IROQUOIS MEMORIAL HOSPICE

VOLUNTEER APPLICATION
Please Print

Name of Applicant Birthday (for birthday card list only)
Address
City Zip
Home Phone ( ) Work Phone ( )
Employer Occupation
Can receive calls at work: O Yes O No a Emergency Only

Person to be notified in an emergency:

Name Phone
( )

Address City
Zip
Education Special Training
Work Experience,
Two Personal Refevences (excluding fumily members). Please provide a complete address, as references are verified by mail.
Name Phone
( )
Address City
Zip
Name Phone
( }
Address Ciy
Zip

Identilied Areas ol Interest: (non-patient does not require 30 howur education course)

Patient Family Care

O Tn Home O Tn Nursing Home O Tn Facility O Transportation 0O Personal Care
I Meal Delivery

O Alternative Therapies

Bereavement

O Caller 3 Home Visits O Support Group Co-Facilitator O Transportation O Office/Clerical

O Memorial Service Conunittee

Non-Patient Services



O Clerical O Fundraising O Mailings O Events O Marketing O Courier
O Switchboard O Data Entry

Do you know a language other than English? O Yes O Neo

Language 0 Speak O Read O Write
language O Speak O Read O Write
Other special services: (manicurist, hairdresser, masseuse, etc.)

Do you have access to transportation? O Yes O Neo

How did you hear about our Hospice volunteer program?

Why doe you want to be a hospice volunteer?

What qualities (skills, talents, knowledge. and experiences) do you feel you can incorporate into your hospice volunteer work?

.Death Dying

What are your thoughts and feelings about

death?

Have you ever heen with someone at the time of their death? O Yes = No

If yes, please describe
brielly:

Have you ever provided care to anyone who was dying? ] Yes O No (If yes please
explain)

When thinking of your own death, what words best describe death to you?




O [ do not think about my own death m} sorrowful O natural |

frightening t painful
O lonely O joyful O heavy [ peaceful O dark
Other

Comments:

CODE OF ETHICS FOR VOLUNTEERS

As a volunteer, [realize that T am subject to a code of ethics similar to that which binds the professional in the field in which [ work. I. like them,
assume certain responsibilities and expect to account tor what [ do in terms of what is expected to me.

I understand that any information that is disclosed to me while assisting the Hospice is confidential.

| interpret “volunteer” to mean that | have agreed to work without compensation in money. Having been accepted as a volunteer worker. | expect to
do my work according to the standards set forth in the Volunteer Policies and Procedures.

Declaration

I hereby certify that the statements made on this application are true and correct to the best of my knowledge. 1 understand that, by
submitting this application I authorize inquiries to be made concerning my employment, character and public records for the purpose of
determining my suitability as a volunteer. [ affirm that I have read the volunteer Code of Ethics and agree to abide by its regulations. [ agree
to respect the confideatiality of any client information 1 acquire in the course of my volunteer activities with Hospice.

Applicant Signature
Date




Iroquois Memorial Hospital

All Volunteers:

Please read, sign and return to Human Resources. This will be filed in your Volunteer file.

HIPAA PRIVACY AND SECURITY
REASONABLE SAFEGUARDS
45 C.F.R 164.530 c

A covered entity must have in place appropriate administrative, technical, and physical
safeguards that protect against uses and disclosures not permitted by the Privacy Rule, as well
as that limit incidental uses or disclosures. See 45 C.F.R. 164.530 c. It is not expected that a
covered entity's safeguards guarantee the privacy of protected health information from any and
all potential risks. Reasonable safeguards will vary from covered entity to covered entity
depending on factors, such as the size of the covered entity and the nature of its business. In
implementing reasonable safeguards, covered entities should analyze their own needs and
circumstances, such as the nature of the protected health information it holds, and assess the
potential risks to patients’ privacy. Covered entities should also take into account the potential
effects on patient care and may consider other issues, such as the financial and administrative
burden of implementing particular safeguards.

Many health care providers and professionals have long made it a practice to ensure reasonable
safeguards for individuals” health information by:

1. Speaking quietly when discussing a patient’s condition with family members in a waiting
room or other public area.

2. Avoiding using patients’ names in public hallways and elevators, and posting signs to
remind employees to protect patient confidentiality.

3. Isolating or locking file cabinets or records rooms.

4, Providing additional security, such as passwords, on computers maintaining personal
information.

