[image: image1.png]park@@tree

mmunity Health Cen!





Volunteer Packet

Instructions

Application: Please complete all applicable sections of the application and submit your application via email to info@parktreechc.org.  

Interview: A representative may call to interview you and go over your application.  The purpose of this interview is to help us become acquainted and determine your potential volunteer placement.  
Background check: Once a volunteer is accepted, a background check will be conducted and the potential volunteer will be notified and provided with a start date.  Please Note: Professional Volunteers associated with one of our community partners do not need to undergo a background check.   
Volunteer Packet: All volunteers will need to complete the volunteer packet prior to their first day.  The volunteer packet includes Emergency Contact Sheet, Confidentiality Statement, Conflict of Interest, Dress Code Acknowledgment and Assumption of Risk related to COVID-19.  All volunteers that have direct patient care will need to show proof of MMR, Tdap and Hep vaccines, current TB  test results and current physical prior to their start date.  
Badge: On the volunteer’s first day, he/she will report to Human Resources to receive a volunteer badge.  

Email: PCHC email address will be assigned based on position and length of commitment.  

Training: All accepted volunteers will receive training in the department in which they are placed.  
Requirements

1. All volunteers must be at least 18 years of age 

2. All volunteers must commit to service for a minimum of 3 months

Volunteer Application

Applicant Information

Please print




Date: _____________________________________________

Last Name: ____________________________
First Name: __________________________ MI: ______

Street Address: ________________________________________________________________________

City, State, Zip Code: ____________________________________________________________________

Phone: ______________________________
Email: ________________________________________

Availability, Interest & Special Skills  

            Monday            Tuesday            Wednesday            Thursday            Friday            Saturday

AM
☐

☐

☐

☐

☐
         ☐


PM
☐

☐

☐

☐

☐
    ☐
What interest you at ParkTree Community Health Center? 
__________________________________________________________________________________________________________________________________________________________________________

Please list any special skills: 

__________________________________________________________________________________________________________________________________________________________________________
Length of Commitment:     ☐ 3 months

☐ 6 months 

☐ 1 year
Do you have a Drivers License? 



Do you have auto insurance? 
Yes

No 




Yes

No 

☐

☐




☐

☐
Education 

	Type of Institution
	Name and Address
	Dates of attendance 
	Did You Graduate?
	Degree or Diploma

	High School 


	
	From: 

To: 
	
	

	University or College 


	
	From: 

To:
	
	

	Vocational/Trade/Business


	
	From: 

To:
	
	

	Residency 


	
	From: 

To:
	
	

	Apprenticeship 


	
	From: 

To:
	
	


Licenses and Certifications
Providers:

License: _______________________________________

Expiration Date: ___________________

DEA License: ____________________________________
Expiration Date: ___________________

NPI: ___________________________________________
Expiration Date: ___________________
CPR/BLS: _______________________________________
Expiration Date: ___________________
Nurses:

License: _______________________________________

Expiration Date: ___________________

CPR/BLS: _______________________________________
Expiration Date: ___________________

Residents and Nursing Students:

School: ________________________________________
Program and year: _________________

CPR/BLS: _______________________________________
Expiration Date: ___________________

Registered Dental Assistants: 

License: _______________________________________

Expiration Date: ___________________

CPR/BLS: _______________________________________
Expiration Date: ___________________

Registered Dental Hygienist: 

License: _______________________________________

Expiration Date: ___________________

CPR/BLS: _______________________________________
Expiration Date: ___________________

Medical Assistants: 

Certification Number: ____________________________
Expiration Date: ___________________
Discourses and Consent 
Please initial and sign

____ I hereby certify that I have not knowingly withheld any information that might adversely affect my chances for promotion or transfer within ParkTree Community Health Center (PCHC) and that the answers given by me to the questions and statements on this application are true and correct. I hereby authorize PCHC to verify all information on this application. I also authorize my former employers and educational institutions to give PCHC any information they may have regarding me. I further certify that I have personally completed this application. I understand that any omission or misstatement of material fact on this application or on any document used to secure a promotion or transfer shall be grounds for rejection of this application or immediate discharge, regardless of the time elapsed before discovery.

____ I understand that nothing contained in the application, or conveyed during any interview is intended to create an employment contract between me and the PCHC.  I agree to conform to the rules and regulations of the PCHC. I further understand that every aspect of my employment with the PCHC shall be on an at-will basis, meaning that I or PCHC may terminate my employment at any time, for any reason, with or without cause. I further understand that the PCHC expressly reserves its inherent authority to manage and control the business enterprise and to exercise its sole discretion to determine all issues pertaining to my employment, including all matters pertaining to promotion, job assignment, the size of the workforce, demotion, transfer and discipline.
PRINT NAME: _________________________________

APPLICANT’S SIGNATURE: ________________________________ 
DATE:  ________________________

FOR OFFICE USE ONLY

Human Resources: ____________________________________
Date: ___________________________

Department Assigned: _________________________________
Start Date: _______________________
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