g Pullsmles Medical Center

; New York Prasbyl'anan Healthcare System

Date:
STUDENT VOLUNTEER APPLICATION
Last Name First Name
Address Home Phone
City/State/Zip
E-Mail Cell Phone:
Date of Birth Social Security No
Mo./Day/Yr.
Parent/Guardian:
Name: Relationship
Address Work Phone
City/State/Zip
Emergency Information: (If different from patent/guardian)
In case of emergency, please notify:
Relationship: Home Phone
Work Phone
Education:
Name of School City/Town
Grade Guidance Counselor
Extra curricular activities
Is volunteering a school or religious requirement? Yes No Both
If yes, please state hour’s requm:d
[f no, why are you interested in volunteering?
What language(s) do you speak?
Volunteer Preferences:
Patient care services Yes No
Office Services Yes No

References: (Guidance Counselor to fill out attached forms and return in school envelope)

Aﬁil'mhd with C'nlumbm University CQ'J-gu of Ph}-'smun: & Surgeons
?ﬁﬂﬂ River Road Nnr'!h Bergen, New Jersey 07047 « 201-854-5000




Availability: Pl te hours available in iate spaces.
Sunday Monday | Tuesday Wednes | Thurs. | Friday | Sat.

Time
Available

(Actual commitment time will be determined during interview with the Coordinator of
Volunteer Services)

I agree to abide by the requirements and regulations of Palisades Medical Center and the

My son/daughter is 14 years of age or older and has my
permission to volunteer at Palisades Medical Center. I realize the responsibilities of this position
and will cooperate to help him/her to comply.

In the event that my child becomes ill or injured while volunteering and I cannot be reached, 1
hereby give my consent to have him/her treated by a staff physician.

Parent's Signature: Date:

Eor Office Use Only: 1D #

Assignment: Start Date:
Day(s) & Ti it
Mon. Tues. Wednes. Thurs. Fr.
Sat. Sun.
Uniform Issued Badge Issued

Deposit Received

Exit Intervievw:




p—

‘"}:;. Palisades Medical Center

New York Presbyterian Healthcare System

VOLUNTEER SERVICES DEPARTMENT
PHYSICIAN'S CONSENT FORM

Dear Dr,

is interested in becoming a volunteer at

Palisades Medical Center.

Are there any limitations (physical or mental) that would prohibit this service?
Yes No if yes, please explain limitations.

DOCTOR PLEASE DOCUMENT HISTORY OF DISEASE OR VACCINES
RECEIVED if patient was born in 1957 or later.

Immunizations:

Mumps
Measles (Rubecla)
German Measles (Rubella)
Chickenpox (Varicella)

Physician’s Signature (Please attach Professional Card or Stamp)

Please return to:

Palisades Medical Center
Coordinator of Volunteer Services
7600 River Road

North Bergen, NJ 07047

Sincerely,

Denise Whitley
Coordinator Volunteer Services

| have given permission for the release of the information requested.

Volunteer's Signature

Affiliated with Columbia University College of Physicians & Surgeons

7600 River Road * Morth Bergen, New Jersey 07047 = 201-854-5000




Palisades Medical Center

New York Presbyterian Healthcare System

JUNIOR VOLINTEER SPONSOR EVALITATION

Student Name: Grade:

Recommendation:
I recommend (do not recommend) this student for volunteer service.

Comments:

b Wlig'y -

School Attendance Record: (Please check)
Excellent ( ) Good( ) Fair( ) |Poor( )

School Academic Record:

Excellent ( ) Good( ) Fair( ) [Poor ( )
Cham::tﬂnsnc.s_ Good Average Poor

Leadership () () ()

Ability to follow instructions () () ()

Cooperation with authority () k=) ()

Appearance () () ()

Date:

(Counselor/Teacher) Signature

Please seal in school envelope and return to:

Denise Whitley

Volunteer Services Department
Palisades Medical Center

7600 River Road

North Bergen, NJ 07047

Affiliated with Columbia University College of Physicians & Surgeons

7600 River Road * North Bergen, New Jersey 07047 « 201-854.5000
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