
McLeod Health
The Choice for Medical Excellence

Thank you for your interest in becoming a junior volunteer at Mcleod Regional Medical
Center. We are proud of our eight-nine week summer program and the many experiences
it offers. We ask that as a junior volunteer our students make a commitment to their
volunteer duties and abide by all rules and guidelines that are given. We also ask that
they constantly strive to exhibit a caring and compassionate attitude to all who come to
Mcleod lbr treatment, as well as, those you come in contact with while on site.

Please read the lbllowing requirements lor the Junior Volunteer program:

I . You must be l3-years-old by May 1 ,2020

2. You must have an overall "B" average in all ofyour courses in school. Wewillneeda
copy ofyour last report card.

3. Ifaccepted for this program, you will receive a tuberculin screening (lree of charge).
The screening is a blood test that will be done at Mcleod Occupational Health
Services. Il vou do not comDlete the tcst vou will not be eli ible to t) tc tDate lnart1l oLlr

Junior Volunteer Droqram

Enclosed is a TB Blood Test release form which needs both vour signature and a
parent and/or a guardian signature.

4. You must submit the lbllowing to complete your applicatron:
r' Three letters of recommendation from professionals: i,e, guidance counselor,

pastor, or teacher.
r' The enclosed preference sheet indicating where you would like to volunteer.

} Please know that there is no guarantee that you will be assigned to
your l'1 preference.

i Assignments are made based on position availability in the participating
departments.

r' A one-page essay on the reason(s) why you would like volunteer at MRMC
this summer.

/ A copy ofyour recent immunization record
'/ A copy ofyour latest report card
r' ParentaUguardian signature is required on application,
r' Marketing (Photo) release form
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5. You must volunteer a minimum of 50 hours during the 8-9 week period of
June 8-August 7.

F Documentation of hours will only be provided to those students who
complete 50 hours or more.

6. All information must be submitted no later than Wednesday, April l,2020.
INCOMPLETE APPLICATIONS WILL NOT BE CONSIDERED.

We look forward to hearing from you very soon. Ifyou have questions regarding the
application process, please feel free to call me aI (843)777-2234 or Teresa Timmons at
(843) 777 -2082 or via email at teresa.tirnrnonsiuimcleodhealth.or{:

With our mission in mind,

1nda oone, Director
Volunteer Services and Gift Shops
lbooneOmcleodhealth.or !l

LB:twt

Enclosures: Application, TB Permission Form, Badge Request Form, Preference Sheet,
Marketing (Photo) Release

YOUR CHECKLIST:

Application completed and signed w/ parental/guardian signature
Recommendation letters (3)
Signed tuberculin screening form
Copy of current immunization record
ID Badge form
Preference sheet
One page essay
Copy of latest report card
Signed Marketing Release form

There are limited availabilities in the program. A committee from the Auxiliary Board
will review all applications received. Accepted applicants will be notified ofthe next
steps in the application process.

Alt of this information must be turned in to the Volunteer Services office no later than
WEDNESDAY, APRIL I, 2020.

NOTE: Please be aware that a number ofjunior volunteering assignments will be in
buildings located outside the main hospital or Pavilion. These assignments
will require walking some distance and/or crossing streets.



McLeod
Regional Medical Center

JUNIOR VOLUNTBER APPLICATION

TO I}T] COMPLETED BY THE APPLICANT:

Name: Phone (H): (Cell):

Addrcss: City:_ State:_ Zip Code:_
Email address

Date of Birth: Month_ Day_ Year_ Age_ Gender: ( ) Male or ( ) Female

T-ShirtSize: S M L XL 2XL

What school do you attend? Grade Entering:-
List school and church activities:

Please list honors and awards you have received at your school, church or civic organizations:

Have you ever volunteered before? Yes_ No_ If yes, where and what did you do?

Are you interested in a health related career? If so, what are your interests?

Do you have a B average in your course work at school? Yes_ No_
Plcase submit a copy ofyour latest report card with your application. _

Name

Rclationship to applicant

Addrcss (if different from applicant)

Parent Email Address:

Employer:

In case of emergency, we should noti$

Phone:

(Pleasc complctc othcr side)

Deadline:
Aprit 1,2020

TO I}E COMPLETED BY PARENT OR GUARDIAN:

Work Phone No.:



PARENTAL/GUARDIAN AGREEMENT:

I, thc parcnt and/or guardian of , join with my teen in

consenting to her/his participation in the McLeod Regional Medical Center Junior Volunteer program.

