DENVER HEALTH MEDICAL CENTER

VOLUNTEER SERVICES

APPLICATION FOR JUNIOR VOLUNTEER POSITION
NAME:     









DATE:     
              Last



First


MI

ADDRESS:     




City/State/Zip     
HOME PHONE:       

CELL PHONE:       
E-MAIL ADDRESS:      
DATE OF BIRTH:       
AGE:      

PRESENT GRADE:       NAME OF SCHOOL:      
ADDRESS OF SCHOOL:     
DATES OF FAMILY/PERSONAL VACATIONS:      
EMERGENCY CONTACT:
NAME     




RELATIONSHIP:      

ADDRESS:     







PHONE     
PRESENT EMPLOYER: 
Company Name:      
Address:      
Duties/Responsibilities:      
EXPERIENCE: 

Have you served as a junior volunteer before? YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 
. 
If yes, please list the organizations for which you have volunteered:      
VOLUNTEER GOALS AND INTERESTS:

Why did you want to volunteer at Denver Health?      
What goals do you hope to achieve as a volunteer?      
Are you interested in volunteering in a specific area of the hospital?      

If so, why?      
	Skills/Hobbies
	Volunteer Work Preference
	Availability

	 FORMCHECKBOX 
Helping Visitors
	 FORMCHECKBOX 
 Adults
	Please check the boxes for the days and times you are most often available to volunteer.

	 FORMCHECKBOX 
Helping Patients
	 FORMCHECKBOX 
 Children
	

	 FORMCHECKBOX 
Mailings/Special Projects
	 FORMCHECKBOX 
 Visitors/Families
	

	 FORMCHECKBOX 
Typing/Filing
	 FORMCHECKBOX 
 Patients
	
	S
	M
	 T
	W
	T
	F
	S

	 FORMCHECKBOX 
Errands/Delivery
	 FORMCHECKBOX 
 Other Volunteers
	Morn.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
Answering Phones
	 FORMCHECKBOX 
 Individually
	After.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
Sewing/Crafts
	 FORMCHECKBOX 
 Office
	Eve
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
Computers
	 FORMCHECKBOX 
 Numbers/Data
	
	
	
	
	
	
	
	


How did you hear about the volunteer program at Denver Health?       
PHYSICAL LIMITATIONS:
Is there any reason you could not complete the essential functions of the position for which you are applying?  FORMCHECKBOX 
Yes FORMCHECKBOX 
No  
If yes, what accommodations could be made to enable you to perform the job duties of the position for which you are applying?      
SPECIAL DATA:
Have you ever been convicted or found guilty by a judge or jury of any crime (felony or misdemeanor) that resulted in imprisonment, jail, probation, a deferred sentence, or a fine?  (A conviction will not necessarily bar volunteering; seriousness of the offense and rehabilitation will be considered.) Yes FORMCHECKBOX 
 No FORMCHECKBOX 

 If yes, please explain     
Offenses do not cause automatic disqualification, but are reviewed as related to the position requested. However, Denver Health cannot accept court ordered public service requirements.
I certify that the answers given herein are true and complete to the best of my knowledge.  I understand that any misrepresentations, omissions of facts, or incomplete answers in any application document will disqualify me from further consideration for volunteering.

Volunteer Signature








Date
CONFIDENTIALITY STATEMENT:

Any confidential material a volunteer might observe or any information that might be overheard concerning a patient in Denver Health Medical Center or in a Denver Health facility MUST remain confidential and never be discussed.  This also includes any deliberate action by any volunteer to obtain confidential information on a patient.  I understand that my failure to comply with this confidentiality policy will result in my immediate dismissal and possible felony conviction.

Volunteer Signature: _______________________________________  Date:  __________________

[image: image1.png]



Denver

Health

CONSENT TO WORK AND FOR TREATMENT OF A MINOR

I, the parent and/or guardian of 



give my consent for him/her to volunteer at Denver Health Medical Center.  I understand that he/she must meet certain basic qualifications in order to qualify for this service and that specific training will be given to prepare him/her for service to the medical center.  I further understand that this position will not be expected to provide direct patient care, and will receive supervision.

Further, I hereby give my permission for my child to have a physical examination, or to have treatment in the event of an injury while volunteering for Denver Health.

