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Application Form
	Name: First, MI, Last
	
	Date:
	

	Address:
	

	E-Mail:
	
	Phone:
	

	Emergency Contact: 

	Name:
	
	Phone:
	
	Relationship:
	

	Hours Available:
	
	
	

	
	Morning
	Afternoon
	Evening

	Monday
	—
	—
	—

	Tuesday
	—
	—
	—

	Wednesday
	—
	—
	—

	Thursday
	—
	—
	—

	Friday
	—
	—
	—

	Saturday
	
	—
	—

	Sunday
	—
	—
	—

	I want to volunteer
	
	Saturday mornings per month
	

	Where have you volunteered in the past?

	

	Which languages (other than English) do you speak?
	

	Primary care for adults and children are the biggest need in the Health Clinic. If you practice in another specialty, are you comfortable providing primary care?

	YES
	
	NO
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	Profession
	Physician
	Nurse Practitioner
	Physician Assistant
	MA
	RN

	Please circle, bold, or highlight)



	Spanish Translator
	Social Worker
	Dietician
	LPN
	Other

	

	Education and Employment Background:

	School & Degree:
	

	Residency:
	

	Specialty
	

	Would you be willing to accept pro bono referrals?
	YES
	
	NO
	
	

	Malpractice Carrier 
(for verification only, all licensed medical professionals can apply for SB930 coverage while serving at the Clinic)
	

	Current Employer or Staff Membership:
	

	Privileges:
	

	If you want to provide a particular service, or have any other skills, interests or expertise that you would like to share, please let us know:

	

	Confidentiality Statement:  I understand and agree that in the performance of my duties as a volunteer of Good Samaritan Health Clinic of Edmond, I must hold information regarding client/guests and their situations in confidence.  Conversations about clients/guests within hearing distance of outsiders, carelessness with records or divulging information to relatives, employers, etc. without specific consent, are all serious infractions of the confidentiality to which the clients/guests here are entitled.  I am familiar with and will adhere to the Confidentiality Statement and the attached Release of Information Policy.

	
	
	

	Volunteer Signature
	
	Date
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	RELEASE OF INFORMATION
I understand that as a condition of my volunteer service, my name will be background checked against the Oklahoma State Bureau of Investigation Criminal Record Information and Sex Offender registers and/or the Oklahoma State Courts Network and/or Oklahoma Department of Corrections. A check of these registers is necessary to ensure that I meet provider standards of protecting adults and children under care of the Clinic.

The purpose of this check will be to determine if my name is being maintained as a result of previous abuse/neglect allegations, which have been investigated and have not been determined to be unfounded.

To the best of my knowledge, I do not have a conviction or prior history of adult or child abuse/neglect or maltreatment. Neither have I been convicted of a crime involving moral turpitude.

I hereby authorize the Oklahoma State Bureau of Investigation to release information contained on the Adult or Child Protective Services Central Register including the information that a record has been found to: 

Good Samaritan Health Clinic of Edmond

9 NW 160th Street 

Edmond, OK 73013-2041

admin@goodsamaritanofedmond.com



	
	
	

	(Printed or Typed Full Name of Applicant/Volunteer)
	
	(Social Security Number)

	
	
	

	(Date of Birth of Applicant/Volunteer)


	
	(Home Address of Applicant/Volunteer)



	(Signature of Applicant /Volunteer)
	
	(Date Signed)

	
	
	

	(Witness Signature)
	
	(Date Witnessed)
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