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Volunteen Paperwork 
 

 

 

 

Please complete the following pages and return them to the Volunteer Services Office at 

Marshfield Medical Center. 

 

 

 

 

Name: ______________________________ 

 

Date: _______________________________ 

 

 

 

611 Saint Joseph Avenue 

Marshfield, WI 54449 

phone: 715.387.7106 

fax: 715.389.3993 

keresa.kilty@ascension.org 

 
 

mailto:keresa.kilty@ascension.org
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VOLUNTEEN APPLICATION 
 

Please print clearly. 
 

NAME (LAST, FIRST, MIDDLE INITIAL):  

      

 

DOB: (00/00/0000) 

                

STREET ADDRESS: 

 

      

CITY: 

      

STATE: 

      

ZIP CODE: 

      

CELL PHONE: 

                

HOME PHONE: 

      

EMAIL ADDRESS:  You will be required to have an active email account during your service as a Volunteen. 

      

SCHOOL (Name, City, State) 

      

 

PRESENT GRADE 

      

GRADUATION YEAR 

      

WHY WOULD YOU LIKE TO VOLUNTEER AT MSJH?: 

      

 

LIST AND DESCRIBE ANY PREVIOUS VOLUNTEER EXPERIENCE YOU MAY HAVE: 

      

 

 

LIST ANY SKILLS, INTERESTS, HOBBIES, SPECIAL TALENTS OR EXPERIENCES YOU HAVE HAD (EXAMPLES): 

      

 

 

AREA OR SERVICE PREFERRED? 

      

 
 

MUSICAL INSTRUMENT: _____________________________         FOREIGN LANGUAGE: ______________________________ 

YEARS: ____________                                                                        YEARS: ____________ 

REFERRAL SOURCE: How did you hear about the Marshfield Medical Center Volunteen Program?  

 

 

REFERENCES: 

You will be required to provide references at a later date – cannot be a relative. 

EMERGENCY CONTACT INFORMATION 

Emergency Contact: 

      

Relationship: 

      

Home Phone:                  

 

Work Phone:                  

 

Cell Phone:                 

I understand that if I am accepted as a Volunteen at Marshfield Medical Center, it is my responsibility to abide by the rules and regulations of the 

Hospital and the description of my volunteer assignments.  I further agree to be prompt and regular in my service and to perform assigned duties to 

the best of my ability.  I voluntarily offer my services with a clear understanding there is no monetary compensation.  I also agree to abide by the 

Hospital’s general policy regarding patient, employee and Hospital confidentiality.  By signing this application I also acknowledge the above 

information is true and correct. 

SIGNATURE OF VOLUNTEEN:  

 

 
DATE 

      

SIGNATURE OF PARENT: My child has permission to serve as a Marshfield Medical Center Volunteen. 

 

 
DATE 

      

 

OFFICE USE ONLY 
 

Application Received On: ____________ 

Waiting list:  added to list  __________ 

Volunteer #: ______________________ 
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 VOLUNTEER INFORMATION & REQUIREMENTS 

 

 

Marshfield Medical Center is a 500-plus bed tertiary care teaching facility and is one of the largest rural referral medical 

centers and one of only three Children’s Hospitals in Wisconsin. It provides health care, including all major medical and 

surgical specialties and subspecialties, to an ever increasing service area in Wisconsin and Upper Michigan. More than 400 

Marshfield Clinic physicians are on its medical staff, with more than 2,400 quality caregivers and support staff providing 

round-the-clock support. Marshfield Medical Center’s mission is to  enrich lives through accessible, affordable and 

compassionate health care.  

 
 

 

 

Volunteers contribute in many ways providing comfort, care and unexpected joy to the children and families in the hospital, 

as well as supporting the professional staff. We are excited and want to thank you for your interest in wanting to volunteer at 

Marshfield Medical Center. The Volunteer Services Department interviews, orients, schedules training and places all qualified 

who want to volunteer. We enthusiastically welcome individuals of all backgrounds and abilities. Applicants must have good 

general health and be able to communicate well in English (knowledge of a second language is a plus!). 

 

 

 

 

Areas of Service include but are not limited to: 

 

Info Desk – Welcome 

Ambassador  

Direction Desk 

Critical Care Waiting Room 

Intensive Care Waiting Room 

Learning Resource Center 

Library Cart 

Main Lobby Escort 

Family Waiting Room (Escort and 

Phones) 

House of the Dove – Hospice 

Services 

Eucharistic Minister (must be a 

member of a local parish) 

Home Delivered Meals 

Projects/Clerical  

Peds Orientation Tours – 1
st
 

grade 

Hospital Tour Guides 

Patient Mail 

Magazine Cart 

Children’s Miracle Network 

Special Events 

Home Projects (sewing, 

crocheting, knitting) 

Activity Cart Entertainment 

Emergency Room 

Gift Shop 

Coffee Cart 

Musical Entertainment 

Nursing Unit 

Patient Care Unit – Pediatrics 

 

 

 

Volunteer Commitment & Requirements  
Volunteers are asked to commit 2-3 hours per week to volunteering here for a year.  Will you be able to 

make that commitment?  