Protection of patient confidentiality is an important practice for many health care and health
information management professionals, covered entities can build upon these codes of conduct
to develop the reasonable safeguards required by the Privacy Rule.

I have read and understand the reasonable safeguards that we must abide by to protect the
privacy of our patients.

Volunteer Signature Printed Name Date

200 East Fairman Avenue 8 Watseka, Illinois 60970 # 815.432.5841 § www.imhrh.org



Background Check Authorization

Pursuant to the federal Fair Credit Reporting Act, I hereby authorize Iroguois Memorial
Hospital and its designated agents and representatives to conduct a comprehensive
review of my background through a consumer report and/or an investigative consumer
report to be generated for employment, promotion, reassignment or retention as an
employee. I understand that the scope of the consumer report/investigative consumer
report may include, but is not limited to, the following areas: verification of Social
Security number; current and previous residences; employment history, including all
personnel files; education; references; credit history and reports; criminal history,
including records from any criminal justice agency in any or all federal, state or county
jurisdictions; birth records; motor vehicle records, including traffic citations and

registration; and any other public records.

I , authorize the complete release of these
records or data pertaining to me that an individual, company, firm, corporation or public
agency may have. I hereby authorize and request any present or former employer,
school, police department, financial institution or other persons having personal
knowledge of me to furnish IMH or its designated agents with any and all information in
their possession regarding me in connection with an application of employment. T am

authorizing that a photocopy of this authorization be accepted with the same authority
as the original.
I understand that, pursuant to the federal Fair Credit Reporting Act, if any adverse

action is to be taken based upon the consumer report, a copy of the report and a
summary of the consumer's rights will be provided to me.

Signature Date



w Hinois Department of Puglic Heatth

Health Care Worker Background Check
Authorization and Disclosure for Criminal History Records Information (CHRI) Check

that train and or test health cgye workers
rauthorze (he

tihe Departmenty, the Department’s designee. educanonal entities
- 01 3 health care faciliy where | want (o valunteer to ininatesreguest a CHR [ check or me 1 furthe
(FBO to release information and photograpis relanc to the existence or noneExisience of am

criminal record which it might have conceming me. 1o any inittafor requestor salely 1o detarmne my suitability for rraming or testing in 3 hzalih care AInng program
employment, continued zmplavment. ar to work as 3 vnhunteer | further authonza any entity that mantams coymnal ceeords and photographs relating 1o me. tncludig
bur nor hmited t0 3 local unit of sovernment m My Statz. 1o release those records and photographs (o the ISP, FBI, or the Depariment. T authorize the Department (o
provide any healih care facilin tranmg prourm or starfing agency o which [ have provided this authonzation and discloswre formn, 2 copy of my (SP CHR | and 3
Jetzrmunation of ehgihility of the F8} CHR Teartify that the ISP, FBIL any bt thal maintats cominal cacords and photographs. the Deparfmant, and any of they
zmplovess of officars who fumish this information shall he held harmless from alf liabilily, which may be meurred as a result of releasing such mformation | fyrtyer
acknowladge that a aducational entine or a hiealth care emplover shall not be liable for the fartuve to hirs or retain mz as an apphicant, student, smployee. or voluntasr it

have been convictad of commthng or attempting 1 commit one or more of the offens S 16125

I hereby authenze tiie Nmors Department of Public Health
staffing agencies my curreny or potential employe:

fllmais Starz Pohce (ISP and or the Feders) Buteaw of Investization

&s stated in the Health Care Worker Background Check Act (225 N6

zmplovment, (raining, or voluateenng. i
fme up to and ncluding my rzmvmation of employment. being 2 volunteer. or 4

Funderstand chat any false statements or deliberars omissions on this document may be gronads for disquatification from

discovered after employment, franime, or volunteering begns, and can rzsull 1y discip
student.

[understand rhat the information requested below regarding gender, race. height. eye color. hair color. weight, place of birth and date of birth is for the sole purpose of
ad that 1t will not be used to discnminate against me in violation of the law |

identification and the accurate gathering of the criminal history record information. a
understand that the provision of my Social Secudity number 15 required by law A facsimile or photographic copy of this authorization will be as vald as the original
_ Full Middle Name _ i Last Naine .

