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Charlotte Hall Veterans Home 

29449 Charlotte Hall Road 

Charlotte Hall, MD 20622 
Serving Those Who Served! 

 

 

 

STUDENT VOLUNTEER:  I agree to adhere to the policies and procedures of this 

healthcare facility and to respect the confidentiality of information pertaining to the 

patients and their treatment.  The Charlotte Hall Veterans Home is a state building and, as 

such, must be open to the public.  Our employees, patients and volunteers come from 

diverse backgrounds.  Eligible veterans are entitled to services offered by the Maryland 

Department of Veterans Affairs, even if they have had problematic incidents in their past 

– unless the law specifically disqualifies them.  Our job is to provide veterans care and to 

protect our employees, patients and volunteers as that care is provided.  If a patient, staff 

member, volunteer and/or visitor is abusive, makes inappropriate gestures, advances or 

conversation that is in a manner which makes me feel uncomfortable, I will immediately 

inform my supervisor or the Director of Volunteer/Community Outreach. 

 

Signature:   ________________________________________ Date:  ____________ 

 

Printed Name:  _____________________________________ 

 

 

PARENT/GUARDIAN:  The above named student has my consent as parent/guardian 

to serve as a Student Volunteer in this healthcare facility.  I feel that he/she is physically 

and mentally fit to fulfill his/her duties.  I have read the above agreement as signed by my 

student and understand their obligation to the youth volunteer program.  I also grant 

permission for my child to receive emergency medical treatment if injured while 

volunteering at the Charlotte Hall Veterans Home.  

 

 

NOTE TO PARENTS:  Our job is to provide veterans care and to protect our employees, 

patients and volunteers as that care is provided.  The above named student has been 

instructed to immediately inform their supervisor and/or the Director of 

Volunteer/Community Outreach in the event a patient, staff member, volunteer and/or 

visitor is abusive, makes inappropriate gestures, advances or conversation that is in a 

manner which makes them uncomfortable. 

 

Signature:  _________________________________________ Date:  ____________ 

 

Printed Name:  ______________________________________ 

 

 VOLUNTEER AGREEMENT:

NAME:                                                                                                       DATE:

ADDRESS:                                                                                                 HOME PH:

                                                                                                                    WORK PH:

AGE RANGE:           18-29              30-49            50-64             65+

Please give a brief description of any previous volunteer or community service:

Please List the names of any veteran or community organizations you are a memeber of:

Please list any hobbies or skills you want to share with our veterans:

Please lis any health and/or physical problems, limitations:

Please mark the best time for you to volunteer:

                                 MON             TUES          WED          THUR         FRI           SAT           SUN

MORNING

AFTERNOON

EVENING

list any health and/or physical problems or limitations:list any health and/or physical problems, limitations:



Please mark the areas/departments you would like to volunteer your services:

Activities                    Housekeeping               Personnel                    Admissions                Maintenance

Business Office          Medical Records           Social Services            Food Services            Nursing

I would like to participate:

Weekly                     Monthly                  Occasionally on request

Please provide a brief work history:

Have you ever been arrested or convicted of a crime?           If yes, please explain:

Parental Permission (if under 18):

When was your last TB vaccination:

Are you a Veteran? if yes, please provide branch of service and years served:

Please provide 3 references (excluding relatives):

NAME                                                                       CONTACT #                                       RELATION:

Name of High School if still attending:

Please provide us with a contact in case of emergency:

Name:

Address:

Contact #

Your Signature:
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MEDICAL HISTORY FORM 

 
Please provide the following information regarding you/your child’s health history: 

 
 

 
NAME:  _________________________________________ 

 

SOCIAL SECURITY NO.:  _____ / _____ / _____ 

 

DATE OF BIRTH:  _____ / _____ / _____ 

 

ALLERGIES:  ________________________________________________________________ 

 

CURRENT MEDICATIONS:  ___________________________________________________ 

 

EMERGENCY CONTACT:  _________________________________________________ 

PHONE NO.:         ________________________________ 

RELATIONSHIP:  ________________________________ 

 

 
Please answer YES or NO to the following questions and provide additional details where requested. 

 

           YES     NO 

1. Have you ever had an epileptic seizure?    _____   _____ 

2. Have you ever been told by a doctor that you have epilepsy?  _____   _____ 

3. Have you ever been treated for diabetes?    _____   _____ 

4. Have you ever been told by a doctor that you were anemic?  _____     _____ 

When? _______   What treatment?  __________________ 

5. Do you have or have you ever had high blood pressure?  _____   _____ 

List any medication:  ______________________________ 

6. Do you have or have you had the following diseases?   _____   _____ 

(Heart disease, heart murmur, rheumatic fever, other) 

Give name and date:  ______________________________ 

7. Lung disease (pneumonia, other)?     _____   _____ 

Give name and date:  ______________________________ 

8. Kidney disease (infections, other)?     _____   _____ 

Give name and date:  ______________________________ 

9. Liver disease (mononucleosis, hepatitis, other)?   _____   _____ 

Give name and date:  ______________________________ 

10. Have you ever been told by a doctor that you have asthma?  _____   _____ 

List any medication:  ______________________________ 

11. Do you have or have you ever had a hernia or “rupture”?  _____   _____ 

12. Have you ever become unconscious in the past 3 years? 

If so, describe and give date(s):  _____________________________
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          YES    NO 

13. Have you had a concussion or other head injury in the past 3 years? _____   _____ 

If so, describe and give date(s):  ____________________________ 

14. Have you stayed overnight in a hospital due to a head injury?  _____   _____ 

15. Have you ever had a neck injury involving bones, nerves or disks that   

disabled you for a week or longer?     _____   _____ 

       Type of injury ___________________  Date(s):  ____________ 

16. Do you wear glasses or contacts?     _____   _____ 

17. Have you had a broken bone (fracture) in the past two years?  _____   _____ 

What bone?  ________________ Right or left? ___________   

Date(s):  ____________ 

18. Have you had a shoulder injury in the past two years that disabled  

you for a week or longer (dislocation, separation, etc.)?   _____   _____ 

Type of injury  ______________  Right or left?  __________  

Date(s):  ____________ 

19. Have you ever injured your back?     _____   _____ 

20. Do you have back pain?      _____   _____ 

Circle all that apply:   

seldom, occasionally, frequently, with exercise, with heavy lifting 

21. Have you had a shoulder injury in the past 2 years that disabled   _____   _____ 

you for a week or longer (dislocation, separation, etc.)    

22. Have you ever had shoulder surgery?     _____    _____ 

What was done and why?  ____________________________ 

23. Have you injured your knee in the past 2 years?   _____   _____ 

24. Have you been told by a doctor that you injured cartilage in your knee?  _____   _____ 

Right or left knee?  _____________  Date(s):  ___________   

Have you ever had knee surgery?     _____   _____ 

What was done and why?  ____________________________ 

25. Have you ever been treated for depression or anxiety?   _____   _____ 

 

 

Do you have any other conditions that we should be aware of (i.e., ulcers, pregnancy, food or 

insect allergies, tendonitis, etc?)  ________________________________________________ 

 

 

Please give the dates of your last known tetanus and polio shots: 

 

Tetanus:  __________________________  Polio:  ___________________________ 

 

 

 
I certify that the responses to the questions on this form have been answered completely and truthfully 

to the best of my knowledge (or by parent, if completed on behalf of a minor). 

 

Volunteer Signature:  ___________________________________ Date: _______________ 

 

Parent/Guardian Signature:  ______________________________ 

(if volunteer is a minor) 
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