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CCMC VOLUNTEER APPLICATION 
 

Please Print 
Today’s Date       

 
FIRST NAME       LAST NAME        
 
ADDRESS        CITY/STATE/ZIP      
 
PHONE ( )     SOCIAL SECURITY #        
 
DATE OF BIRTH / /   SPOUSE/PARTNER NAME       
 
EMAIL             q MALE q FEMALE 
 
PHYSICAL LIMITATIONS             
 
WORK/OCCUPATION       MOST RECENT EMPLOYER      
 
VOLUNTEER INTERESTS 

r Doctor/Nurse/Pharmacist/Healthcare 
Professional 

r Translator 
r AdministraMve Support 
r GeQng Ahead  

r Grounds and Building Maintenance 
r Special Events 
r Other:       

      

 
SKILLS   Please include proficiency level:  Skilled  Can Teach Amateur 

1.                 
2.                 
3.                 

 
LANGUAGES Please include proficiency level: Fluent  Read  Write 

1.                 
2.                 

 
VOLUNTEER AVAILABILITY (Circle all that are applicable) 

Number of Days per Week:  1 2 3 4 5 
Monday Tuesday Wednesday Thursday Friday  No Preference 
 

EMERGENCY CONTACT 
FIRST NAME        LAST NAME        
PHONE (  )     RELATIONSHIP       
ADDRESS       CITY/STATE/ZIP       
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CONFIDENTIALITY STATEMENT  

 
I acknowledge that this statement applies to all members of the workforce, including but not limited to, employees, 
volunteers, students, physicians, resident physicians, and third par:es, whether temporary or permanent, paid or not 
paid, visi:ng, or designated as associates, who are employed by, contracted to, or under the direct control of 
Coopera:ve Chris:an Ministries & Clinic. 
 
I acknowledge that CCMC has formally stated its commitment to preserving the confiden:ality and security of health 
informa:on, whether it is maintained or distributed in paper, electronic, video, verbal, or any other medium or format. I 
understand that I am required, if I have access to such health informa:on, to maintain its confiden:ality and security.  
 
I understand that access to health informa:on created, received, or maintained by CCMC  is limited to those who have a 
valid business or medical need for the informa:on or otherwise have a right to know the informa:on. I understand that 
there are many administra:ve, physical and technical safeguards in place to protect the privacy and security of this 
health informa:on, and that any aAempt to bypass or override these safeguards is a viola:on of federal and state laws 
and the privacy and security policies of the Coopera:ve Chris:an Ministries and Clinic. 
 
I understand that anyone who is authorized to access electronic health informa:on within CCMC will be issued a unique 
user iden:fica:on and password, and that any person who knowingly discloses their user ID or password to others, uses 
or discloses another individual’s user ID or password, or accesses any electronic protected health informa:on without 
authoriza:on is subject to disciplinary ac:on, up to and including dismissal. In addi:on, I understand that all CCMC and 
affiliate workforce members must comply with applicable Informa:on Technology Security Policies.  
 
I further understand that, with the excep:on of purposes related to treatment, access to, uses and disclosures of, and 
requests for an individual’s health informa:on must, to the extent prac:cable, be limited to the minimum necessary to 
accomplish the intended purpose of the approved use, disclosure or request. 
 
I understand that any known or suspected viola:on of the confiden:ality or security of health informa:on must be 
reported to my immediate supervisor or to the Privacy Officer (CCMC Administrator) immediately.  
 
 
                
Signature         Date 
 
 
AUTHORIZATION TO OBTAIN CRIMINAL BACKGROUND REPORTS 
  
I authorize CCMC to obtain criminal background reports and/or inves:ga:ve criminal background reports for background 
inves:ga:on.  I understand that these reports might include, but are not limited to, a search of my criminal background, 
reference checks, driving record checks, and verifica:on of my iden:fica:on and Social Security Number. I agree that this 
Disclosure/Authoriza:on, in original or copy form, is valid for all current and future criminal background reports.  
 
 
                
Signature         Date 
 
 
 

 


