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Immunization Record submitted _____       TB test submitted ____   Oriented ____    VA Risk ______
License Information confirmed by Volunteers Coordinator ____                                                                           

Health Center Start Date:  _____________ Location: _________________
MEDICAL POSITION VOLUNTEER APPLICATION
Name: ______________________________________________________________________________



(Last)



(First)



(Middle)
Address: ___________________________________________________________________________
City, State, Zip Code __________________________________________________________________
Telephone:  Primary (          ) ____________________   Cell Secondary (          ) ___________________
Preferred E-mail Address:   ________________________________ _____________________________
Employer: ___________________________________________________________________________
If a student, school or university attending:  _______________________________________________


Languages Spoken: _________________________________________________________________________________


How did you hear about Health Works? ________________________________________________________
Availability:
 ____________________________________________________________________________
Previous Experience and Skills: _______________________________________________________________ 
__________________________________________________________________________________________ 
____________________________________________________________________________________________________


_____________________________________________________________________________________________________

Do you have any medical conditions of which HealthWorks should be aware? _________________________
Person to contact in event of emergency:

 Name____________________________Relationship______________________________________

 Day phone #__________________Cell phone #______________Evening phone#_______________

Volunteer Position Desired: [   ] Dr. Provider      [    ] Nurse     [   ] NP   [  ] Dentist     [   ] PA     [  ] MA
Other Medical Professionals: [   ] Phlebotomist   [  ] Dental Assistant    [   ] Dental Hygienist    

Volunteer Location Desired:   Herndon Center [  ]       Leesburg [    ]   Reston Center [    ]   Dental Leesburg [    ]
MEDICAL LICENSED VOLUNTEERS
Physician: 

License # __________________   Medical Specialty ____________________________ 
Exp Date ___________________

Location and Date of residency program(s):___________________________________________
Specialty of residency program(s):___________________________________________________

Nurse Practitioner:
 
License # ___________________________   Exp Date ____________
Physician Assistant: 

License # ___________________________   Exp Date ____________

Registered Nurse/Allied Health Professional:
License # __________________   Medical Specialty ___________________   Exp Date __________________
Dental Professional:                    Dentist _____   Dental Assistant ______   Dental Hygienist 
License # __________________   Medical Specialty ________________________   Exp Date _____________
Other Licensed Medical Professional (MA, LPN, Phlebotomy, C.N.A., EMT): 

MA License # ______________ Exp Date _______   LPN License #_________________Exp Date________ 
CNA License #______________  Exp  Date ______      Phlebotomy License # _____________  Exp  Date_______
       EMT License #______________  Exp  Date _______

References:
Please provide three references, at least one of which is professional. 

Name: ___________________________________________

Relationship/context in which you know reference: ______________________________________________

Preferred contact information: ________________________________________________________________

Name: ___________________________________________

Relationship/context in which you know reference: ______________________________________________

Preferred contact information: ________________________________________________________________

Name: ___________________________________________

Relationship/context in which you know reference: ______________________________________________

Preferred contact information: ________________________________________________________________

License will be reported to the Commonwealth of Virginia Division of Risk Management to activate

State malpractice protection.

I agree that all the information above is correct to the best of my knowledge.  
Signed: _______________________________________       Date: _____________________________
This form contains confidential information intended for the use of HealthWorks of Northern Virginia.  Any disclosure, copying, or distribution of this form and its contents is strictly prohibited and would not be authorized by HealthWorks of Northern Virginia. 
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