First Name ___

Mailing Addrese . it State. Lipfode

Dther Names Used _ . ==L} Telephone - . -— =

Stales Where You Have Lived® i =g N ——

(7 Mule [ Femate Race Heighe Werght DateofButh - Sceial Secunty Number m———e g e
(Fnter a lener from betw) -

Harr Coler Eve Colar _ Place of Burth _

RQsece A Chimese Japanese. Fr ‘tno. Kotean Palvaissian. Indian mdaresan, Acian Indian Sainoan o anv other Pacific Islander
R Black or Affican Amencan [Not Hispanic or Launos
H Hispanic or Latino (Mexican. Piero Racan. Cuban. Central ar South Amencan, or ather Spanish culre or onginy
I Amencan Indian, Eskime. or Aluskan MRIVE, Or 3 paison having ongins i sany of the 45 contiguous states of the United States ar A lasia who mamumy
cultural went:fication throtrgh inbal affiliation or COMMUNILY fecogmnon.
v Of undeterminable rce OF Untold miture
W Caucasian (not Hispanic or Latime)
Have you ever had an adimunistrarive finding of Abuse, Negleetor Theft? []Yes [J Ne  If “Yes - give full details and state. Continue an back 1f more space is
needed.

(do not nclude gonvicuons that have been cxpunged. sealed or adjudicated

Have you ever been convicted ofa cniminai offense other than a miner traific violation
e in which conviered. Contmue on back if more Space is needed

delinquent)? [Jves (N0 If "yes. give full details of each offense and the stat

Teemiy that the above is true and eorrect and grve my consen! for my name to appear on Department s Health Care Worker Registry with the results of my cammna;

history revords check

(Dare)

{Swgnatare)
As the parent or wuardian of the 4bove named wdvadual who 15 sounger thag the age of 17, Lgive my consent tor this named ndividua) 1o have a zominal history

records check

fSimature o f Paceat or Guardian when applicably) (Dacz)

Health Care Worker Registry, 525 W, Jefferson St., Springfield, IL 62761 Phone: 217-785-5133

*** ALL FIELDS MUST BE COMPLETED OR APPLICATION WILL NOT BE PROCESSED***



llinois Depariment of

DCFS

Children & Family Services

ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS

- understand that when [ am emplo ed as a
N p

(Employee Naj;e)

. . I'will become a mandated reporter under the

(Type of Employment)
Abused and Nieglected Child Reporting Act [325 [1L.CS 3/4]. This means that | am required 1o report or cavse 2
report to be made to the child ahuse Hotline number at 1-800-25-ABUSE (1-800-252-2873) whenever | have
reasonable cause to believe that a child known 10 me in my professional or official capacity may he abused or
neglected. | understand that there is oo charge when calling the Hotline numher and that the Hotline aperates

24-hours per day, 7 days per week, 365 days per vear

I further understand that the privileged gualiny of communication hetween me and my patient o ¢hent is net
grounds for fmlure 10 report suspected child abuse or neglver, | know that i Dwaltfully fi) 1o report suspected
child abuse or neglect. | may he found uilty of a Class A misdemeanor. Thus does no apphy o physicians who
Wil be refemad 10 the Mlinos Siate Madical Misciplinary Board G action

I alse understand that of T am subject v lieensing under but not umited 1o the tllowmg acts  he Mhinese
Nursmg Act of 1987 tie Medical Practice Act of 1987, the linois Dental Practice Act. the Schoo! Code, the
Acupunciure Pracuce Act. the lines Ciplometne Practice Act ef 1987, the Blinas Physical Therapy Act. the
Phuircian Assistants Practice Act o TURT, the Podiatre Medical Praciice Aet of 1987, the Chnical Psychalogist
Licensing Act, the Clinical Social Work and Soctal Work Practice Aci. the llhnois Athleuc Tramers Praciee
Act. the Dietetic and Nutrition Services Practice Act, the Marriage and Family Therapy Aut, the Naprapathic
Practice Avi the Respiratory Care Practice Act, the Professional Counselor and Clinieal Professional Counselor
Licensing Act, the linois Specch-Language Pathology and A udhology Practice Act. | may he subject to license
SEspension ar revocation if I willfully fiil 1o report suspected child abuse or neglect

Iaffirm that T have read this siatement and have knowledge and understanding of the Teporting requireiments,
which apply to me under the Abused and Neglected Child Reporting Aet

Signature (;;Apphtgt/EElpEeé

CANTS 22 Date

Rev $:2012

Office of the Director
406 E. Moaroe Street o Springfield, [llinois 52701
www.DCFS.illinois.goy



