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Name _______________________________________________________________________________
Home Address ________________________________________________________________________
City_____________________________________ State_________ Zip Code_______________________
Home Phone _______________________ E-Mail _____________________________________________
Office Address ________________________________________________________________________
City ____________________________________ State _________ Zip Code _______________________
Office Phone ______________________________ Cell Phone __________________________________
Birthdate ___________________ Language(s) Spoken _________________________________________
Most Recent Nursing Experience __________________________________________________________
Nursing Specialty:    RN                  LPN                CNA                  CMA                    Pharmacy Tech        
[image: ] 
 
 
 

In Case of Emergency Contact: 
Name   _________________________________________ Phone _______________________________
Days and Times Available:
First Choice___________________________________________________________________________
Second Choice _________________________________________________________________________
Third Choice __________________________________________________________________________ 
Current Illinois License Number__________________________________________________________
Driver License Number__________________________________________________________________
Please return to above address.  THANK YOU.
Volunteer Agreement
I am volunteering for the Family Health Partnership Clinic. I understand that the clinic is a community non-profit agency that provides access to health care for those without insurance or who are underinsured. As a medical clinic, there are particular issues of client’s confidentiality to which I will adhere. This means that I will agree to the following:
· I will not discuss patients at the clinic with anyone other than Clinic staff and I will limit my conversation to that which is germane to the patient’s treatment.
· I will not discuss patients in front of other patients.
· I will not release the name of any patient at the Clinic to anyone without the client’s written permission.
· I will not release any information about a client to anyone outside the Clinic without the client’s written permission.
I also agree to follow the policies and protocols of the Family Health Partnership Clinic.
Official public statements or press releases regarding the Clinic must be cleared through the Executive Director.
Patients of the Clinic are valued members of the community and as such, deserve respect in all areas. As a Clinic, we believe that as a community, we are responsible for each other.


Signed _______________________________________________________________________
Name ________________________________________________________________________
Date _________________________________________________________________________
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