________________________________________________
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The information provided in this application is true in all respects, without any willful omissions. I understand that if this application is false in any way I will be dismissed without notice regardless of when the false information is discovered. 

As a VOLUNTEER, I …

· understand that I am not an employee of Oroville Hospital and therefore have no expectation of remuneration and/or benefits provided to employees of Oroville Hospital.

· agree to complete the volunteer orientation and train as directed until I am deemed by the Auxiliary leadership to be competent to perform the required duties. 

· agree to complete an ANNUAL education review and TB screening as well as any additional service-specific training that may be deemed necessary 

· agree to comply with all the rules and regulations of Oroville Hospital and to uphold the Bylaws and Standing Rules of Oroville Hospital Auxiliary

· understand that I may be dismissed from my duties for willful wrongdoing or negligence and/or performing duties outside my service guidelines. 

· agree to call my service scheduler as soon as possible when I have scheduling changes

· agree to accept assignment to a new service if absent for an extended period of time or as deemed necessary by the scheduler/trainer. 
CONFIDENTIALITY: I understand that all medical, financial, and personal information pertaining to a patient is confidential and is protected from unauthorized viewing, discussion, and disclosure. Therefore, as a volunteer, I understand that I may look at, use, or disclose patient information ONLY as it relates to the performance of my duties. Any unauthorized viewing, discussion, or disclosure will provide grounds for immediate dismissal. Whenever it is questionable as to what information is confidential, it is my responsibility to discuss the matter with my supervisor before any breach of confidentiality occurs. I acknowledge and have read the statements above and agree to abide by the expectations of Oroville Hospital and Oroville Hospital Auxiliary. 
____________________________________________/​______/________

SIGNATURE





     DATE
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I hearby ( do   ( do not grant permission to the Oroville Hospital Auxiliary to use video footage and/or photographs of my student _______________________ for whatever purposes they want, including but not limited to websites, printed publications, and waiting room videos, without further consideration; and I acknowledge that the organization may choose not to use the photos/videos at this time, but may also do so at its own discretion at a later date. 

I also understand that once my student’s image is posted on a website, the image can be downloaded by any computer use that is browsing the site. Therefore, I agree to indemnify and hold harmless from any claims the following: 

· Oroville Hospital Auxiliary

· Oroville Hospital

· Valley Clinical Laboratory

· OroHealth Corporation

· Any Oroville Hospital employees or contractors

· Any Oroville Hospital patients

*Oroville Hospital Auxiliary reserves the right to discontinue use of photos/videos without notice. 
	Name:
	

	Date:
	

	Address:
	

	Phone:
	

	E-Mail
	


PARENT/GUARDIAN SIGNATURE: _____________________________________________

    2767 Olive Highway ( Oroville, CA ( (530) 533-8500 ( www.OrovilleHospital.com
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Dear Parent/Guardian:

It is a California State public health requirement that all Hospital Volunteers be evaluated to determine if they are free from tuberculosis. We need your permission to perform a PPD skin test on your child in order for him/her to begin volunteering at Oroville Hospital. 

Thank you for your cooperation. 

Sincerely, 

Will Glaspie, RN

Director of Volunteer Services

VOLUNTEER INFORMATION

Name:
     _________________________________
Date of Birth: _____________________

Gender:     _________________________________
Age: ___________

Has your child ever had a positive skin test?  (     )       (    )   (If yes, a chest x-ray is required)






        Yes        No

Has your child ever had chicken pox?            (     )       (    )    If yes, when? ______________________






       Yes         No

Has your child completed the following childhood vaccinations? 

Vaccine


Date Received

___ Hepatitis B vaccine

____________

___________
Titer ___________

___ MMR


____________

___________


___ Variax (chicken pox)
____________

I hereby give Oroville Hospital permission to perform a PPD skin test (or chest x-ray, if needed) on my child at Oroville Hospital’s expense. 
____________________________

_________________________

Signature of Parent/Legal Guardian


          Date
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CONSENT FOR MINOR TO PARTICIPATE

STUDENT VOLUNTEER ACTIVITIES AT OROVILLE HOSPITAL

This will authorize ___________________________________,  a minor, to participate in Volunteer activities at Oroville Hospital as prescribed by Oroville Hospital’s Director of Volunteer Services and/or Student Volunteer Advisor(s). I understand that my above-named child’s services are donated to the hospital without contemplation of compensation or future employment and are given for humanitarian, religious or charitable reasons. 

I hereby release Oroville Hospital and it’s employees, officers, directors and agents from any claim of liability for any damages, injury or illness resulting to said minor, not occasioned by any fault or neglect on the part of Oroville Hospital while participating in such Volunteer activities. 

I authorize the Oroville Hospital Emergency Department Physicians as our agents to consent to any x-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by and is to be rendered under the general or special supervision of any physician and surgeon licensed under the provisions of the Medical Practices Act on the Medical Staff at Oroville Hospital. It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required but is given to provide authority and power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which aforesaid physician in the exercise of his/her best judgment may deem advisable. This authorization is given pursuant to the provisions of section 25.8 of the Civil Code of California and shall remain effective for the period fo time my above-named child is a Volunteer at Oroville Hospital. 

Allergies:  ___________________________________________________________________________

Medical Condition(s): _________________________________________________________________

Parent/Legal Guardian Signature: _______________________________________________________

Parent/Legal Guardian Printed Name: ___________________________________________________
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Application received_______________________

Interviewed______________________________


`


Service Area Assigned
TB test__________Orientation_______________

Desk________
         Guild__________

Training begun___________________________

P.A. ________
         Pharm_________

3-month initiation period completed___________                        Gift Shop ____          Surgery________

Training completed_________________________

ER___________         SDS___________

Ratified__________________________________

Hospice ______        Other__________

Badge____________

Notes: 
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