Dear Perspectaunteer,

Thank you for your interest in volunteering for KALEIDA Health. In joining our team, you wil
vital service by helping our staff provide the best care to our patients.

All of KALEIDA HealthOs volunteer astariéieoordinated through our volunteer services office
at:

Buffalo General Hospital ' Millard Fillmor8uburban Hospital
Deaconess Center  Waterfront Health Care Center
DeGrafMemoridHospital - Women & ChildrenOs Hasfpgaffalo

Millard Filmore&ates Circle Hospi

After completing thquired paperwork (application, health requcem®@etstation of cupieydical
exam, current immunizations and 2 negative ppdOs for TB within lastroaieatibagkground
check, inteew and orientatjoyou maye considered for assignment at one of our sites

We will make every effort to matcloloueassignment with your skills, your interests and youl
schedule. @wjob training is provided under the superviaomehtstaff or an experienced
volunteer.

Additionallybenefitsiay include free parking, free mealperticiation in our Family First progra
anda variety of other Kaleida Health perks.

We have many typeppbdrtunities feolunteers ldaleidadealth.

I Adultmembers of our community looking for an opmpvieihickoby volunteering theiin time
many different capacities at all of our facilities

I StudentdHighSchooollegend Graduaiprovide opportunity to expeadmgsital settingnd
expbre career paths in health care while assisting in a variety of departments.

I WomenOs Board Auxilieege groups provide support theiugintinuofisanciasuppoto our
facilities.

Thank you for your interest in vahmfeeiKaleida Health. We hope to hear from you soon!
Sincerely,

The Volunteer Managers of Kaleida Health
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For more information

To learn more about volunteerism and how you K&LjgiDAIHEALTHteam please complete

the attached forms anactathe Director of theisitghich yoare interested

Buffalo General Hospi
100 High Stre

Buffalg NY 14203

Fr. Richard Augustyn -3603
email: raugustyn@kaleidahes

Deaconess Cer

1001 Humboldt Pkw
Buffalo, NY 142Q

Pat Bagley878010

email: pbag@¥kaleidahealth.

DeGraffMemoriaHospital
445 Tremont Stre

North Tonawanda, NY 14
Mary Beth Kupiec, @288
email: mkupiec@kaleidahea

Millard Fillmore Gates Circle
Hospital

3 Gates Circle

Buffalg NY14209

Christine Stry, 88300

email: cstry@kaleidahealth.org

Millard Fillmore Suburban
Hospital

1540 Maple Road
Williamsville, NY 221

Kathy D. Gorski, 58820

email: kgorski@kaleidahealth.org

Women & ChildrenOs Hospiita
Buffalo

219 Bryant sget

Buffalo, NY 14222
JennifelKutas 8787241
emailjkutagdkaleidahealth.org

Waterfront Health Care Center
200 Seventh Street
Buffalo, NY 14201

Darleen Sanders;300, X207
emaildsanders@Xkalegeddth.org
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Check one: " Buffalo General Hospital **x Office Use Only***
KALEIDA " Deaconess Received
HEALTH " DeGraff :nIO- Mtg.
Gates Circle nierview
Suburb Health Form
uburban PPD/Titers
Waterfront . ~ . Orientation
Women & ChildrenOs Hospital of Buffalo Crim.Bkgrd Rpr.

Application for Volunteer Services

(Please print clearly.)

Mr./Mrs.
Miss/Ms. Social Security No.
Last Name First Name Initial
Address Date of Birth(optional)
Number & Street Telephone, Home
Telephone, Work
City State Zip email
Name of Employer Telephone
Business Address
In Case of Emergency, Notify Telephone, Home

Telephone, Work

Work Experience:(Please include hospital, medical or related experience, if applicable.)

Volunteer

Other

Education/Special Training/
Foreign Languages

Hobbies/Skills/Special
Interests

Have you ever been convicted of acrime? " Yes" No If"Yes,"explain when, where, and disposition of case.

Why did you decide to volunteer KALEIDA HEALTH system?