This program will be conductcd under both the leadership and the guidancc of the Volunteer Services

Department,

Parent/Guardian Name (Print):

Parent/Guardian Signaturc:

Date:

TEEN AGREEMENT:

As a junior volunteer, I understand that confidentiality is not only important, but it is required. Any

junior volunteer who releases any patient information will be released immediatcly from the program. I

understand that under HIPAA regulations, junior volunteers are personally liable under Federal law to

know and follow our confidentiality policy. I will be instructed in both the values and the mission ofthe

medical center, and my behavior will always reflect these values,

Junior Volunteer Applicant Name (Print):

Junior Applicant Signature:

HEALTH INFORMATION:

Do rou havc anv limitations which may require a spccial work assignmcnt? Yes_ No _

PLANNED ABSENCES:

Plcase note any planned absences that you know are scheduled for June-July (i.e. vacation, camp, ctc.):

Revised l/l 7, 6118, 21 19, 2120

lf ycs. please give details



JUNIOR VOLUNTEER PREFERENCE SHEET
FOR WORKING HOURS AND AREAS OF WORK

NAME:
(Please print)
PHONE NUMBER:

We will do our best to assign you to the areas you are most interested in and on the days
you specifu. However, we must have an open position from that department. All
volunteers will be required to complete a minimum of 50 hours in order to return during
the school year or the next Summer.

Thurs Fri

I would like to work the following hours: (circle all that apply)

Mornings: 8:30 a.m. - 12:30 p.m.

Aftemoons: 12:30 p.m. - 4:30 p.m.

Full days: 8:30 a.m. - 4:30 p.m.

Please check the area that interest you. Volunteer placement depends on the needs and
requests of the hospital departments.

I am interested in volunteering in this area:

_ Clerical

_ Clinical
_ I will take any open position

Please speciff any area in which you are interested in that is not listed:

JV Application
Revised: 6/ I 8, I I I I 9, 0 | 120 Reviewed: 21 19. 02/20

I am able to work on the following days: (circle)
Mon Tues Wed



McLEOD OCCUPATIONAL HEALTH SERVICES
Mcleod Medical Park East, Suite 150
l0l South William H. Johnson Street

Florence, SC 29506

I hereby give Mcleod Occupational Health Services my permission to perfbrm a
tuberculin assessment on my son/daughter consisting of:

TB Blood Test and/or Chest X-ray, if indicated

The TB blood test must be completed by May 15,2020. If the student does not
complete the test before this date he/she will be not be eligible to participate in the
Junior Volunteer program.

If the results of the btood test are positive, I understand that my son/daughter will
be asked to have a chest x-ray in Occupational Health Services and any follow-up
that is medically indicated by the chest x-ray results. There will be no charge for
these services, if required. Upon completion of the TB assessment, Employee
Health Services will issue a medical clearance, and my son/daughter will be

allowed to begin his/her volunteer service.

Junior Volunteer's Name
(Please print)

Date of Birth:

Parent's Signature:

Date:

Occupational Health Services Office Location and Hours:
Mcleod Medical Park East, Suite 150
101 South William H. Johnson Street
Florence, SC 29506
Monday-Friday- 8:00 a.m. - 5:00 p.m.
(843)777-sl46

JV Application
Revised: 1/l 7, 61 18, 2l 19,l 120

A TB blood test will be given free of charge. The student must qo to Employee
Health Services to be tested. Screenings will be on May l-15 (Tue-Fri) by
appointment only. The test results may take 7- I 0 days.



JR VOLUNTEER
(Photo Release)

Mcleod Health
The Choice for Medical Excellence

AUIHORIZAIION FOR THE USE OR DISCLOSURE OF PROIECTED HEALTH INFORMATION
FOR MARKETING ANO PUBLIC RELATIONS PURPOSES

Particrpant Name

Addross

'Dale of Birth.

'= optional
(Provrde.) lo use or disclose my'protected health information' (PHl) lolaulhonze

x

R oc iDisrr t Narre Add ress City Stato Zlp

Purposo(s):

n The requested us€ or disclosure involves markeling lor McLood Health. This rnarketang use or disclosur€
D will or Efwiil nol involve ramuneralion to Milsod H6alth. An example ot "remuneration" includss recgiving
money or some other,orm of compensation in exchange lor the markeling us6 or disclosure

A ) I undertlnnO lhal Ptil rnay tnctude record$ disctosed by heollh Care provider! lnd fOCtllltgs lh8l preyiously provld€d lrealmont lo m!.
B) Iundersland lhalPHImay includg inlormatlon and rocords p.olect.d uMor F8dersl Law(such as,lcohol and drug abusB lroalme ) ard/or SlSlo

