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Dear Junior Volunteer Candidate:

Thank you for considering Mercy Medical Center for your volunteer experience. |
have enclosed an application packet for you to complete before you start
volunteering. Each area will be explained in this letter. .

The State of New York requires the following of all personnel working in the
hospital:

e Physical Examination: A recent physical examination is required. If you
have had an exam in the past year, just have your physician complete the
reverse side of the form. You and your parents can complete the medical
history.

e PPD Tests: Two PPD tests are required within two weeks of each other.
This can be done free of charge at the Volunteer Office. Call my office at
705-1391 and make an appointment.

e Proof of MMR Immunization: If you have had 2 shots of measles,
mumps, and rubella, just bring in a copy of these immunizations. If you
need a second shot, please have your doctor administer it.

e Signed Consents: Please have your parents sign the consent for PPD
(above); the Emergency Department's consent form, in case you have a
life-threatening emergency while on duty; and consent for Hepatitis B
immunization in case you choose to have it done.

e Working Papers: Please obtain a copy of your working papers for our file.
These are obtained from your local high school.

e Attend the Orientation: Bring all papers to the orientation, do not mail in.
Bring a pen with you. You must park in lot number 8, the code for the gate
is 1030#. If you park in any other lot you will have to pay a $4.00 parking fee.

Marks Lecture Hall-come inmain entrance of hospital. Take the
elevator to the basement, make a right when getting off the elevator, walk a few
steps and make another right, Mark's Lecture Hall will be right in front of you.




e Uniform Costs $18.00: When you're ready to start, pay the Volunteer
Office where and pick up the uniform.

e |D Badges: There is a $10 charge for your ill Badge, which will be
refunded after you render 50 hours of volunteer service. The hours for
badges are Monday, Wednesday, Thursday 10:00am-2:30PM and Tuesday
and Friday 1:00-2:30pm. (You MUST make an appointment through the
volunteer office.

If you are interested in volunteering, attend the Orientation even if all your papers
are not complete.

Any questions please call 516-705-1391

Hope to see you soon.

Sincerely yours,

Kathleen Fee
Director, VVolunteer Services

KF-2007



REQUIRE DATECOMPLETED INITIALED
P.E.
PPD x 2
IMMUNIZATION
WORKING PAPERS
ORIENTATION
I.D.
UNIFORM

JUNIOR VOLUNTEER PROGRAM APPLICATION

Date of Application: Starting Date:

Print Name Last First M.L.
Address Number & Street City State Zip Code
Home Telephone Number Date of Birth Age Grade
Name of School Town

How did you hear about this volunteer program?

Do you know anyone that is employed at Mercy?

What do you think volunteering can do for you?

What do you expect to contribute to this program?

THIS PROGRAM WILL REQUIRE YOU TO WORK WITH PEOPLE OF ALL AGES.
HOW DO YOU FEEL WORKING WITH:

Children:

Adults:

The Elderly:

WHAT AREAS OF VOLUNTEER INVOLVEMENT ARE OF INTEREST TO YOU?
L] Companionship ] Special Projects

] Assisting Nurses with Patient Care ] Assisting with Various Office Work

O Messenger Services L1 Clerical Work



WHAT ARE YOUR SPECIAL AREAS OF INTEREST?

WHAT ARE YOUR SPECIAL TALENTS, SKILLS, ABILITIES?

DO YOU HAVE SPECIAL VOLUNTEER EXPERIENCE?

IF SO, WHERE?

ARE YOU EMPLOYED OR OTHERWISE OBLIGATED AFTER SCHOOL?

COMMENTS:

HISTORY OF CRIMINAL OFFENSE YES NO

IF YES, EXPLAIN

DAY (S) YOU WISH TO VOLUNTEER:

(7 MONDAY (7 TUESDAY (7 WEDNESDAY
@ THURSDAY 0 FRIDAY 7 SATURDAY 7 SUNDAY
EMERGENCY CONTACT:
Name Phone#

SCHOOL OR JOB REFERENCES:

1)

Name Phonet

2)

Name Phone#

PLEASE NOTE:
**ALL JUNIOR VOLUNTEERS MUST TAKE PART IN THE EDUCATIONAL SEMINARS AND
ORIENTATION PROGRAMS DESIGNED FOR THE JUNIOR VOLUNTEER PROGRAM. **

ALL INFORMATION CONTAINED HEREIN IS CORRECT.

SIGNATURE DATE

VOLUNTEER APPLICATION JUNIOR 10/13/03



Dear Doctor:

has applied to Mercy Medical Center for
volunteer service that does not require professional training.

The New York State Department of Health regulations, Section 405.3, requires hospitals
“to ensure that all volunteers whose assignments might affect patient health have an
initial health assessment that includes immunization against rubella, measles, mumps,
varicella (or such screening, if appropriate) two PPD skin tests, a follow-up PPD skin test
every year, and an annual health assessment. The Medical Center need not provide these
services, but must show that volunteers have received them.”

Please complete the attached form indicating that the applicant is cleared for service as a
volunteer. PPD tests will be administered by Mercy Medical Center’s VVolunteer Office.

Please return the form to the Volunteer Office in the enclosed self-addressed envelope or
give it to the applicant for forwarding.

