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SW COMMUNITY HEALTH CENTER

7754 SW Capitol Highway Portland OR 97219     503-977-0733

www.swchc-pdx.org 

VOLUNTEER APPLICATION

Biographical Information

Name:______________________________________________________Date_________________

Last



First


MI

Address:_________________________________________________________________________
City:  ____________________________ State:____________  Zip:__________________________

Telephone:  Work___________________ Home:_________________ Cell: ___________________
Email: ________________________________________________ Date of  Birth:______________
In Case of Emergency Call

Name:___________________________________________Phone:__________________________
Relationship______________________________________________________________________
Educational Information 

Educational Degrees/Professional Licenses

_________________________________________________________________Date: __________

_________________________________________________________________ Date: __________

Are you a student?   ( Full time   ( Part time   (  No    Where?______________________________
If Yes, what is your course of study?__________________________________________________
Foreign Language 

Read: __________________________________Speak: ___________________________________
Circle one:   Fluent - Intermediate - Beginning  

Are you certified as a medical translator: ( Yes*   ( No        *Please attach copy of certification
Institution name and location: _______________________________________________________
Employment

If currently employed, please list employer name and address.

Name: __________________________________________________________________________
Address: ___________________________________ City: ___________ State: ___ Zip: _____

Work Performed: ____________________________________ Dates Worked: _________________________________________________________________________________
References 
Work/Personal Reference

Name: _____________________________________________________________________________
Address: ____________________________________ City: __________ State:___ Zip: ____________
Phone Number: ______________________________ Email:  _________________________________
Occupation/Relation: _________________________________________________________________
Work/Personal Reference

Name:______________________________________________________________________________
Address: __________________________________ City: __________ State:___ Zip:  _____________
Phone Number: ______________________________ Email: _________________________________
Occupation/Relation: _________________________________________________________________
Background Information
SWCHC routinely performs a criminal history background check as a condition of volunteer participation.  Have you ever been convicted of a felony or misdemeanor?  ( Yes   ( No

If yes, list dates, places, charges and disposition below. ______________________________________________________________________________________________________________________________________________________________________
If your volunteer work requires that you drive your own vehicle for clinic business, SWCHC routinely submits a DMV check as a condition of volunteer participation.

In the past two years have you been charged with a moving vehicle violation? ( Yes   ( No

If yes, list dates, places, charges and disposition below. ________________________________________________________________________________________________________________________________________________________________
Schedule

Days and Times Available (Please list hours for each day you can volunteer) 

Monday ____________________ Tuesday ________________ Wednesday _____________

Thursday ___________________ Friday __________________

How did you learn about SW Community Health Center?

___ Agency             ___ Client of clinic or relative of client        ___ Educational Institution

___ Staff referral     ___ Religious Institution 
                   ___ Other ______________
Have you done any volunteer work previously?  Please indicate agencies, dates and duties:

________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________
If accepted for volunteer service, what kind of volunteer assignment would you prefer?

________________________________________________________________________________
Please provide a brief statement explaining your motivation for volunteering at SWCHC (about 200 words)

Volunteer Commitment

I understand that as a SWCHC Volunteer I commit to six-month volunteer service at the clinic unless otherwise agreed to.

Volunteer Insurance Coverage

I understand that while acting as a health professional volunteer at SWCHC, I must be indemnified for my work at SWCHC either by the organization with which I am affiliated or through Multnomah County Health Department.  Multnomah County Health Department indemnification must be renewed every two years.  If I am acting as a non-health professional volunteer, I am covered for liability by SWCHC for bodily injury and property damage caused to others.  I understand that if I am hurt, I am responsible for my own medical care.  I am not covered by Worker’s Compensation insurance.

I further understand that if my volunteer duties require me to utilize my own vehicle, my own insurance will be considered primary, and that SWCHC’s liability insurance will apply on a secondary basis.  I will inform my insurance agent of my use of my own vehicle for volunteer duties, to assure adequate continuation of coverage.



______________________________________________   ________________

Signature






Date

Criminal Records Authorization

Full Legal Name:________________________________________ Date of Birth ___/___/___

Other Name(s) I have used:______________________________________________________
Address_____________________________________________________________________



Street




City

State

Zip

Previous Address (if residing at current address less that five years)

Address_____________________________________________________________________



Street




City

State

Zip

Driver’s License__________________
________________________
__________




State of Issuance

Number




Expiration Date
I hereby authorize SW Community Health Center to obtain information about me from the Oregon State Police and other law enforcement agencies, the Department of Motor Vehicles and the Courts.



______________________________________________   ________________

Signature






Date

Release of Information

I certify that all the above information is accurate and truthful to the best of my knowledge.

I hereby authorize SW Community Health Center (SWCHC) and its representative to consult with any and all third parties who have been associated with me and/or who may have information bearing on my qualifications and competence for approval as a volunteer with SWCHC.   

I hereby authorize and consent to the release of information concerning me to SWCHC and I release from liability all such persons, hospitals or organizations complying with this request. I understand that this information is being requested as part of the credentialing process for volunteers. 


______________________________________________   ________________

Signature






Date

Confidentiality Agreement
I understand that SWCHC has a legal responsibility to protect patient privacy.  To do that, it must keep patient information confidential and safeguard the privacy of patient information. 

Additionally, I understand that during the course of my relationship with SWCHC, I may see or hear other confidential information, including operational and financial information, pertaining to SWCHC practices that must remain confidential.

By signing this Agreement, I understand and agree that:

1. I will keep patient information confidential, and will disclose patient information only at the direct request of SWCHC.  Regarding other types of important information related to SWCHC, I will keep such information confidential and will only disclose such information if it is required for performance of my job.

2. SWCHC operates in public places and privacy must be maintained in these places (including health or financial information and last name) and I will maintain this.  Occasionally an emergency may arise where strict confidentiality may not be possible in order to expedite care.

3. I will only access or view patient information that is required to do my job.  If I have any question about whether access to certain information is required for me to do my job, I will immediately ask the person in charge or the Executive Director.

4. I will not disclose, copy, transmit, inquire, modify, or destroy patient information or other SWCHC confidential information that I may become aware of, incidentally or intentionally, as a result of my relationship with SWCHC.  This especially includes transmission from SHCHC to my home.

5. Even after my job is complete, I agree to meet the obligations under this agreement.

6. I understand that violation of this Agreement may result in disciplinary action, including termination of my relationship with SWCHC.

I have read the above Agreement and agree to comply.

____________________________________________________________  _______________________
Signature









Date

Print Name__________________________________________________________________________
Staff Witness Signature________________________________________________________________
For Office Use Only:


Date Application Received:____________________	By:_________________________


Date Background check completed:______________	By:_________________________


Date DMV check completed:___________________	By _________________________


Date CR check complete:______________________	By _________________________


Date of Database entry:________________________	By:_________________________


Date interview:______________________________	By:_________________________


Comments:
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