/

Dream Cey!r Clinic Volunteer Application Form
Name:
Last First M.1.
Address:
Street Address Apartment/Unit #
City State ZIP Code
Home Phone: _( ) Business Phone: _{( )
Cell Phone: ( ) Birth Date:

E-mail Address:

Title:  [Jphysician [ RN [pPA LINP [OLPN [ Med. Asst.
[] Pastoral Care  [] Hospitality [ ] DataEntry [] Administration Other:

[] Fund Raising [] Marketing L] Translator ] Operations

How can we
best utilize

your abilities
at the clinic?

Licensed Medical Professionals contact Operations Manager, Krista Skenes for
additional medical application documents. PH: (843)-225-1115 EM:
kskenes@dreamcenterclinic.org

Emergency Notification (person to be contacted in case of emergency or iliness)

Full Name:
Last First M.1.
Address:
Street Address Apartment/Unit #
City State ZIP Code
Primary Phone: ( ) Alternate Phone: ( )
Relationship:

Volunteer Availability

| can serve one shift: [ |perweek [ ]permonth [ ]every other month Other:
The day(s) [] Tuesday 8:45am-12:00pm [] Tuesday 5:45pm-9:00pm
| prefer are: [] Thursday 8:45am-12:00pm []Thursday 5:45pm-9:00pm

Signature of Volunteer: Date:
The Dream Center Clinic Telephone: (843) 225-1115
5505 N. Rhett Ave. Fax: (843) 225-1107

N. Charleston, S.C. 29406



/
DreamCey@rClinic Volunteer Application Form

Volunteer Agreement

Thank you for your interest in volunteering at the Dream Center Clinic. Before being placed in a
volunteer position there are some important guidelines of which you need to be informed.
Volunteering is a fun and rewarding experience, but it requires a commitment, since patients, staff
and other volunteers are relying on you.

All volunteers are expected to honor the following statements. Please review them carefully prior to
your volunteer orientation and feel free to ask any questions that you may have at that time.

AS A VOLUNTEER AT THE DREAM CENTER CLINIC | AGREE TO:

% Report on time for my scheduled shift.

% Notify the clinic manager at least one week in advance of any cancellations or changes to my
volunteer schedule. (We understand that illness and family emergencies are unavoidable but
please call the clinic at (843) 225-1115 as soon as you know that you are unable to work a
scheduled shift.)

% Comply with all Clinic policies, protocols, procedures, Code of Ethics and patient care policies,
and Patient Eligibility Requirements.

% Respect all Dream Center Clinic staff and fellow volunteers.

% Respect and maintain confidentiality in regard to all personal and medical information of
patients or former patients of the Dream Center Clinic and not share any information with
unauthorized persons.

% Provide care with courtesy and respect to all patients and their family members.
% Report any incidents, concerns, or disputes to the proper Clinic staff.

THE DREAM CENTER CLINIC AGREES TO:

% Provide orientation, training, and support to all volunteers.
% Respect, support, and recognize the efforts of all volunteers.
The Dream Center Clinic reserves the right to terminate the relationship between itself and the

volunteer if at any time service is found to be unsatisfactory or in the event that the provided
services are no longer needed.

Name (please print):

Signature: Date:




