NEW YORK Volunteer Services
DOWNTQWN 59 Maiden Lane
HOSPITAL 6th Floor

Member . New YOI‘k, NY 10038
e T T e syamm Tel: (212)-312-5718

New York Downtown Hospital, a member of the NewY-dpPkesbyterian Healthcare System, is a non-
profit institution located in Lower Manhattan. & & community hospital which primarily serves the
people who live and work in this neighborhood.

With more than fifty departments, New York Downtow{ospital provides wide-ranging volunteer
opportunities for those who are interested in mgardifference in the lives of others. We inviteiyto
make great things happen in our community, exph@alth career opportunities, gain work experience,
brush up on your skills, meet academic requirementset new people, and acquire invaluable
experience.

Long-term Volunteer Guidelines

¢ Minimum of 150 hours of service
e Atleast 4 hours a week

Summer and Winter Volunteer Guidelines

» Applications are accepted only in March for Summaunteer service and only in October for
Winter volunteer service.

e Minimum of 120 hours of service

e Atleast 15 hours each week for 6-8 weeks

Volunteer Opportunities

Administrative and Clerical

This opportunity offers volunteers the chancerw/jge much needed administrative support for
the departmental staff. Volunteers will gain skilts office management, file management, labeling,
running errands, appointment scheduling, receptiowalk-in and phone inquiries, and other general
office duties.

* Placement determined by education and qualification

e Minimum age: 16

e Times to volunteer: Monday to Friday—9:00 AM-5:001P
* Fluent in English

Public Information

Volunteers in these positions will provide hospiyato patients, families, and visitors. Volunteavdl
maintain a secure environment within the hospitaligds. Duties involve greeting visitors, and giyvin
directions.

» Placement determined by education and qualification
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e Minimum age: 16
e Times to volunteer: Monday to Friday—9:00 AM-6:001P
* Fluent in English

Community Outreach

One of New York Downtown Hospital's missions igé@ch out and provide healthcare to those who
work or live in the community. We offer many heatilitreach events and health fairs throughout the
year. The dates of the outreach events vary. Maegte occur on weekends. Volunteers will assidt wit
setting up, registering patients, directing traffiod operating medical equipment.

* Placement determined by education and qualification
*  Minimum age: 16

* Times to volunteer: vary throughout the year

* Fluent in English

Laboratory

In the laboratory setting, volunteers will have tpportunity to observe daily operations and |dayw
technicians work. Volunteers will also assist ipad relay (by phone), slide preparation, specimen
labeling, and logging.

» Placement determined by education and qualification

e Minimum age: 18

» Times to volunteer: Monday to Friday—9:00 AM-4:0MPNote: laboratories are most active in
the morning.

* Fluent in English

Please mail the application, along with a resuroethé Volunteer Department, before the appropriate
deadline. The Mailing address of the Volunteer Depent is:
New York Downtown Hospital
Volunteer Department
170 William Street
New York, NY 10038

Note: any applications postmarked after the deaedlill not be accepted. Upon completion, we will
review your application, and, if accepted, the WWer Department will notify you within one month t
schedule an interview.

New York Downtown Hospital
Volunteer Services

Tel: (212)-312-5718

59 Maiden Lane, 6th Floor
New York, NY 10038
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For office use only:
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' Appl. Recd: ' DOWNTOWN Pace

| S.0D: i HOSPITAL Photograph

| AO.D: l Here
Member

| Volunteer #: : _| NewVYork-Presbyterian Healthcare System

.- =] Afiiate: Well Medical Callege of Comell University

Areyou volunteering for cSummer oWinter oLong Term
APPLICATION DEADLINE:

Summer: March 31/ Winter: October 31

PERSONAL INFORMATION

Name: Last First Middle Social Security No.: (must include)
(or copy of student VISA)

Cell Phone #: Home Tele#: Work Tele#: Email Address:
D.O.B: / /
Address: House No. Street Apt. City/Town State Zip Code

Have you ever volunteered at New York Downtown Hospital?
oYesoNo If Yes: When? Department? Reason for Leaving?

I'n case of Emergency, whom should we contact?

Name: |&®nship: fPieo ( )
I'n case of Emergency, whom should we contact?
Name: l&Ri®Nship: Pieo ( )

TELL USABOUT YOURSELF

Y our Monday Tuesday Wednesday Thur sday Friday

Available
Times

(Weekend schedulewill be only applied to Community Outreach and Direct Patient Care.)

