Alternative Healthcare Access Campaign

Volunteer Application & Contract

Volunteer Information

Name:____________________________________________Title:_______________

Address:_____________________________________________________________

Phone: (home)_______________(office)_______________(cell) ________________

Email:_______________________________________________________________

Profession/Specialty:____________________________________________________

Languages (other than English):___________________________________________

Availability to volunteer (number of times per month):_________________________

Which days and times (please be as specific as possible):_______________________

____________________________________________________________________

Do you have access to a car?____If so, is it large enough to fit a massage table?____

Do you have a preference for the type of clients served?  If so, please specify:______

____________________________________________________________________

Do you have any additional experience or skills that might aid AHAC (i.e. website design, grant writing, marketing, administration, etc.)?  If so, please specify: ______

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

What are your personal and/or professional goals in volunteering for AHAC?________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Volunteer Professionalism and Ethics Agreement
All volunteers, please read and sign.

· I agree to operate in a professional and ethical manner towards the clients that I see at AHAC site(s), to maintain standard conventions of patient confidentiality, and to be sensitive to issues of harassment.  I also agree to abide by AHAC Policies and Procedures as detailed in the AHAC Volunteer Manual.  I understand that in order to provide continuity of services, the minimum volunteer commitment is 3 months.

· I assume full responsibility for obtaining, or making the decision not to obtain, health procedures that are recommended when working in any healthcare setting, such as hepatitis B vaccinations and annual tuberculosis testing. 

· I understand that as an active AHAC volunteer, I have the right to vote twice a year at General Meetings to elect Steering Committee members and to decide other matters of importance to the group.  I acknowledge that if I do not attend a general meeting and have not designated another active volunteer to vote as my proxy for that meeting, my vote will revert to the current AHAC Chair (president).

NAME (PRINTED):______________________________________________________

SIGNATURE:__________________________________DATE:___________________

Volunteer Practitioner Agreement

Practitioners only, please read and sign.

As a volunteer medical practitioner for AHAC, I agree to provide AHAC with copies of my current license and current malpractice & liability insurance coverage (if I have insurance).

NAME (PRINTED): ______________________________________________________

SIGNATURE:__________________________________DATE:___________________

Practitioners, include 2 copies each of your current professional license and proof of insurance (if you carry it) with your application.  Please note that insurance is required at some sites we work with but not at others.  

All volunteers should enclose a copy of a recent resume, if available.
Email applications and direct all questions to ahacseattle@gmail.com
*CONTINUED ON BACK*