Very truly yours,

Kathleen Fee
Director, VVolunteer Services

DEAR DOCTOR LETTER 06/01/06



To: Parent or Guardian

From: Kathleen Fee
Director, VVolunteer Services

Re: Permissions for Blood Work, Emergency Treatment, and Tuberculin Testing
Blood Work
I give my permission for my daughter/son to
have blood drawn for screening of:

A. Hepatitis B

B. Communicable disease titer

Parental Consent for Emergency Treatment

I hereby give my consent for Mercy Medical Center to render emergency treatment for my
daughter/son , In the event that
she/he requires emergency treatment and | am unable to be reached.

CONSENT FOR ADMINSTRATION OF PPD TEST

The undersigned, being the , and the person having legal
(Relationship to Minor)

custody of , @ person under the age of

(Name of Minor)
eighteen years of age, herby authorizes Mercy Medical Center Volunteer Services to administer
the PPD Test (Purified Protein Derivative) for tuberculosis. This test is required by the New
York State Department of Health Regulations, Section 405.3 (b) (6), prior to assigning any
volunteer to patient service in the hospital.

Signed: Date:

Address:

Witnessed by: Date:

PPD PERMISSION SLIP 042605



MERCY MEDICAL CENTER

VOLUNTEER PRE-PLACEMENT PHYSICAL
PLEASE PRINT

Name: Date:

Dept /Position: Date of Birth:

Home Phone: Social Security #:

Address: Sex: [ ] Female [ ] Male

Emergency Contact:

City, State, Zip Code: Contact’s Telephone:

Volunteer Area:

Medical History
PLEASE COMPLETE THE FOLLOWING

Medical / Surgical History:

Current Medications include over the counter medications and herbal supplements:

Allergies (Drug, Food, Environmental, Seasonal, Latex):

Have you ever had a positive/reactive PPD (TB) skin test? |:| Yes |:| No

This evaluation is for the purpose of determining my physical ability to perform my duties as a volunteer and is not considered a
substitute for my total medical care by my private physician. | have read the above and declare that | have had no injury, illness or
ailment other than specifically noted. | attest to the fact that | am free from a health impairment which is a potential risk to the
patient or which might interfere with the performance of my duties, including the habituation or addiction to depressants, stimulants,
narcotics, alcohol or other drugs or substances, which may alter my behavior (N.Y.S. Code 405.3 — b10).

Signature of Volunteer Date

To be completed by Healthcare Provider:

The above named individual would like to volunteer services not requiring medical training. N.Y.S. Department of Health Code,
section 405.3, requires the following tests to be completed before the individual starts volunteering. An accurate and honest
evaluation of your patient's medical status is most important. Please complete all sections. This evaluation will become part of
their confidential file. If you have any questions, please feel free to contact the volunteer office at 516 705-1391. Thank you.

A physical examination was performed on and there is no evidence of communicable disease or any disability
that would interfere with his/her anticipated responsibilities as a volunteer.

[ ] Atthis time my patient has no restrictions to perform volunteer service.
[] Atthis time my patient has restrictions to perform volunteer service.

State Restriction:

Contraindications to receiving [] PPD, [ ] MMR, [] Hepatitis B

Date Examiner’s Signature Office Address

Office Phone Number




Name

Immunization History: REQUIRED
Rubella:
Vaccination:
Or
Titer Result:
Mumps: Vaccination:
Titer Result:

Mantoux PPD Test Record:

History of positive PPD: []Y [N [ Unsure
If yes, chest X-Ray : [] Provided Past Report

All volunteers can get titers done free of charge by Employee Health Service

Rubeola: Varicella:
] Exempt (Born before 1957) [] History of disease
Vaccination #1: Or
Vaccination #2: Titer Result:

Or
Titer Result:

If Yes or Unsure, TB Symptoms Sheet provided: [ 1Y [] N
[ ordered

1 PPD5TUO.1ccID LFA/RFA/LUE/RUE
Manufacturer Lot # Exp Date

Administered By: Date:

Date Evaluated: Result: mm induration Follow up needed: [] Signature:

2. PPD5TUO.1ccID LFA/RFA/LUE/RUE
Manufacturer Lot # Exp Date

Administered By: Date:

Date Evaluated: Result: mm induration Follow up needed: [] Signature:

Chest X-Ray (if new positive): Date Ordered: TB Symptom Sheet

Comments:

Intake Healthcare Provider: Date:

Final Chart Review:

Authorized Signature Title Date

Pre Placement Physical Volunteers 1




Month
January
February
March
April

May

June

July
August
September
October
November
December

New Volunteer Orientation Schedule for 2008

Day/Date
Monday 21st
Tuesday 19th
Monday 10th
Friday 25th
Sunday 18th
Tuesday 10th
Tuesday 15th
No Orientation
No Orientation
Monday 13th
Tuesday 11th
No Orientation

Time
10:00am-3:00pm
9:00am-2:00pm
3:00pm-8:00pm
10:00am-3:00pm
8:00am-1:00pm
3:00pm-8:00pm
10:30am-3:30pm
No Orientation
No Orientation
11:00am-4:00pm
9:30am-2:30pm

No Orientation

Place

Marks Lecture Hall
Marks Lecture Hall
Mercy League Lounge
Marks Lecture Hall
Marks Lecture Hall
Marks Lecture Hall
Marks Lecture Hall

No Orientation

No Orientation

Mercy League Lounge
Marks Lecture Hall

No Orientation



