Camp Jamie Volunteer Application
Today’s date________
Date of camp________

All information is strictly confidential
NAME_________________________________________________
Address________________________________________________________________
County_________________________
How long have you lived at this address?    ______________
If less than a year, please give previous address
____________________________________________________________________
Home phone_________________________
Cell_________________________________
Email________________________________
Birthdate__________________________         Age_____________      Gender______________
Ethnic background (Optional)______________________________
Education:
High school attended______________________________   Year completed________
College attended__________________________________Year completed_________
Degree_________________________________________________
Employment         Current line of work_______________________________________________
1.___________________________________________________Dates of employment________
2.___________________________________________________Dates of employment________
3.___________________________________________________Dates of employment________

Volunteer experience:
Agency or Organization___________________________________________________________
______________________________________________________________________________

Do you have any physical limitations?       ____yes    ____no
If yes, please explain_____________________________________________________________
______________________________________________________________________________
Are you available for the entire weekend?      Approximately Friday 3:00pm to Sunday 1:00pm       ____yes     ____no
Are you authorizing Frederick Health Hospice to conduct a background check? ___yes   ___no
Loss history
	Relationship
	Year of death
	Age of diseased
	Cause of death

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	







Camp Jamie Volunteer Application
What position would you like to hold at Camp Jamie?    Big buddy_____    Support staff_____
Big Buddy
You are paired with a camper of the same sex. You will spend the entire weekend side by side with this little buddy, including sleeping arrangements. You provide companionship, support, friendship, and individualized attention to your little buddy. We do our best to pair little and big buddies that we think are the best possible fit for each other. 
Support Staff 
You help bereavement counselors and staff set up and cleanup activities and crafts. You will provide any help or support to a big buddy, and act as an escort to big buddies and little buddies in certain situations. All support staff are in charge of one group activity so the big buddies get a break.  
Have you ever been a volunteer at Camp Jamie?     _____yes    ____no
If yes, in what capacity?  ______________________________________________________
Specify the age range you are most comfortable working with___________________________
Are you comfortable working with any type of loss?    _____yes   ____no
Our campers have experienced a wide range of losses to include; suicide, homicide, accidents, overdose, illnesses. While we do our best to be sensitive to your level of comfort working with children of certain ages or grieving certain losses, we cannot always accommodate your preference.
List any type of loss you are uncomfortable with. 
____________________________________________________________________________
Please list any experience you have working with kids.
____________________________________________________________________________
Do you have experience at any other children’s camps?    _____yes   _____no
If yes, when & where? __________________________________________________________

Why do you wish to volunteer at Camp Jamie? _______________________________________
______________________________________________________________________________
______________________________________________________________________________
T-Shirt size _____________________________
Camp Jamie Volunteer Application
Health history
Person to notify in case of emergency________________________________
Relationship____________________    
Address ______________________________________________________________________
Cell phone _________________________         Other phone __________________________
Health History (please check all that apply)
_____Allergies			_____Emotional Problems		______Wears contacts/glasses
_____Asthma			_____Hearing Impairment		______Heart Disease
_____Seizures			_____Physical Limitations		______Other
_____Diabetes			_____Motion sickness
Please explain any item checked. Include any other useful information regarding your health.
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
[bookmark: _GoBack]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 Frederick Health Hospice 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 Frederick Health Hospice, 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



VOLUNTEER PUBLICITY PERMISSION

Upon occasion, videotaping and/or photography may occur during camp activities. This material may be used for future publicity by Frederick Health Hospice and its 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










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 which capacity and how long have you known this person? 
________________________________________________________________________
________________________________________________________________________

NAME _________________________________________________________________
ADDRESS ______________________________________________________________
TELEPHONE NUMBER ______________________
In which capacity and how long have you known this person? 
________________________________________________________________________
________________________________________________________________________

NAME _________________________________________________________________
ADDRESS ______________________________________________________________
TELEPHONE NUMBER ______________________
In which 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  ______________________        Telephone phone ________________________________
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 ______
							     
Divers license # ___________________________State of issue __________________
Expiration date __________________      Social security number ______________________

Name of most recent employer ______________________________________________
Address ____________________________________________________________________
County _____________________City ____________________State __________________
Zip code _______________     Number of years at this address __________


SIGNATURE ___________________________________________DATE _________________
	
WITNESS ______________________________________________
Frederick Health Hospice
FAX (240-566-3601)