Time Available:

Sunday Monday Tuesday Wednesday Thursday Friday Saturday
Morning
Afternoon
Evening
Are there any work activities or conditions you must avoid? " Yes" No (If Yes, please explain.)
Medical Reference
Name of Doctor Address Telephone

Personal Reference

Name Address Telephone

Name Address Telephone

Name Address Telephone
Date Signature
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Name (Please print

Volunteer Application Form (continueg

Interest/Skills (Please indicate with a check mark which you would be willing to share as a volunteer)

Clerical Skills " Typing * Filing
" Phone Receptionist " Using Copier
Librarian " Record Updating
Numerical Updating *  Computer
Alphabetizing " Cash Register
Sales " Other (specify)
Patient Care Services " Infant/Child Care " Patient Escort & Transport Service
(as applicable to the hospital) " MessengeErrandService " Feed Patients
" Visiting Patients " Greeting Patients

Other (specify)

Communication Skills *Journalism " Photography
*  Calligraphy " Graphic Arts
*  Other (specify
Peasonal Skills " Musical Instrument (specify) " Special Event Host
" Tour Guide

Other (specify)

Additional Skills/Comments

Special area of Interest in Volunteering

The above information is accurate and correct to the best of mgvidedge.

Signature Date

Your signature indicates your approval for us to check references. The Volunteer Service Department
is not obligated to provide a placement, nor are you obligated to accept the position offered.

Opportunities for voluntees are provided without regard to religion, creed, race, national origin, age or sex.

How did you hear about our program?

***Eor Office Use Only ***

Interviewer Date
Area of
Assignment Date
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Return co mpleted form to the Director of Consent Form Phone: 7163322274
Volunteers of the site for which you are applying. CF-040306 EAX: 716-332-2276

Disclosure In relation to your application for employment, or your current employment, your prospective employer or present employer may obtain a consurr
report and/or an investigative consumer report. Such reports magenaformation as to your character, general reputation, personal characteristics, and/or
mode of living. Also, subsequent reports may be requested to update, renew or extend employment. This disclosure is given to you in compliance with
Federal Fa Credit Reporting Act and applicable state law. You have the right to request additional disclosures as to the nature and scope of the investiga
from your prospective or present employer. Such request must be made in writing.

The following information is the sole purpose of conducting an employment background investigation:

Current Name First Name Middle Name Last Name
Maiden First Name Middle Name Maiden Last Name
Alias / Other First Name Middle Name Alias / Other Last Name

* The Age Discrimination Act in 1967 prohibits discrimination on the basis of age with respect tc
- individuals who are at least 40 years ofge. This information is for consumer report purposes only.

Date of Birth®Month/Day/Year *

Social Security Number DriverOs License Number State 0

Issue

Current Zip Code DCafAimne Number : ' ml;\/lale" Female

List Current and all Counties and States you have lived in for the past 7 years: From o] T

County State Zipcode Month Year Month Year
Have you ever been convicted of a crimeYes " No " Misdemeanor" Felony " Any pending criminal charges? Yes " No "
If Yes, give location of Court: City County: State: o
Type of Offense Date of Offense: CaseNo. o
Explain:

** (If you have more than one conviction or need additional space, listlidnformation on a separate sheet of paper) ***

Authorization Release: | certify receipt of this notice and give permission to my prospective employer and/or current employer and its agents to verify th
information submitted by me and to conduct a lgacknd search on me. | understand this search may include Social Security Number verification and addres:
history, criminal history, driving history, a credit report, eation history, license/certification verification, past employment information, ameference

checks. Such verification shall not constitute a violation of my right to privacy in any manner and | hereby release them from all liability whatsoever for actio
related to this information. | understand that the sole purpose for obt#imsngformation is for employment reasons.

Print Name of Applicant/Employee Signature of Applicant Date
*** Eor Employer Use Only ***

Company Name: KALEIDA HEALTH Requested by:

(PRINT NAME CLEARLY )
NYS DMV 3-year Driving History " Date
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KALEIDA HEALTH
Authorization That Kaleida Health
May Procure Consumer Reports

| acknowledge that | have been provided with a document called "Disclosure Concerning
Consumer Reports". The disclosure states that KALEIEEAHTH may obtain consumer reports
pertaining to me, for employment purposes now or in the future. It is contained in a separate
document that consists solely of the disclosure. The disclosure (reduced in size) is reproduced below.

| acknowledge that | k@ read the "Disclosure Concerning Consumer Reports", that |
understand , and that | have been asked to keep it for my future reference.

| hereby authorize KALEIDA HEALTH to obtain consumer reports pertaining to me, as
explainedn the Disclosure Conerning Consumer Reports

Date: Signature:

Printed Name:

DISCLOSURE CONCERNING CONSUMER REPORTS

This is to inform you KALEIDA HEALTH may obtain a "consumer report" pertaining to you
as part of its consideration of your application for empleytn KALEIDA HEALTH may also
obtain additional "consumer reports" pertainioggou from time to timén the future, in the event
that you are hired as an employee.

