
Barry Community Free Clinic

Volunteer Database

Dr./ Mr. 1Mrs. / Ms. (Circle)

First Name:

Date:

Last Narne: Middle Initial:

(zip)Address: (Sueet)

Home Phone: (

E-Mail Address:

Emergency Contact Person ( NamelPhone)

(Cityl

Date of Birth:

Church Affiliation

\U7ork Experience:

Current Employment:

Occupation:

Phone#:

Employed At:

clinic Function to be trained for: ( To Be completed by staff)

Eligibility: Y / N

Nursing: Y i N

-  Docor :  Y/N

Copy of Credential and Picture I.D. required:

DriversLicense: YIN

NursingLicense: Y/N

Physicians DEA License: Y / N

Physicians State License: Y / N



Barry Community Free Clinic

Volunteer Credentialling and

Confidentiality Form

Name:

Michigan Ucense # (copy on file?) Y / N

Place of Employment:

Malpractice insurance through:

Universal Precautions Knowledge: Y / N

OSHA Inservice knowledge: Y / N

Last TB resr , results neg _ or

Hepatovax? Other

I undentand that I am expected to follow esmblished protocols for practice while vohrnteering my

services at the Barry Communiry Free Clinic.

I understand that in the course of my volunteer service at the Barty Communiry Free Clinic, I

may have access to conficlential medical information concer.itrg patients at the dinic. I understand

that this information has been obtained and recorded for the purpose of medical ueatment. I

agree that I will use this informadon only for the Frrpo$e of my lob responsibilities and that under

no circumstances will I disclose any information about any clients at the Faith Communiry Free

Heakh Clinic to any non-authorized personel.

I agree if I have any questions about thir poli.y, I will consuh with the Clinic Director,

Signed Date

Date
'S0'itness

* Please make a copy of your license (s) to renun with this form