 

 Yes, I will commit to a minimum of a year and 2-3 hours per week     No, I am unable to make that 

time commitment  
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  MARSHFIELD MEDICAL CENTER VOLUNTEEN/PARENT AGREEMENT:  

 

I wish to donate my time to Marshfield Medical Center and understand there is no 

payment for services rendered through the Volunteen program.  I understand that 

photographs may be taken from time-to-time for publications, bulletin boards, etc.  I 

agree to abide by the rules, regulations, and policies of Marshfield Medical Center 

under the supervision of the Volunteer Services Department Manager and/or her 

designee.  I will maintain confidentiality concerning patients, their families and 

organization information and understand that a breach in confidentiality may result in 

termination. 

 

I agree to volunteer a minimum of one year at Marshfield Medical Center.  I understand 

that my service hours will not be validated/verified for employment or scholarship 

recommendations, secondary education application forms and/or other forms of 

reference letters in the event I volunteer 50 hours or less.  I understand that if I do not 

abide by the policies and procedures of Marshfield Medical Center, or if I have three or 

more unexcused absences I may be terminated from the Volunteen program.  (An 

unexcused absence would occurs if I do not call or simply do not show up for my shift.  I 

understand that a 24-hour advance of my unavailability is expected if at all possible.) 

 

 

Signature: _________________________________________ 

 

Print Name: ________________________________________ 

 

Date: ___________________ 

 

 

 

I support my son’s/daughter’s commitment to volunteer at Marshfield Medical Center.  I 

understand this is a year-round volunteer program and I agree to help my son/daughter 

be reliable and report promptly for his/her shift. 

 

Parent Signature: ___________________________________ 

 

Print name: ________________________________________ 

 

Date: ___________________ 
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    VOLUNTEEN PROFILE 
Answer all questions as completely as possible 

 

Name:____________________________________________________________________ 

Date:_________________ 

 

1) Why do you want to volunteer at the Hospital? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

2) Will you be able to volunteer during the summer and throughout the school year?  

  ____ Yes   ____ No 

 

3) Tell us about YOU.  What do you do well? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

  

4) We are looking for teens who are caring and respectful.  Please give two examples that 

demonstrate you are such a person. 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

5) Our patients and staff will rely on you to be dependable and to report for your weekly 

volunteer shift.  Please give us two examples that show you are reliable. 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

6) How do you plan to balance your personal/school activities with your commitment to 

volunteering?  Remember, this is a year-round commitment.  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

7) Are you interested in a healthcare career?  ____ Yes   ____ No 

If yes, what career? _________________________________________________________ 

 

 

8) Is there any other information you would like to share about YOU? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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Confidentiality Statement 

 
I understand and agree that in performance of my duties as a Volunteer at Marshfield Clinic Health System, I must 

hold as absolutely confidential all information which I may obtain directly or indirectly concerning patients, patient’s 

family members, physicians, and Marshfield Clinic Health System personnel in accordance with HIPAA regulations. I 

will not seek out confidential information in regard to patients, patient’s family members, physicians, or Marshfield 

Clinic Health System personnel. 

 

I understand that intentional or involuntary violation of confidentiality may result in disciplinary action including 

termination, by Marshfield Clinic Health system and/or possible legal action by patients or families. 

 

 

 

 

          

Volunteer Signature 

 

          

Print Name 

 

     

Date 

  

 

 

Please sign and date volunteer acknowledgement on reverse side. 
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Volunteer Acknowledgement  
 

 

I am interested in providing volunteer services for Marshfield Clinic Health System or one of its wholly owned subsidiaries 

(Marshfield Medical Center). I understand that I will receive no pay or other benefits for the volunteer services I provide to 

Marshfield Medical Center. Marshfield Medical Center has made no promise of pay or benefits now or in the future. I wish 

to volunteer my time to support Marshfield Medical Center’s goal of creating healthy communities through accessible, 

affordable, compassionate health care.  

 

 

 

I understand and agree that I am voluntarily offering my services to Marshfield Medical Center freely and without pressure 

or coercion, direct or implied, from Marshfield Medical Center or any of its employees or representatives. In addition, I 

understand and agree to abide by all policies and procedures governing my volunteer work as determined by Marshfield 

Medical Center.  

 

 

 

 

 

 

 

Name (Please print) 

 

 

 

Signature  

 

 

 

Date 

 

 

 

Please sign and date the confidentiality statement on the reverse side. 
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Volunteer 
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HIPAA - Competency Quiz 
 

 

 

1. What does HIPAA stand for? 
___ Health Insurance Portability and Accountability Act 

___ Hospital Information Protection and Accountability Act 

___ Honest Information Protecting All Americans 

 

2. Who does HIPAA pertain to? 
___ Only Hospitals 

___ All health care providers 

___ Only pharmacies and insurance companies 

 

3. Placing patient information in a wastebasket is okay as long as it is behind a 

desk. 
 ___ True  ___ False 

 

4. PHI stands for:   
P_______________ H _____________ I ______________ 

 

5. Reporting HIPAA violations is everyone’s responsibility. 
___ True   ___ False 

 

6. TPO stands for:   

T_______________ P______________ O_____________ 

 

7. Is it possible for a volunteer to be fined and imprisoned for disclosure of health 

information?  
___ YES ___ NO 

 

 
 

I have completed HIPAA training and have been given the opportunity to ask questions.  I agree to 

comply with HIPAA regulations and to follow Ministry Saint Joseph’s Hospital’s privacy and 

confidentiality policies. 

