MURPHY MEDICAL CENTER

4130 US HIGHWAY 64 EAST    MURPHY, NC  28906

(828) 835-3667
VOLUNTEER MEMBERSHIP APPLICATION FORM
NAME: (MS. MR. MRS.) ______________________________________________________________

HOME ADDRESS: ___________________________________________________________________
BUSINESS ADDRESS ________________________________________________________________

PHONE: (HOME) (    )  __________  (WORK) (     ) ____________  BIRTHDATE: _______________

E-MAIL ADDRESS: __________________________________________________________________

OCCUPATION ___________________________ COMPANY________________________________

SOCIAL SECURITY NUMBER: ______________________ SEX (M) ___ (F) ___  BIRTHDAY __ __ / __ __
SPOUSE’S NAME  _______________________  TODAY’S DATE __________/_______/__________

IN CASE OF EMERGENCY NOTIFY:  

NAME ________________________________________________ PHONE: (     ) ___________________

ADDRESS ____________________________________________________________________________

DOCTOR ______________________________________________ PHONE: _______________________

MEDICAL HISTORY: ___________________________________________________________________

PLEASE SUBMIT TWO REFERENCES: (NOT RELATIVES) … AND THEIR PHONE NUMBERS:

_________________________________________________________  (     )  ______________________ 

_________________________________________________________ (     )  _______________________

HOW DID YOU HEAR OR FIND OUT ABOUT MURPHY MEDICAL’S VOLUNTEER PROGRAM?

ARE YOU PRESENTLY EMPLOYED? ________________ PART-TIME ______________ FULL-TIME

ATTENDING SCHOOL _______ BETWEEN JOBS __________ RETIRED _________OTHER? ______

AUXILIARY MEMBERSHIPS AVAILABLE:

____ ($10) ACTIVE: 60 HOURS OR MORE OF IN-HOSPITAL SERVICE PER YEAR.

____ ($15) ASSOCIATE: NO SERVICE REQUIRED OR LESS THAN 60 HOURS PER YEAR.

____ ($100) LIFE:  NO ACTIVE IN-HOSPITAL SERVICE REQUIRED.  ONE TIME PAYMENT OF

            FULL AMOUNT OR TWO PAYMENTS OF $50 IN TWO CONSECUTIVE YEARS.

IF YOU ARE INTERESTED IN VOLUNTEERING YOUR TIME IN SERVICE TO THE HOSPITAL, PLEASE CALL THE DIRECTOR OF VOLUNTEER SERVICES TO SCHEDULE AN APPOINTMENT TO DISCUSS UNIFORM, HEALTH REQUIREMENTS, ORIENTATION, TRAINING, PARKING, DUES, ETC., AT (828) 835-7624.  PLEASE SIGN AND BRING THIS APPLICATION WITH YOU WHEN YOU COME FOR YOUR APPOINTMENT.  I AGREE TO KEEP ALL PATIENT, FINANCIAL AND SENSITIVE MURPHY MEDICAL CENTER’S BUSINESS INFORMATION CONFIDENTIAL.

SIGNATURE OF VOLUNTEER/JUNIOR VOLUNTEER: ______________________________________ 

SIGNATURE OF PARENT IF A JUNIOR VOLUNTEER: ______________________________________

THANK YOU FOR CHOOSING MURPHY MEDICAL CENTER FOR YOUR VOLUNTEER COMMITMENT!  WE THINK YOUR EXPERIENCE WILL BE REWARDING!

 (Date)__________________________

GETTING TO KNOW YOU

THE FOLLOWING QUESTIONS ARE TO HELP US GET TO KNOW YOU.  ALL ARE OPTIONAL AND YOU DO NOT HAVE TO ANSWER ANY THAT YOU DO NOT WISH TO ANSWER.  PLEASE CIRCLE THE MOST APPROPRIATE ANSWER.

WE HAVE MANY DIFFERENT KINDS OF JOBS FOR VOLUNTEERS.  PLEASE INDICATE YOUR WILLINGNESS TO VOLUNTEER IN THE FOLLOWING TYPES OF SERVICES:

· HAVING DIRECT PATIENT CONTACT (VISITATION, CONVERSATION)
   YES   MAYBE

· ESCORTING PATIENTS TO DESIGNATED AREAS BY WALKING OR 

PUSHING THEM IN A WHEELCHAIR (TAKE INTO CONSIDERATION

ANY PHYSICAL DISABILITIES YOU MIGHT HAVE).


   YES   MAYBE

· WELCOMING VISITORS TO HOSPITAL AND GIVING DIRECTIONS,

PATIENT’S ROOM NUMBERS AND OTHER PERTINENT INFORMATION.  YES   MAYBE

· HELPING FAMILIES OF PATIENTS AS OPPOSED TO HELPING

PATIENTS THEMSELVES.





   YES   MAYBE

· OFFICE WORK WITH STAFF (FILING, COPYING, ETC)


   YES   MAYBE

· WORKING WITH COMPUTERS IN DIFFERENT AREAS


   YES   MAYBE

· WOULD YOU HAVE AN INTEREST IN MAKING TRAY FAVORS

   YES   MAYBE

FOR NURSING HOME RESIDENTS PATIENTS

DO YOU HAVE A DEGREE?________  IF SO, IN WHAT?_____________________________________

DO YOU DO SOMETHING ON A REGULAR BASIS FOR EXERCISE?___________

IF SO, WHAT?_________________________________________________________________________

DO YOU HAVE A LEARNED OR ACQUIRED SKILLS OR TALENTS THAT WE SHOULD KNOW ABOUT OR WOULD HELP US IN PLACING YOU IN YOUR VOLUNTEER SERVICE?_____  IF SO,

WHAT?_______________________________________________________________________________

· Have you ever been convicted of a felony? _______ yes  _______ no.    If so, what? ____________________________________________________________________________________________________________________________________

· I understand that in connection with my activities as a volunteer at Murphy Medical Center, I agree to hold all information about patients or nursing home residents confidential and will nopt divulge any information to unauthorized persons.  I understand that the divulging of any information to unauthorized persons will subject me to immediate suspension or dismissal from my volunteer services at Murphy Medical Center.  Furthermore I understand that divulging of confidential information to unauthorized persons might subject me to civil action for the collection of monetary damages. 

SIGNATURE OF VOLUNTEER:  _________________________________________