What area areyou most interested in:
Administrative/Clerical Public Information Community Outreach Lab

Do you speak another language? oY €s ONO Have you ever been convicted of a crime(s),
misdemeanor (s), or felony?* oY esoNo
If yes, what language? If yes, please give date(s) and details:
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Referred by:

Do you have any physical, mental or medical
condition, which would limit your ability to
perform functionsfor a volunteer job?

oY esaNo If yes, please describe:

* please Note: Disclosure of a criminal record wilt automatically
disqualify you from volunteer consideration. Howewemission of
information on the application will.

EDUCATION INFORMATION

Name of High School you attended?

Name of the college or university you attended?

School L ocation:

Did you graduate? OYes oNo

If not, what grade areyou in?

Major:
School L ocation:

Did you graduate? oYeS oONoO
If not, what year areyou in?

Other schooling/certificationg/licenses/degr ees?
School:
Certification, License or Degree:

School:
Certification, License or Degree:

EMPLOYMENT or VOLUNTEER EXPERIENCE
INFORMATION

Please list any work and/or volunteer position(®) f1ave held.
Please list most current positions first. You matsich a esume.

Company or Organization Time Period: Position: Reason for Leaving:
Name: From:
To:
Address:
Duties:
Name and Title of Supervisor: Telephone: Email Address; (we will email them for your referencel

List two academic or non-personal referencesthat you have known for at least one year

(i.e. teacher, guidance counselor, clergy, etc.):
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Name: Relationship: Company/I ngtitution:

Phone Number: Email: (we will email them for your reference) * Your reference cannot be
someone you are related to,
including friends.

Name: Relationship: Company/Ingtitution:

Phone Number: Email: (we will email them for your reference) * Your reference cannot be
someone you are related to,
including friends.

Areyou required tovolunteer? 0YeS oNO Will this be a field placement for you?

If yes, what is the reason: oYes oNo
Course Title:
Professor's Name:
Telephone Number:

What are the requirements (hours, placement):

Cited

PERSONAL STATEMENT

In a brief paragraph, please describe why you are interested in volunteering at New York

Downtown Hospital:
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AGREEMENT

omission of information will disqualify me or causemediate termination of my volunteer assignmént.

| have answered each question fully and corredtlynderstand that any deliberate misstatemeﬁ or

authorize New York Downtown Hospital's VolunteernSges Department to fully investigate
references.

As a volunteer, | understand that | am expectednaibrat least 150 hours of community service fordd
term volunteer sessions and 120 for Summer andéVaassions.

| understand that submitting an application doggynarantee a position in New York Downtown Hodpi
| understand that my final placement is determibgdhe Volunteer Department of New York Downto
Hospital.

| understand that there is a 6-8 weeks processimgdfter | hand in my application.

| understand that, while working at New York DowwtoHospital, | may have occasion to become aw
of privileged and confidential information abouetHospital or its patients. | also understand thate are
specific laws that require that any such informmatiemain strictly confidential. | acknowledge thmy

access to confidential information is solely foe thurpose of performing my responsibilities witlhiris

institution, and no other purpose. | am aware thatlosing any such information tANYONE (for

example, friends, family, the press, social medthers) can subject me and the Hospital to sewgal
penalties. | hereby agree that | will keep all mfiation and materials, whether in paper, electroniother
forms, regarding the Hospital or its patiestsctly confidential. | will never, under any circumstanc
remove Hospital documents from the Hospital, ndr iweveal clinical information about a patientittwvor
without the patient’s name) or discuss the Hospitehre of or treatment of any patient except wité
appropriate Hospital staff as necessary to perfognjob duties. | will not take photos within the $jital
or of patients. If | have any question regarding tionfidentiality of Hospital or patient informatid will

ask my Supervisor for clarification of this policy.

Signature: Date:
If under the age of 18, Parent/Guardian Signatnagujred):
Parent/Guardian Signature: Date:

y

vn

are

** IN ORDER TO BE PROCESSED, THISAPPLICATION MUST BE THOROUGHLY COMPLETED **

For Office Use Only
Orientation Date: Interviewer: Signature:
Medical Record: PPD Date: Drug Test Date:
oYes oNo / yd / yd
Lab Report: Immunization Record: Resume:
oYes oNo oYes oNo oYes oNo
Copy of ID: Application:;
oYes oNo oYes oNo
Department:
Administrative/Clerical Public Information Community Outreach Lab
Comments:
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