The Oconsumer report" refers to information about you, including information beayimgy on
character, general reputation, persaharacteristicer mode of living, which may be used in whole
or in part as a factor in making employment decisions. KALEIDA HEALTH may request this
information from one or more agencies or persons who regakssemble or evaluate information of
this kind.

If KALEIDA HEALTH decides to take adverse employment action against you based in
whole or in part on a Oconsumer report,O we will first provide you with a copy of the report as well as
a statement of youights as prescribed by the Federal Trade Commission. Your rights would include
the ability to contact the agency that provided the Oconsumer reportO to us, and the right to advise
them of any dispute that you may have regarding the accuracy of inforc@tiamed in their files.

KALEIDA HEALTH will not obtain any Oconsumer reportO pertaining to you unless you sign
an authorization permitting this. However, you will not be considered for employment unless you
sign an authorization.

Please keep thRisclosure for your future reference.
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Return completed form to  the Director of
Volunteers of the site for which you are applying

D

T H

B ¥ KALEI

Employee Health DepartmentVolunteer Physical Examination Form

New York State Department of Heatiquires the following to medically clear you to volunteer at a hospRhysical, 2 step PPDproof of immunizatin/immunity to

Rubella, Rubeola, and Varicella

Name: SSH#: " M Sex: F DOB:
Address: Phone #:
INFECTIOUS DISEASE HISTORY IMMUNIZATION HISTORY (VACCINES)
History of any pf the ves | No If yes, Indicate the appr_ox.l dates of the Date (s)
following : approx year following:

Measles Diphtheria/Tetanus
German Measles Hepatitis B Vaccine: yes / no #1: #2:
Chicken Pox Rubeola Vaccingor positive titer) (2 Doses required)# 1: #2
Mumps Rubella Vaccingor positive titer) (1 Dose required) #1:
Tuberculosis Varicella Vaccin€gor positive titer) #1: #2:
Hepatitis PPD/TB Skin Test PPD #1: results in mm:
Yellow Jaundice 2 PPDOsdministered in past 12mos| PPD #2: results in mm:
Polio ¥ If known history of positive PPD, provide date of conversion and last chagt x
Herpes Simplex (oral or hand " Asymptoticdenies all symmpms

(circle any that pertain)

" Symptomatiefatigue, Anorexia, Weight loss, Low grade fever, Productive coug

List any medications (over the counter or prescribed by a physician):

REVIEW OF SYSTEMS

For the following items, check the appropriate column:

Now Past Never

Comments filled in by Provider

ALLERGIES (Latex, Medications, etc)

CHRONIC COUGH (more than 3 weeks)

ASTHMA

HEART TROUBLE (chest pain, heart attack, etc)

HERNIA

NECK/BACK INJURY OR PAIN

ARTHRITIS

WEAKENED IMMUNE SYSTEM (such as leukemia,
HIV+, chronic steroid use, chemotherapy)

FAINTING SPELLS

SEIZURES

SKIN PROBLEMS

DIABETES

SHORTNESS OF BREATH

CHEST PAIN

HEARING PROBLEMS

VISION PROBLEMS

ILLEGAL DRUG USE

MAJOR ILLNESSES/HOSPITALIZATIONS

MENTAL HEALTH CONDITIONS

DO YOU DRINK ALCOHOL

DO YOU SMOKE

*** To be completed by physician ***

PLEASE OUTLINE ANY LIMITATIONS:

MEDICALLY RELEASED TO BEGIN VOLUNTEERING ON:

NP/PA/PHYSICIAN SIGNATURE:

DATE:
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Normal Abnormal Provide r: please comment on abnormalities Vision oD oS
SKIN Uncorrected 20/ 20/
EYES Corrected 20/ 20/
EARS
NOSE Blood Pressure
MOUTH/THROAT Pulse :
NECK , THYROID Height:
LYMPH NODES Weight:
CHEST
HEART General Appearance:
ABDOMEN " Good " Fair " Poor
BACK
NEURO
EXTREMITIES
HERNIA " None " Present