Further, I do hereby authorize Denver Health Medical Center as agent(s) to give emergency medical/surgical care, if needed, under the supervision of any physician/surgeon licensed by the Denver Health Medical Center, whether such diagnosis of treatment is rendered at the time of said physician or at said health care facility.  It is understood that this authorization is given in advance, to provide authority and power on the part of our aforesaid agent(s) to give emergency care which the aforementioned physician/hospital in the exercise of his/her best judgment, may deem advisable.

Every effort will be made to contact the parent/guardian prior to any emergency medical treatment of said minor.

Parent/Guardian Signature


Date

777 Bannock Street, MC 0254  Denver, CO  80204    Phone: 303.602.2926    Fax: 303.602.2927

VOLUNTEER AGREEMENT

My name is _____________________________________   I hereby agree to accept a

position in a VOLUNTARY capacity as a VOLUNTEER for the Denver Department of Health and Hospitals (hereinafter referred to the Department).  I understand that the term VOLUNTARY means the way in which actions or services are rendered to the Department.  Such actions or services are rendered to the Department with generous and charitable motives.  I understand that liability on behalf of any volunteer will be incurred by the Department only to the extent authorized by law.  I also understand that the term VOLUNTEER means a person who freely chooses and renders services to the Department in a voluntary capacity.

TERMS AND CONDITIONS

1.
I fully understand and agree that my services are provided strictly in a VOLUNTARY capacity.

2.
I fully understand and agree that I am providing services to the Department strictly as a VOLUNTEER.

3.
I fully understand and agree to provide my services to the Department as a VOLUNTEER in a VOLUNTARY capacity without any expenses or implied promise of salary, compensation, or payment of any kind whatsoever.

4.
I fully understand and agree to provide my services to the Department as a VOLUNTEER in a VOLUNTARY capacity without any employment-type benefits, including but not limited to employment insurance programs, worker's compensation accrual or benefits in any form, vacations, or sick time.

5.
I fully understand and agree to assume all work related risks as set forth in the worker's compensation laws of the State of Colorado involved in any and all duties that I perform for the Department in my VOLUNTEER capacity.  Such duties might include but are not limited to transportation or patients, transportation of medical charts, assisting patients in robing/disrobing and other foreseeable VOLUNTEER activities.

6.
I agree to familiarize myself with the Department's policies and procedures.  I will fully comply with both the letter and the spirit of these policies and procedures.

7.
I fully understand that the Department expects high standards of moral and ethical treatment and patient rights of any persons placed under its care.  I agree to adhere strictly to these standards in my VOLUNTARY capacity.

8.
I fully understand and agree that either for failure to comply with any and all of the obligations outlined in this Volunteer Agreement or for any reason whatsoever, while performing my volunteer services to the Department in a VOLUNTARY capacity, the Department, at its sole discretion, may terminate my services.

RELEASE

1.
I agree to release, discharge, indemnify and hold the Department harmless for any and all damage to my personal property while performing my VOLUNTEER services to the Department in a VOLUNTARY capacity.

2.
I understand that public relations is an important part of VOLUNTEERING at the Department.  I, therefore, agree on behalf of myself, my heirs, personal representatives, and executors to allow the Department to use any photographs taken of me for use in public relations efforts.  The Department will use reasonable efforts to notify me but such notification is not a condition of the photographs' release for public relations purposes.

I ACKNOWLEDGE THAT I HAVE READ AND FULLY UNDERSTAND THE TERMS AND CONDITIONS OF THE FOREGOING VOLUNTEER AGREEMENT AND THAT I WILL COMPLY WITH THE SAME. 

_____      ________________________                    ______________________________

Date         Signature of VOLUNTEER

Signature of Denver Department of

Health and Hospitals Representative

PARENT OR LEGAL GUARDIAN 

(OF VOLUNTEERS 17 AND YOUNGER)

As a parent or legal guardian of the above-named VOLUNTEER, I hereby give my consent to allow my (child, ward) to VOLUNTEER services for the Denver Department of Health and Hospitals as described within this Volunteer Agreement.

I have read this Volunteer Agreement and fully understand its terms and conditions.  On behalf of myself and my (child, ward), I agree to all terms and conditions as set out in this Volunteer Agreement paying special attention to the Release Section herein.

_______           _________________________
_____________________________

Date                  Parent or Legal Guardian                   Signature of Denver Department of








 
        Health and Hospitals Representative

Revised 02/10


