CONNECTICUT DEPARTMENT OF VETERANS AFFAIRS

PARENT/GUARDIAN CONSENT FORM

Dear Parent or Guardian,

The Veterans Home welcomes the volunteer service of young adults, starting at age sixteen (16). All youth volunteers between the ages of 16 and 18 will be supervised by an adult during their volunteer service.

It is the practice of the Home to inform you, as the parent or guardian, of the application process, eligibility to volunteer, orientation process, and volunteer placement.

If at any time you have any questions about the process, the placement, or activities of the volunteer applicant, please do not hesitate to call me at the Volunteer Office 860-721-5878 or 5879

Please complete the following application and return it to: 

Attn: Heroline Lee

Residential & Rehab Services Department

287 West Street

Rocky Hill, CT 06067

Please sign to give consent for Volunteer placement:

I hereby give consent for my son/daughter/ward _______________________________________ to serve as a volunteer at the Connecticut Department of Veterans Affairs, Veterans Home & Hospital.

As a condition of volunteering, my son/daughter/ward will provide the names of three references who will attest to the suitability of the volunteer applicant to serve in a hospital environment.

I understand that an annual tuberculin skin test will be administered by our healthcare staff if my son/daughter does not have an up to date record with his/her family physician.


Parent / Guardian                                                                              Date

Sincerely,

James J. McKinnon III

Assignment:___________________

Schedule:___________________

Date:___________________

VETERANS HOME AND HOSPITAL JUNIOR VOLUNTEER APPLICATION

(Please Print)
	Name:
	LAST                                      FIRST                              MIDDLE
	Phone #
	
	DOB
	MONTH         DAY            YR

	Address:
	STREET                                                             CITY:                                           STATE:                            ZIPCODE

	School Attending

	NAME                                                                        ADDRESS                                                                          TOWN

	Mothers Name & Address::
	NAME                                                                        ADDRESS                                                      CITY                                             STATE                                   ZIP CODE     



	Fathers Name & Address:
	NAME                                                                        ADDRESS                                                      CITY                                             STATE                                   ZIP CODE



	Person to contact in 

case of Emergency 
	Name                                                                         Address                                                                                                                             Phone Number

	REFERENCES:  

                         NAME                                                  ADDRESS                                                                               PHONE                                   YRS KNOWN

	1.

	2.

	3.

	

	What careers interest 

you most?
	1.                                         2.                                        3.

	Skills or hobbies you would

like to share.
	Please circle      Musical Instruments           Sports             Art               Reading

Other:

	Activities Preferred
	Please circle:  Clerical   Library   Nursing Services    Videotaping   Social Services

Wheelchair escort     Recreation Therapy   Public Relations    Other

	
	

	Hours for all junior volunteers: 10:00am   --  2:00pm  Monday – Friday

	I would like to work:
	Please circle: Monday         Tuesday            Wednesday           Thursday                Friday

	I will be on vacation (Please give exact dates if possible)
	

	Are you volunteering in affiliation with an organization/church/school or special program?          Yes            No
If yes please provide name of group/church/school or special program:

	I agree to take the orientation and training class and fulfill the commitment to the time schedule agreed upon.

	Signature:
	
	Date:


	


DEPARTMENT OF VETERANS AFFAIRS

Rocky Hill, CT

Name:__________________

Assignment:__________________

Volunteer Medical History Form

Volunteers of the Department of Veterans’ Affairs, Rocky Hill, CT, involved in direct patient care are required to have a medical history taken for purposes of health maintenance of the individuals and patients during the course of the volunteer’s work.

A physical examination performed by the Volunteer’s private physician may be required if the medical history indicates a possible health problem.

Medical History (to be completed by the applicant) This history will be confidential.

	Name:
	LAST                                                                      FIRST                                                                                           MIDDLE

	Have you any mental or physical disabilities at this time
	Please circle:   Yes                       No                            If yes please explain:

	List major illnesses and operations you have had
	

	Condition
	Yes
	No
	Condition
	Yes
	No

	Heart Disease
	
	
	Joint Disease or “Trick Joint”
	
	

	Lung Disease
	
	
	Backache or Back Problems
	
	

	Asthma
	
	
	Sciatica or any Neuritis
	
	

	Shortness of breath
	
	
	Epilepsy or Convulsions
	
	

	Blood Conditions
	
	
	Head injury or loss of consciousness
	
	

	Tuberculosis
	
	
	Alcohol or Drug Addiction
	
	

	Positive Tuberculin Test
	
	
	Mental Disorder
	
	

	Liver Condition
	
	
	Eye Disorder
	
	

	Rheumatism or Arthritis
	
	
	Ear Disorder
	
	

	Chronic Diarrehea
	
	
	Chronic Cough
	
	

	Chicken Pox
	
	
	Measles 
	
	

	If you answered yes to any of the above please give a brief  explanation: 


	PPD Performed - Date
	


Applicant Signature:______________________________     Date:__________________________

Reviewed by Hospital Epidemiologist: _______________________________ Date:____________

Physical Exam Required: NO______

YES________
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