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JUNIOR VOLUNTEER PROGRAM APPLICATION

Please return this form along with the application to the Human Resources Department before the date you plan to attend Orientation. You must be on the schedule to attend orientation.  You must read Volunteer Handbook and sign acknowledgement.  You must report to Human Resources Department to be assigned to a department.  You must wear a Junior Volunteer uniform and your identification badge.

PLEASE MAIL TO:

HAND DELIVERY:

Doctors Memorial Hospital 

Human Resources Department

Attention:  Human Resources Department

333 North Byron Butler Parkway
P.O. Box 1847

(this is not a mailing address).

Perry, FL. 32348

******************************************************************************

________
Yes, I plan to attend Orientation, _________________, in the Education Room in the Ward Building from 8:00 a.m. to 12:00 noon.  Application must be received at least one full week prior to scheduled orientation.

________
No, I will be unable to attend Orientation on the above date. I will attend the next Orientation scheduled for, ___________________, in the Education Room in the Ward Building from 8:00 a.m. to 12:00 noon.  

******************************************************************************

_______________________________________________________

Name

_______________________________________________________

Street Address

______________________________________________________

City, Zip

______________________________________________________

Phone Number

******************************************************************************

MY SIGNATURE BELOW SIGNIFIES THE FOLLOWING:

I have provided all the information requested on the application. I have read and understand the enclosed information as to responsibilities of being a Junior Volunteer and have my parents consent to volunteer at Doctor’s Memorial Hospital.

______________________________________    ______________________________________

                   Applicant's Signature



                   Date

JUNIOR VOLUNTEER PROGRAM APPLICATION

TO BE COMPLETED BY APPLICANT:

NAME: ____________________________________________ MALE: _____ FEMALE: _____

ADDRESS: _______________________________________ CITY: ___________ ZIP: _______

PHONE NUMBER: ________________________________  SS#: _______________________ 

BIRTHDATE: __________________ AGE: ________    (Must be between the ages of 15 - 18).


Have you previously served as a Junior Volunteer? _________ If yes, indicate the location and dates of services:

__________________________________________________________________________


Are you interested in a career in the health care field? If yes, please tell us your area of interest.

__________________________________________________________________________


Please use the provided space to give a brief explanation why you are wanting to volunteer:

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Applicant's Signature: _______________________________ Date: ____________________


JUNIOR VOLUNTEER PROGRAM APPLICATION

PREFERRED JUNIOR VOLUNTEER AREAS

From the following list, please identify three areas to which you would like to be assigned as a Junior Volunteer. Indicate your order of preference by marking #1, #2, or #3 beside the appropriate selection.  Preferences will be considered, however, we cannot guarantee them. Some areas are only available during the summer program.

_______    Central Registration (help new patients by taking them to most hospital areas and helping staff with paperwork when needed)

_______    Catering (work with the Food Services staff serving patients or helping with functions around the Hospital)

_______    Nursing Units (work with patients, performing assigned tasks and assist staff by running errands)

_______    Offices perform general clerical duties and run errands around the hospital

_______    Transportation (help with transportation of patients to and from the department)

_______    Receiving (help in the delivery of new supplies to the various hospital departments)

_______
Radiology (help hospital staff in file room and other areas within the department)

APPLICANT'S NAME: __________________________________________________________

REFERENCES (List Two)

______________________________________________________________________________

NAME
ADDRESS
PHONE

______________________________________________________________________________NAME
 
 


           ADDRESS



        PHONE

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 

TO BE COMPLETED BY SCHOOL OFFICIAL: (i.e., Counselor, Teacher, Principal)
SCHOOL:
_____________________________________________ GRADE: _______ GPA: _________

RECOMMENDED BY:_________________________________________________________________


                         SIGNATURE
             TITLE

NOTE:
If GPA is less than 2.5, a written recommendation from your Counselor, Teacher or Principal must accompany this application.


TO BE COMPLETED BY PARENT OR GUARDIAN:

PARENT(S) OR GUARDIAN(S) NAME:___________________________________________

BUSINESS PHONE NUMBER (if appropriate): Father: ____________ Mother: ____________

HEALTH RECORDS:

Describe the health of your son/daughter during the past year: _____ GOOD ____ OTHER,

Explain:

Is your teenager currently taking any medications? ____ NO ____ YES,  Identify:


_____________________________________________________________________________

Does your teenager have a history of serious or chronic illness?   If yes, please explain.

Any known allergies? ___________________________________________________________

Has your teenager had chicken pox or shingles? ______________________________________

Are the following immunizations up to date? We would like to have a physician's signature to verify the dates. If getting the signature is difficult for you, please call your physician's office and get the dates and the name of the person who gave you the information.


MMR:_________________ (Measles, Mumps, Rubella)   


                 Date Given




____________________________









  Physician's Signature
Tetanus/DT: ________________



___________________________


 Last Date Given
Physician's Name

Hepatitis B: ______________________


___________________________


Dates for all shots (3)
Name of the person at Physician's office who verified dates of immunizations.

WE MUST HAVE ALL HEALTH INFORMATION COMPLETED IN ORDER FOR OUR TEENAGER TO VOLUNTEER.

Discuss with your teenager and identify the preferred hours and days he/she would like to volunteer. The hours are flexible and can fall between the hours of 7:00 a.m. and 7:00 p.m. seven days a week. During the school year, Junior Volunteers may only volunteer eighteen hours during the week (3 hours per day), except holidays. If this is for summer volunteering, Junior Volunteers may volunteer up to forty hours a week (8 hours per day).   Volunteer hours will vary, depending on each department’s needs.

Please list the days and times that will fit your teenager’s schedule. Make sure to list alternative days and times if first choice is not available.

1.
__________________________________________

2.
__________________________________________

3.
__________________________________________

Are there any dates that your teenager cannot work during the summer program? (Vacations, sports activities, etc.)

My son/daughter has my permission to serve as a Junior Volunteer at Doctor’s Memorial Hospital and I understand he/she will perform, under supervision, only those duties to which he/she has received instruction. Those duties include, but may not be limited to the following:



1.   Help in the admission or discharge of patients



2.   Pass and refill water pitchers



3.   Serve extra nourishments



4.   Transport patients Via wheelchair or stretcher



5.   Run errands to departments



6.   Serve and remove meal trays




7.   Put forms together for admission packets



8.   Make unoccupied beds



9.   Respond to patient's call



10. Write and/or mail letters for patients



11. Comb and/or brush patient's hair



12. Visit with patients



13. Obtain newspapers or magazines for patients



14. Care for patient's flowers




15. Help with daily cleaning and maintenance of the unit



16. General clerical duties

X_________________________________   (Signature of Parent or Legal Guardian) 
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