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Veterans

DEPARTMENT OF VETERANS AFFAIRS

Charlotte Hall Veterans Home
29449 Charlotte Hall Road
Charlotte Hall, MD 20622

Serving Those Who Served!

STUDENT VOLUNTEER: 1 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 VVolunteer in this healthcare facility. | feel that he/she is physically
and mentally fit to fulfill his/her duties. | have read the above agreement as signed by my
student and understand their obligation to the youth volunteer program. | 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:
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DEPARTMENT OF VETERANS AFFAIRS

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
Have you ever had an epileptic seizure?
Have you ever been told by a doctor that you have epilepsy?
Have you ever been treated for diabetes?
Have you ever been told by a doctor that you were anemic?
When? What treatment?
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:
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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):




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)




DEPARTMENT OF VETERANS AFFAIRS

Dress Code & Cell Phone Usage for Youth Volunteers
(Youth Volunteer is defined as students between the ages of 14-18)

VOLUNTEER HOURS: Saturdays & Sundays from 8:30am — 4:00pm

EVENINGS:  Asrequested and pre-scheduled with Volunteer Coordinator and Activities Director to
assist with special events/activities.

DRESS CODE POLICY:

A neat and clean appearance is expected of all youth volunteers when they are in the facility.
BOYS: Khacki or black pants and polo shirt or sweater (short or long sleeve)
GIRLS: Khacki or black pants, dress shirt or sweater (no midriff or low cut v-neck styles permitted).

NO open-toe shoes are allowed. NO HATS are to be worn in the building. Jeans will be permitted
depending on the activity and/or assigned work area.

All youth volunteers are expected to adhere to dress code policy effective November 16, 2009.

NO EXCEPTIONS.

TEXTING/CELL PHONE USAGE:

No texting or cell phone usage is permitted while volunteering in assigned work area/station. If phone
usage is required, please check with activity aide, volunteer coordinator, activities director or other
supervisory staff covering the assigned work area or special event to ask for permission to use your phone
in an appropriate area so as not to disrupt residents or resident activities.

I have read and understand the policies of the Charlotte Hall Veterans Home as set forth above and agree to
adhere to such policies while volunteering within the facility. I also understand that abuse of such policies
is grounds for immediate termination from the volunteer program.

Youth Volunteer Signature Date

Director of Community Outreach Date



Health Mapagement Resources, Tac,

PRIVACY ACKNOWLEDGMENT AND NON-DISCLOSURE

AGREEMENT

Facility is commitied o protecting the privacy of all Residents and protecting the confidentiality
of their health care informafion. The following spesific principles are applicable-to ail of Fscility
employees, independent bealth care professiondls jnvolved In the care of Residents af the Faciliy,
volunteers, students, faculty, vendors, and contractors regardiess of their job classification or position.
While worlang with Residents at or for Facility, { reatize that I may have access to or become aware of
confidential Resident medica] fnformation, whether or not I am directly involved in providing care fo that
Resident. I understzad that Tmust kéep this information in the strictest of confidence. As a condition of

my employment or work af Farility, I agree that Tt
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¥ T have access fo computerized information or -programs ef Facility, T vaderstand that the
information accessed fhrough all Facility information systems cormtains sensitive and confidential
Resident care, business, financial, and Facility employee information that should only be disclosed fo

Will not verbally or i any written fonn disclose confidential Resident
information to any vnawthorized person.

Permit any voasthorized person fo examine or make copies of any Resident’s
records, reporte, other documents, or data fles prepared, controlled, or accessible
by me at any time dudng or aflér my employment or work at Fécility.

Will not examine, use, or disclose confidential Resident medical information
except as needed fo perform the duties of my job.

Will not knowingly include or cause to be included n any zecord or repor, a
false, inacourate, or misleading eniry.

" Will not repove or copy any .record or zeport from the office where it is kept

except in the performance of my duties.

Will report any violaﬁa:e‘; of this policy.

those anthorized to receive it Icomimit to:
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Respect the ownership of proprietary software.
Respect the finite eapability of the systems, and lizit my own use so ag not o
interfers unreasonably with the aciivity of other users.

Respect the procedures esteblished to menage the use of the sysiem,

Prevent tnauthorized wse of any information in files maintained, stored or
processed by Pacility.

Not operate any non-lcensed software on any computer provided by Racilify,

o~

‘Mot wilize anyone else’s autheptication code or device in order o access any

Faohlity system.



e Respect the confidentiality of any reports printed from any information system
containing Resident/member information and handle, store aad dispose of these
repotts appropriately.

e Not releass my authentication code. :

s Understand that all access to the system wxﬂ be mondiored.

o Understand that my computer system privileges hereunder are subject to periodic
teview, revision, and if eppropriate, repewal.

T wnderstand that a violation of this Agréement may vesult in corrective action up to and including
discharge or termiination of my employmént or work at or for Facility and that wy obligations under this
Agreement will continne after termination of my work at Pacility. By signing this, I agres that I have
read, understand and will comply with the Racility’s policies conceming confidentiality of information
and use of computerized infonnation systems and the statements mads in this Agreement.

Signathwe

Printed MName

Posifion at Facility

Date
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