CAMP JAMIE VOLUNTEER APPLICATION







             Today’s Date ________________








 Date of Camp ________________

ALL INFORMATION IS STRICTLY CONFIDENTIAL

NAME _______________________________________

ADDRESS _____________________________________________________________

COUNTY IN WHICH YOU RESIDE ______________________________________

HOW LONG HAVE YOU LIVED AT THIS ADDRESS _______________________

IF LESS THAN ONE YEAR, GIVE PREVIOUS ADDRESS ____________________________________________





TELEPHONE NUMBER (H) _____________________





TELEPHONE NUMBER (W) _____________________




EMAIL ADDRESS ______________________________

BIRTHDATE ___________________
AGE ________
GENDER ________

ETHNIC BACKGROUND (OPTIONAL) ___________________________________

EDUCATION:


HIGH SCHOOL ATTENDED _______________________________________



YEAR COMPLETED ________________________________________


COLLEGE ATTENDED ___________________________________________



YEAR COMPLETED __________    DEGREE ___________________

EMPLOYMENT: 

1. ______________________________________________________________________

                                                                                            DATES OF EMPLOYMENT

2. ______________________________________________________________________





                                            DATES OF EMPLOYMENT

3. ______________________________________________________________________








         DATES OF EMPLOYMENT

VOLUNTEER EXPERIENCE:


AGENCY OR ORGANIZATION ____________________________________

_______________________________________________________________________

CAMP JAMIE VOLUNTEER APPLICATION

PHYSICAL LIMITATIONS?     __YES     __NO          IF YES, PLEASE EXPLAIN 

________________________________________________________________________ 

HISTORY OF EMOTIONAL DISTURBANCES?     __YES      __NO     IF YES,

PLEASE  EXPLAIN _____________________________________________________
ARE YOU AVAILABLE FOR THE ENTIRE WEEKEND? ___YES  ___NO

ARE YOU AUTHORIZING HOSPICE OF FREDERICK COUNTY TO CONDUCT A BACKGROUND CHECK?  ___YES   ___NO

DEATH HISTORY:

	RELATIONSHIP OF DECEASED
	YEAR OF DEATH
	AGE OF DECEASED
	CAUSE OF DEATH

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


CAMP JAMIE VOLUNTEER APPLICATIONS

Position you would like to hold at camp (Big Buddy or Support Staff)



______________________________

Have you ever volunteered at Camp Jamie?     ___YES     ___NO     If yes, in what capacity? 



______________________________

What experience do you have working with children?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Any experience at other children’s camps?     ___YES     ___NO     If yes, when and where?

________________________________________________________________________

Why do you wish to volunteer at Camp Jamie this year? _______________________

________________________________________________________________________

________________________________________________________________________

Hobbies: _______________________________________________________________

________________________________________________________________________

________________________________________________________________________

T-Shirt Size ____________________________

CAMP JAMIE VOLUNTEER APPLICATION

VOLUNTEER HEALTH HISTORY FORM

PERSON TO NOTIFY IN AN EMERGENCY _______________________________

RELATIONSHIP ________________________

ADDRESS _____________________________________________________________

DAYTIME PHONE # ________________EVENING PHONE #__________________

HEALTH HISTORY (Please check those that apply)

___Allergies                  ___Emotional Problems                ___Wears Contacts/Glasses

___Asthma

   ___Hearing Impairment

___Heart Disease

___Seizures

   ___Physical Limitations

___Other

___Diabetes

   ___Motion Sickness

Please explain any items that were checked or indicate any other useful information regarding your health:

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________



Are you currently under a physician’s care for a medical problem?  ___YES  ___NO

Are you restricted from participating in any physical activity?  ___YES  ___NO

I know of no health reasons, other than information indicated on this form, why I should not participate in any of the Camp Jamie activities.

__________________________________


________________________



Signature






Date

CAMP JAMIE VOLUNTEER APPLICATION

AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT

Should a medical emergency arise during my participation in Camp Jamie activity and I am unable to speak for myself, I consent to:

1. The administration of medical treatment and/or surgical procedures 

deemed necessary by the medical doctor and/or medical facility identified below or chosen by the Camp Jamie Director and

2. The immediate administration of life-sustaining measures deemed 

necessary under the circumstances.

_________________________________________

________________________



Signature






Date

Preferred medical doctor/facility ___________________________________________

Address ________________________________________________________________

Telephone Number ________________________

Insurance Company ______________________________________________________

Policy Number ____________________________

Policyholder’s Name _____________________________________________________

CAMP JAMIE VOLUNTEER APPLICATION

STATEMENT OF CONFIDENTIALITY

I understand that information regarding Hospice of Frederick County, Frederick Memorial Hospital, patients, their families and/or significant others, and any persons receiving support or services in any capacity is privileged information for use by and with authorized persons only.

I will disclose such information only in the discharge of my assigned duties and responsibilities with Hospice or persons authorized to receive such information through the signed consent of patient, family member, or affected party.

