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Bryn Mawr Hospital

Main Line Health

Dear Community Member:

We are delighted that you have expressed an interest in becoming a volunteer at TWavBryn
Hospital.

Volunteers are a most valuable asset, performing a variety ahedical services in both

patient and nopatient departments. The Bryn Mawr Hospital Volunteers come from all walks

of life in the surrounding community, but all share tbenmon goal of assisting our professional
staff in providing the excellent patient care for which the hospital is known. They also enable the
hospital to provide services for both the patients and the community that could not be provided
otherwise.

You will be making a commitment to the hospital of both reliability and responsibility. Our
volunteers are an integral part of The Bryn Mawr Hospital Family, and an assignment and
schedule will be worked out for you depending upon your interests, skillsnaadwailability.

In order to facilitate your application, please follow these guidelines:

1. Printout the application and Confidentiality
Statement and return it to the Director of Volunteer
Servicesat Bryn Mawr Hospital, Volunteer Services
130 South Bryn Mawr Avenue, Bryn Mawr, PA 19010

2. Printtwo reference formand giveto friends or ceworkers(no family members
please)who would be willing ¢ attest to your good charactand ask them to return
the forms to me

3. Please print outompleteand returrthe Criminal Background
Check andChild Abuse Checkvith your applicatiorplease note that we will be
responsible forBackground and Child Buse check payments.

Once your application and both references are mailed to our,affideve complete your
background check, we will call you to schedule an appointment for an interview.

| will be looking forward to meeting you and to having you become a member of The Bryn
Mawr Hospital Team!

Sincerely,
Joanne Marciante
Director of Volunteer Services

/im



Bryn Mawr Hospital
Main Line Health System

COLLEGE APPLICATION FOR VOLUNTEER SERVICE

Last

Name First Middle Nickname
Street City State Zip
Home Phone Date of Birth SS#
Cell phone # E-mail Address

School Address

In case of Emergency, Contact Telephone

Can you commit to at least 50 hours of volunteer service to BMH? Yes  No_

Have you ever been convicted of a crime? Yes No

Have you ever worked at any of the Main Line Health Entities? Yes__ (where) No
Current/Former Employer: Job Title Telephone
CareeExperience

Other languages, Interest, Hobbies, Other Skills

References:
1.

Name Address Telephone
2.

Name Address Telephone

Statement of Agreement

| understand that | must be punctual and regular in attendance, helpful in my assignment and careful to honor the confidential
nature of what | observe and all other rules and regulations of the Volunteer Services Department. | understand that my service
as a volunteer is conditional, based on need and satisfactory services, and may be canceled at any time.

| certify that the above information is true and correct to the best of my knowledge. | understand any false statement on this
application may be considered cause for rejection of this application or for dismissal if such statement is discovered subsequent
to an assignment. | agree that if offered an assignment, | will consent to a health screening. | understand that my assignment is
conditional upon the satisfactory results of this screening.

| give permission for Bryn Mawr Hospital to investigate the information contained in this application, including inquiries of law
enforcement agencies, agencies where | have previously volunteered, and the U.S. Government to release information on me to
Bryn Mawr Hospital.

Signature Date
MAIN LINE HEALTH PROVIDES OPPORTUNITIES FOR VOLUNTEERISM WITHOUT DISCRIMINATION DUE TO RACE,
COLOR, RELIGION, SEX, NATIONAL ORIGIN, ANCESTRY, MARITAL STATUS, SEXUAL ORIENTATION, AGE OR HANDICAP.



THE BRYN MAWR HOSPITAL
DEPARTMENT OF VOLUNTEER SERVICES

CONFIDENTIALITY STATEMENT

| understand and agree that:

1. As a volunteer of The Bryn Mawr Hospital and The Main Line Health System, |
may have access to privileged information of a highly confidential nature.

2. Privileged information consists of, but is not limited to, data regarding the
following:

1.

a. Employees: Salary and demographic information.

b. Patients: Diagnosis and procedures, content of medical
records and any personal information.

c. Family members patients: Any and all personal information.

The confidentiality of privileged information is protected by law, and as a

volunteer of The Main Line Health System, it is my responsibility to preserve and
protect this confidentiality.

| am responsible for maintaining strictest confidentiality regarding computer
system access and information. This prohibits sharing of sign-on ID/password
information and/or providing physical accesst o a t er mi nal i n
only access information on patients/employees about whom | have a business
need to know. Likewise, | will discuss information only with employees who have
a business need to know. | will not attempt to gain access to areas of the
system(s) that are not necessary for the performance of my job.

