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Our Mission: To provide a medical home for uninsured residents of Union and Anson Counties, living with acute and chronic illnesses.
Our Vision: A community in which all residents have access to affordable healthcare, regardless of economic status.
	Contact Information

	

	Name
	

	Street Address
	

	City, ST, ZIP 
	

	Home Phone
	

	Work or Cell Phone
	

	E-Mail Address
	

	Availability

	During which hours are you available for volunteer assignments?

	

	 MACROBUTTON  DoFieldClick ___ Weekday mornings 
	 MACROBUTTON  DoFieldClick ___ Weekend mornings

	 MACROBUTTON  DoFieldClick ___ Weekday afternoons
	 MACROBUTTON  DoFieldClick ___ Weekend afternoons

	 MACROBUTTON  DoFieldClick ___ Weekday evenings
	 MACROBUTTON  DoFieldClick ___ Weekend evenings

	Internship/Externship Information

	Name of School or Institution: 

	Field of Study or Degree Program: 

	Number of Volunteer Hours Needed:

	Interests

	Tell us in which areas you are interested in volunteering…   Comments:

	___ Free Clinics (list Medical Certifications)
	

	 MACROBUTTON  DoFieldClick ___ Administration/Reception/Data Entry
	

	 MACROBUTTON  DoFieldClick ___ Events (Health Fairs, Flu Clinics, etc.)
	

	 MACROBUTTON  DoFieldClick ___ Field work (Community Clinics)
	

	 MACROBUTTON  DoFieldClick ___ Fundraising 
	

	 MACROBUTTON  DoFieldClick ___ Interpretation ( Spanish)
	

	 MACROBUTTON  DoFieldClick ___ Supply Preparation (Flu Season)
	

	 MACROBUTTON  DoFieldClick ___ Newsletter/Communications/Social Media
	

	 MACROBUTTON  DoFieldClick ___ Volunteer coordination
	

	Special Skills or Qualifications

	Summarize any special skills and qualifications you have acquired from employment, previous volunteer work, or through other activities, including hobbies or sports.

	

	Previous Volunteer Experience 

	Summarize your previous volunteer experience.

	

	Person to Notify in Case of Emergency

	Name
	

	Street Address
	

	City ST ZIP Code
	

	Home Phone
	

	Work Phone
	

	E-Mail Address
	

	Agreement and Signature

	By submitting this application, I affirm that the facts set forth in it are true and complete. I understand that if I am accepted as a volunteer, any false statements, omissions, or other misrepresentations made by me on this application may result in my immediate dismissal.

Signed: _________________________________________________   Date:___________________

	Confidentiality Agreement

	I shall, neither during nor after the period of employment/volunteering with the agency, except in the proper course of my duties or as permitted by the agency or as required by law, divulge to any person any confidential information concerning:

· patient personal, health and financial information 

· the business or financial arrangements or position of this agency or any related agency; and 

· any of the dealings, transactions or affairs of the agency or any related agency.

This agreement with Community Health Services of Union Co., Inc. is founded on trust.  I undertake not to knowingly access any confidential information about the agency, patients or patient medical information, unless such information is essential for me to properly and efficiently perform my duties.  I am aware that these conditions extend to unnecessary discussion of confidential information within the agency.  


 Signed: ________________________________________________   Date:___________________
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