Region 4B MEDICAL RESERVE CORPS
CAMBRIDGE PUBLIC HEALTH DEPARTMENT ‘/\-
119 Windsor Street, Cambridge, Massachusetts, 02139
Telephone: (617) 665-3702 Facsimile: (617) 665-3888 medical

reserve
VOLUNTEER APPLICATION

corps

Your Local Health Dept. in cooperation with Massachusetts Public Health Region 4b is recruiting a community-based group of
volunteers who can serve during a local or regional health emergency and/or assist with local public health needs throughout the year.
Volunteers can choose to serve solely during emergencies, or they may offer their time for both emergencies and non-
emergencies, i.e. Flu clinics and health fairs.

Name:
Last First Ml

Address:
Street City State Zip

Phone:
Home Work Cell

E-mail Pager

Emergency Contact Information:
Name Relationship
Address Phone

What are you volunteering for?

Emergencies ONLY:: Emergencies AND Non-emergencies (i.e. Flu clinics, health education):
Local Volunteer ONLY:: BOTH Local and Region 4b* Volunteer:
Availability?
Weekday mornings Weekday afternoons Weekday evenings
Weekend mornings Weekend afternoons Weekend evenings

* Are you currently employed or do you volunteer at a hospital or other organization that may need your assistance in an
emergency?
No Yes, if yes please list agency

Volunteer Interests

Clinical Work Clergy Fundraising or grant writing
Public Health Administration Newsletter Production
Mental Health/Substance Abuse Organizing/Volunteer Coordination Other:

Professional / Volunteer Experience:
Organization Dates Position Supervisor

Address Telephone

Description of Responsibilities
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Professional / Volunteer Experience (cont.):
Organization Date Position Supervisor
Address Telephone

Description of Responsibilities

Licenses & Certifications

Medical License (specify type) State Number Expiration
Nursing License (specify type) State Number Expiration
EMT/Paramedic License (specify type) State Number Expiration
Other License (specify type) State Number Expiration
Certification (list/describe) Expiration
Certification (list/describe) Expiration
Have you ever had your professional license suspended or revoked? No Yes (Please attach letter of explanation)

Have you ever been convicted of a felony, or of a misdemeanor that resulted in imprisonment, which was not a first offense?

No Yes

Language Skills

What is your first language?

Do you have additional language skills? (including sign language) Please circle your capabilities for each

Language Speak & Understand Read & Translate Write

Language Speak & Understand Read & Translate Write

Please list any disaster services training that you have received and/or your prior experience with disaster/crisis response.
CPR Certification Expiration Date

Additional Trainings (please describe)

References: Please list three references who are familiar with your qualifications/experience. Do not list relatives.

Name Phone Number
Address
Name Phone Number
Address

PLEASE SEND YOUR COMPLETED APPLICATION (AND/OR ANY QUESTIONS) TO:
Patti Brennan
Arlington Board of Health
27 Maple St
Arlington, MA 02476
781-316-3411 * 781-316-3175 (fax)




CAMPH G

Cambridge Health Alliance

A COMMUNITY OF CARING

CORI REQUEST FORM

Cambridge Public Health Commission has been certified by the Criminal History Systems Board for access to conviction and
pending criminal case data. In accordance with CHA Corporate Compliance regulations, a search of the Office of Inspector
General (OIG) exclusions database is also required. As an Applicant/Employee for the position of Region 4b MRC , |
understand that a criminal record and OIG check will be conducted for exclusionary events, conviction and pending criminal
case information and that it will not necessarily disqualify me from employment. | certify that the information below is correct and
accurate to the best of my knowledge.

Alison Minkoff, MPH

Applicant/Employee Signature Name of Manager to be Notified of CORI Results
LAST NAME (Print Clearly) FIRST NAME MIDDLE NAME
MAIDEN NAME OR ALIAS (IF APPLICABLE) PLACE OF BIRTH
DATE OF BIRTH SOCIAL SECURITY NUMBER ID THEFT INDEX PIN
(Requested but not required) (If applicable)

MOTHER'’S MAIDEN NAME

PLEASE LIST ALL ADDRESSES AND DATES OF RESIDENCY WITHIN THE PAST TEN (10) YEARS

CURRENT ADDRESS:

DATES FROM: TO:

PREVIOUS ADDRESS (1):

DATES FROM: TO:

PREVIOUS ADDRESS (2):

DATES FROM: TO:
SEX: HEIGHT: ft. in. WEIGHT: EYE COLOR:
DRIVER'’S LICENSE NUMBER: STATE:

THE ABOVE INFORMATION WAS VERIFIED BY REVIEWING THE FOLLOWING FORM OF GOVERNMENT ISSUED PHOTOGRAPHIC

IDENTIFICATION: COPY OF PHOTO ID MUST BE ATTACHED TO THIS FORM

REQUESTED BY:

SIGNATURE OF CORI AUTHORIZED EMPLOYEE

This form will be filed with the Director of Public Safety/Security for CHA. Please fax this completed form to a secure
fax at the Office of the Director of Public Safety/Security: 617=-812-2565

No work may be performed at CHA or any payment for services until this background check is completed.
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