1. Any unauthorized disclosure of privileged information, or any other confidential
information concerning a current or past patient, or employee of The Main Line
Health System, may result in immediate discharge from service with the System,
and possible legal action against me.

DATE:

SIGNATURE:

fact.
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Bryn Mawr Hospital

Main Line Health

VOLUNTEER REFERENCE

has applied for a volunteer
position at Bryn Mawr Hospital. Your name has been given as a personal
reference. Would you please complete this form and return it in the envelope
provided. All information you supply will be kept confidential.

Length of time you have known applicant

Relationship to applicant

How would you rate the following characteristics?

Superior Good Fair Poor

Ability to follow directions

Reliability

Sound judgment

Exhibits initiative

Honesty/integrity

Ability to work with others

Any other comments or information you think might be helpful will be greatly
appreciated. Please inform us about specific strengths or weaknesses of which
you might be aware.

Name of Recommender

Telephone Number Date:

Joanne Marciante
Director of Volunteer Services
Bryn Mawr Hospital
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Bryn Mawr Hospital

Main Line Health

VOLUNTEER REFERENCE

has applied for a volunteer
position at Bryn Mawr Hospital. Your name has been given as a personal
reference. Would you please complete this form and return it in the envelope
provided. All information you supply will be kept confidential.

Length of time you have known applicant

Relationship to applicant

How would you rate the following characteristics?

Superior Good Fair Poor

Ability to follow directions

Reliability

Sound judgment

Exhibits initiative

Honesty/integrity

Ability to work with others

Any other comments or information you think might be helpful will be greatly
appreciated. Please inform us about specific strengths or weaknesses of which
you might be aware.

Name of Recommender

Telephone Number Date:

Joanne Marciante
Director of Volunteer Services
Bryn Mawr Hospital



PENNSYLVANIA CHILD ABUSE HISTORY CLEARANCE

COMPLETE SECTION 1 ONLY. PRINT CLEARLY IN INK. ENCLOSE $10.00 MONEY ORDER ONLY. CHILDLINE USE ONLY
PAYABLE TO DEPARTMENT OF PUBLIC WELFARE. DO NOT SEND CASH OR PERSONAL CHECK. DATE RECEIVED BY CHILDLINE

SEND TO CHILDLINE AND ABUSE REGISTRY, DEPARTMENT OF PUBLIC WELFARE. PO BOX 8170
HARRISBURG, PA 17105-8170

APPLICATIONS THAT ARE INCOMPLETE, ILLEGIBLE OR RECEIVED WITHOUT FEE WILL BE
RETURNED UNPROCESSED. IF YOU HAVE QUESTIONS CALL 717-783-6211

“SECTION I > APPLICANT IDENTIFICATION
IN THIS SPACE PRINT APPLICANT'S FULL NAME AND ADDRESS (DO NOT USE INITIALS)

NAME l_ i \/ SOCIAL SECURITY NUMBER
STREET / AGE DATE OF BIRTH DAYTIME PHONE NO
CITY, STATE
2IP CODE SEX COUNTY YOU LIVE IN
L | Ow O

PREVIQUS NAMES USED SINCE 1975 (Include Maiden Name, Nicknames, Aliases)

i (FIRST. MIDDLE. LAST) 2 (FIRST MIDDLE. LAST) 3 {FIRST, MIDDLE LAST)
/ PURPOSE OF CLEARANCE (Check ONE block GHLY)

[J CHILD CARE VOLUNTEERS - A copy of your PROCESSED "Request for [T ecwer {Community Work Experience Program Particigani}

[J FOSTER CARE Criminal Record” {(Form SP4-164) must be atached. Out-of- W

O ADGPTION state residents must also attach a copy of their PROCESSED W

[ scHooL FB! clearance (Form FD-258). ” SIGNATURE GF CAQ REP CAD PHONE NO

PREVIOUS ADDRESSES SINCE 1975 {Aftach additional pages if necessary)

Pl bl o P

TR HOUSEHOLD MEMBERS (List everyone who lived with you at any time since 1975 to the present)

=
NAME (First, Middle, Last) Do not use initials. RELATIONSHIP PRESENT | sex

m|sn.4=\[s».~.ﬂ

| certify that the above information is accurate and complete to the best of my knowiedge and belief and submitted as true and correct under
penalty of law (Section 4904 of the Pennsylvania Crimes Code).

Applicants are required to show the A
Adminssirators are requirad (¢ keep a o
file. Any person allering the contents of 1n

crimina! or adminsstrative action

APHLUCANT S SIGNATURT DLTE

4 REPORT OF CHID ABLSE O

1 AFPLICANT
\BUSE OR A RES!

DATE OF [MCIDENT

STATUS OF REFORT