 

____________________________     ____________________________    _________________ 

           Volunteer Signature             Print Name           Date 
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  CONFIDENTIALITY COMPETENCY QUIZ 

 

Name______________________________________________________________ 

Date________________________ 

 

Scenario #1 

While working at the information desk, you find out a student at your school was in a 

terrible auto accident and needs brain surgery. 

When your shift is over, you go home and call your teachers to tell them all about it. 

Is it okay to do this?          _____Yes     _____No 

Scenario #2 

You are leaving the hospital after completing your shift as a volunteen in Pediatrics.  

You meet another volunteen who works in the Gift Shop. 

You tell him/her about a little boy who came in with a gunshot wound today, but you 

do not mention the patient's name. 

Is it okay to release this information?          _____Yes     _____No 

Scenario #3 

You're a volunteen in the birth center.  Today, while putting packets together, you find 

out a fellow student has had a baby. 

Later that day, you mention this to your Mom. 

Is it okay to tell your Mom?          _____Yes     _____No 

Scenario #4 

You are a volunteen in the gift shop.  As part of your work there, you’re asked to deliver 

flowers to a woman Room 021.  You recognize the name as that of one of your 

teachers—she’s got some really weird, mysterious disease!   

As soon as you get home, you call the friends you hang out with to see if they’ve 

“heard the news.” 

Is it okay to release this information to your friends?           _____Yes     _____No 

Scenario #5 

You are a volunteen who works at the E.R. reception desk.  Your friend, George, has 

been in an accident and was a patient during your shift.   

You immediately call your priest/pastor so church members will know and can pray for 

him and send him a get well card. 

 Because your priest/pastor is someone you can trust, is it okay to tell him?         

_____Yes _____No   
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INFECTION PREVENTION AND CONTROL QUIZ 

 

1. If you notice your hands are visibly soiled, what should you do? 

a. Find the nearest alcohol sanitation dispenser to clean your hands. 

b. Wipe your hands on your volunteer smock. 

c. Find the nearest sink and thoroughly wash your hands with soap and water. 

 

2. Where do you find a patient’s contact precautions? 

a. On signage right under their room number. 

b. Inside the patient’s room on the whiteboard. 

c. On signage taped to the patient’s door. 

 

3. If you have been asked to deliver something to a patient’s room but have not been trained 

with appropriate infection precaution procedures, what should you do? 

a. Go in anyway and give the items to the patient. 

b. Go to the nurses’s station and explain who the items are for and that you do not 

have training for their contact precaution. 

c. Leave the items outside the patient’s door. 

 

4. How many seconds does proper hand-washing require? 

a. 15 seconds 

b. 5 seconds 

c. 8 seconds 

 

5. The influenza vaccination is offered each year through Associate Health, free of charge to 

volunteers, and if I’m under 18 I will need my parent’s consent.   TRUE 

 FALSE 

 

6. The best way to manage a cough is: 

a. Cough into my hands then wash my hands. 

b. Cough into my elbow then wash my hands. 

c. Cough into my elbow while turning away from others and then wash my hands.   

I understand that I am responsible for following infection prevention/control etiquette and 

best practices and should ask if I do not understand or need clarification. 

Name (print): 

____________________________________________________________________________ 

Signature:_______________________________________________Date:_______________ 
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Volunteer Verification Checklist 

 

The included packet contains all paperwork necessary to become a volunteer for Marshfield Clinic Health System.  All paperwork 

needs to be completed and collected by Marshfield Clinic Health System before volunteers will be eligible to resume their duties. 

 

Please review and complete all forms by (Month, Day, Year) and return them via mail using the postage-paid envelope 

provided. 

 

Please place a  by each item below once completed: 

 

 Application      Attachment 1 

 New Volunteer Assessment     Attachment 2  

 TB Screening Form     Attachment 3 

 Confidentiality Statement    Attachment 4 

 Volunteer Acknowledgment Form   Attachment 5 

 Photo Release      Attachment 6    

 Background Information Disclosure   Attachment 7 

 HIPAA Quiz      Attachment 8 

 Badge Photo (You have been identified as needing an updated photo for your badge.  Please stop in the Volunteer Services 

office, Monday-Friday, 8:00 a.m. – 4:30 p.m., to get a new photo taken for your badge.) 

 

I realize it is my responsibility to contact Volunteer Services if I have any questions or if there is information I do not understand. 

 

 

          

Volunteer Signature 

 

          

Print Name 

 

     

Date 

     

 

 