I will not disclose any information with anyone unauthorized to receive this information. I will handle any and all paperwork and forms with proper procedure of control so that no information is accidentally observed or released to any unauthorized persons. I also understand that the casual sharing of patient care information in public places or settings is inappropriate.

I further understand and agree that any violation of this policy is of such critical offense that it will justify my immediate discharge.

Print Name ___________________________________________

Signature _____________________________________________

Date _________________________________________________

CAMP JAMIE VOLUNTEER APPLICATION

VOLUNTEER RELEASE OF LIABILITY

I understand and agree that Hospice of Frederick County, Frederick Memorial Hospital, Board of Directors, Employees and Volunteers are released from any legal responsibility and/or liability for negligence arising out of any accidents or illnesses which occur while the volunteer listed below attends Camp Jamie.

_______________________________________

________________________

Signature of Volunteer





Date

If volunteer is under 18 years of age, signature of parent/guardian is required:

_______________________________________

________________________

Signature of Parent/Guardian




Date

VOLUNTEER PUBLICITY PERMISSION

Upon occasion, videotaping and/or photography may occur during camp activities. This material may be used for future publicity by Hospice of Frederick County, Frederick Memorial Hospital and it’s Board of Directors. In addition, with Hospice staff permission and supervision, the news media may wish to photograph, videotape and/or interview some of the volunteers and children attending camp. Please sign below if you have no objections to being subject to this.

_______________________________________

________________________

Signature of Volunteer





Date

If volunteer is under 18 years of age, signature of parent/guardian is required: 

_______________________________________

________________________

Signature of Parent/Guardian




Date

CAMP JAMIE VOLUNTEER APPLICATION

REFERENCES

PLEASE LIST THE NAMES, ADDRESSES, AND PHONE NUMBERS OF 3 REFERENCES, 2 OF WHICH CAN BE PERSONAL REFERENCES, 1 BEING A PRESENT OR FORMER SUPERVISOR.

NAME _________________________________________________________________

ADDRESS ______________________________________________________________

TELEPHONE NUMBER ______________________

IN WHAT CAPACITY AND HOW LONG HAVE YOU KNOWN THIS PERSON?

________________________________________________________________________

________________________________________________________________________

NAME _________________________________________________________________

ADDRESS ______________________________________________________________

TELEPHONE NUMBER ______________________

IN WHAT CAPACITY AND HOW LONG HAVE YOU KNOWN THIS PERSON?

________________________________________________________________________

________________________________________________________________________

NAME _________________________________________________________________

ADDRESS ______________________________________________________________

TELEPHONE NUMBER ______________________

IN WHAT CAPACITY AND HOW LONG HAVE YOU KNOWN THIS PERSON?

________________________________________________________________________

________________________________________________________________________

PINKERTON CONSULTING & INVESTIGATIONS

AUTHORIZATION FOR RELEASE OF INFORMATION

In connection with my application for employment, I authorize Pinkerton Consulting & Investigation and their respective agents, to solicit information about my criminal background, and general public records history.

I AUTHORIZE, WITHOUT RESERVATION, ANY GOVERNEMNT AGENCY CONTACTED BY PINKERTON CONSULTING &INVESTGATIONS OR THEIR RESPECTIVE AGENTS, TO FURNISH THE ABOVE  REFERENCED INFORMATION.

I release Pinkerton Consulting & Investigations, their respective employees, agents and government agencies providing information or reports about me from any and all liability arising out of the release of any such information or reports.

Pinkerton retains copies of criminal backgrounds for a maximum of thirty days. They are destroyed after that period.

I have been advised of my rights under the Fair Credit Reporting Act. If negative information should be presented in my name, I reserve the right to contact Pinkerton Consulting & Investigations for clarification.

Hard copy of record is kept for 30 days.







DATE OF BIRTH  ______________________



NAME (Print)__________________________________________________________________



(First)



(Middle)


(Last)

OTHER NAMES USED (including Maiden names) __________________________________

CURRENT ADDRESS __________________________________________________________

COUNTY _________________________CITY ____________________STATE ___________

ZIP CODE ________________________NUMBER OF YEARS AT THIS ADDRESS ______

PRIOR ADDRESS IF LESS THAN 2 YRS AT CURRENT

ADDRESS ____________________________________________________________________

COUNTY _________________________CITY ____________________STATE ___________

ZIP CODE ________________________NUMBER OF YEARS AT THIS ADDRESS ______

TELEPHONE NUMBER _________________________

DRIVERS LICENSE # ___________________________STATE OF ISSUE ______________

EXPIRATION DATE ___________SOCIAL SECURITY NUMBER ___________________

NAME OF MOST RECENT EMPLOYER _________________________________________

ADDRESS ____________________________________________________________________

COUNTY _____________________CITY ____________________STATE _______________

ZIP CODE _______________# OF YEARS EMPLOYED AT THIS ADDRESS __________

SIGNATURE ___________________________________________DATE _________________



(Parent signature, if under 18)

WITNESS ______________________________________________

HOSPICE OF FREDERICK COUNTY

FAX (240-566-3601)
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