Lo!! (sLrch as mentar heallh AIDS or HtV)
C ) lndersl6Dd may fevoke lhis Aulhorizalion al 6ny tme hgv€ver lne revocaton wlll nol apply to PHI lhol has olroady beon u98d o. disclolgd

plrrsuanl lo lhrs aulhon:alron contacl the privacy olr[ral lo lnittete the revocation proceduro.
O) lundersl$ndlhsl McLooc, Heallh wilr notcondrtro; n1y lreslmenl. paymont, eorothonljn6 health pran or eti0iblllly for benenl! (il9ppllc6bi6) on

whel're, I p,ovide 0uthorizalron lor lhe requestea, use or dalctosure
E ) I underslsnd lhal t!'\e rnlormarlon used o. djsclosed pursuant lo lhts Aulhortzat@n may be subjecl lo re.dlsclosu.c by lbe reciprenl lnd moy no

-. ]o^ger oo p,oleclcd u.do, lcdoral privocy stsndards. i .^ ,lo
F ) | u;oersland lnat tr]ls Authorizgtton w exprro rn 90 days aflor rt ra sgn6d untess anotho. date tE spectlled her6 l7 r r{(- h,aitz-,
I have read alrd undersland lhrs Aulhorizalign. lcertify lhat I am the Patienl lrsted above or a person aulhorizod lo permit
release ol records on the Patient's behalf. I herBby reiease the Provider (as named above) from any liabilily or damages
arrsrn9 rn conneclion or rslaled to with lhe use and/or disclosure of my protecled heallh information pursuant lo this
Aulhorizatron

NiarketilrO Stall ReDresontalive Signature Dale

Pflnr pciqlt r.rame ( J{r^4a,g) B€lieal Signalure

x
Date

X
Aulhorzed Represenlat've( f c. rZ$ netaUonstrip to pat ea it:tudr1) Telephone Number

Rcv 01/16

D My medical prognosis ! Onty general one-word condition E My city, county or slale

fl My ege n Date/lme of expecled or actual discharge

f) lnlormation aboul rny specrfrc rnluries or medrcal conditron

nlormaloolo conduct an interview with me or lake a pholograph of me for a fulure McLeod publication

W lse ot my pholograph, audro, leslimonial, or appearance in filming or in prinl for publicalion by McLeod Heallh

ff Use ot my pnotograph, audro, teslimonial, or appearance in video tor Social Media purposes

D Orne. (prease specify)



JR VOLUNTEER:
_ New
_ Retuming

Mcleod Health
icnl E*allatce

\ON.EMPLO\T ES II) r\11l).\Lr .fI{ORIZATION(l

Soc ia i Scci ity #

Mlr

Birth Dats:

Last Nanre:

Name Suffix: Eri Efi D rv
EvDJROs,t

Ccrrdcr'; E M fl r Ethnicity:El t.tispnri./Lnrino n Nor t.lislBnic/Lalino
I{aCe: grw\i(c E2 Rhcl/ fiicoI Anrcri(oi 04A!l0n O5 Atr|cricrln tndr,VAls5knn Nilivc E7 Nnlivc fls*di{nrVOrll.r

Addrcss I:

Citv: Srnre;_ Ziyt Code:

Co rrnty 'l'clephone Number

I Sclroo i/Sponsoring Organizat ion

.IO BI! COMPLIiTI}D BY MANAGEI],/SUPERVISOR:
Cl r'rcr.cod ltcarrl, Eu.rr6vlo,rr r.iclrrrr d"o*. tr",rn Dcp rtntent ll: 18325
l:lMMc.l).,r fl vuc.n't OMU&r E) IDTN C Hon,c Hcnt(I,

Job co<je #. 1'1922
(Job Codc l,irring on bnc!)

N(,rrCnrlllOyCe Typc: D.Conrricrsr0r CMcd,citSr0n O t,hyricirn lmploycd p(r!o.ncl E Borrd Mc',lrcr
Mvotuntcrr E Cltq:y O NolcllnkrlCoosulrsrl D Stuacnr D lnrlr{clor EOlh.r

Slrrl l)atei / I Stop Date: I / Apploved Clederrtials:

Plirrt Name Ma nager/Superv isor: Linda Boone

Ir'[ li assigned to this position: _._- Ernploycc Status: LiE

CO(tc El.crpostl,c E 2. Nc Erporurc O 5- comFucr  ccc'r onty

\larrirgci/Slr;telvisot Apl)rovall

()sllA

,I'O IiII CONI],LII'IED I]Y I.IUMAN RIiSOUITCES:

A i)l) lica nt # lirnployce Nurnber'

Srrpclvrsol Cocle: Dcpnnnrent Dir.ector.

I'i,,rrrart lLcsorrrces f(eprcsctltativc

I

Dale

DateI ilr rrrarr ltesources Sl)ccial istt
(l(eying/Datn Entry)

Lcgil l: rr s( Nirrnc .._-_-

I)rofcr rcrl Ir ils ! Nante:


