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1. Demographic Information:

Last Name________________________________ First Name____________________________

Primary Area of Employment (i.e. Public Health, Teacher, Computers, etc.) ___________________

Employer (Former if Retired)_______________________________________________________

2. Contact Information:

Mailing Address

________________________________________________________________________

Street Number Street Name Apt #

________________________________________________________________________

City State Zip Code

Home Address (if different from above)

________________________________________________________________________

Street Number Street Name Apt #

________________________________________________________________________

City State Zip Code

Primary Email Address __________________________________________

Alternate Email Address _________________________________________

Daytime Phone __________________Evening Phone__________________  

Mobile Telephone ________________Pager__________________________

3. Emergency Contact:

Name _________________________ Relation: _______________________

Phone Number __________________Email Address ___________________

Continued

For Volunteers with clinical training/licensure, please review and complete the following section

indicating appropriate title and/or occupation listed. All other Volunteers may skip to section 5.

4. Occupation/Background (Please check all that apply)

___ Counseling/Mental Health 


___ Nurse Practitioner

___ Dental Assistant 



___ Pharmacist

___ Dental Hygienist



___ Pharmacy Technician

___ Epidemiology 



___ Physician

___ Epidemiology (Nurse) 


___ Physician Assistant

___ EMT/Paramedic


 
___ Toxicologist

___ Lab Technician 



___ Veterinarian

___ Nurse 




___ Vet Tech

___ Nurse (Clinical Specialist)


___ Non-clinical Staff

___ CNA, LPN




___ Police Officer

___ Fire Fighter




___ Environmental Services

___ Clinical/Medical Student (please specify school, program of study, and graduation date) ______

______________________________________________________________________________

___ Other (please specify) _________________________________________________________

Please indicate any applicable degrees (i.e. MD, RN) _________________________________

Are you currently licensed and/or certified to practice in Massachusetts?

___ Yes (Licensing Agency:___________________________License #______________________)

___ No

___ N/A

Please indicate any affiliation with health care organization (hospital, health center, visiting

nurse association) ______________________________________________________________

5. Skills/Areas of Expertise (check all that apply)

___ Case Management

        (Non-Clinical)

___ Clinical/Nursing Case                                  

        Management

___ Communications

___ Communicable Disease

___ Community Organizing

___ Counseling

___ Crisis intervention

___ Customer Service

___ Data Analysis

___Data Entry

___ Events Organizer

___ Hazardous Materials

___ Health Education

___ Home Visiting

___ Inspection

___ Interviewing

___ Logistics

___ Materials Management

___ Maternal/Child Health

___ Media/Public Relations

___ Mental/Behavioral Health

___ Outbreak Investigation

___ Patient Advocacy

___ Phlebotomy

___ Provider Education

___ School Health

___ Triage

___ Vaccination

___Child Care Provider

___ Food Preparer

___ Compationate Provider

    ___ Other/Non-Clinical Student (please specify)______________________________________

6. Language (Please circle level of proficiency in any of the following languages.)

	Language
	Speaking
	Reading
	Writing
	Medical

Interpretation
	Certified

	Cape Verdean 
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Cantonese
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Chinese
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	French
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	French Creole
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Haitian Creole
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Khmer
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Mandarin
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Polish
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Portuguese
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Russian
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Spanish
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Vietnamese
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Sign Language
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	

	Other

(Specify)
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	Fluent  Good   Fair
	


There are 2 levels of involvement with the GFRMRC. Please indicate the level you are interested in:

___ Response Level: Response Level involves a minimal time commitment. Members are only asked to

volunteer in the event of a public health emergency. You are required to complete a 1½ hour training, which

can be done in person or online. If activated, volunteers will receive training specific to the event before

being assigned to a clinic.

___ Leadership Level: Leadership Level is open to those who want a role in management of a clinic or a

part of a clinic. There is a larger training commitment, requiring 10-15 hours of training in addition to the

initial orientation. Volunteers are only activated in the event of a public health emergency, and will be given

training specific to the event before being assigned to a clinic.

Please rate your degree of availability in the event of a disaster or epidemic where many employees would be out sick. Circle the number next to the statement that suits you best: 

1 Can work extra and sleep over 1 or more nights if needed.

2 Can work extra shifts
3 Can work scheduled shifts (unless you develop contagious disease)
4 Have home responsibilities and/or health problems which limit ability to work in the event of a disaster
5 There are some components of my job that I can do at home 
How did you hear about the Greater Fall River Medical Reserve Corps?

a) Brochure

b) Friend or colleague

c) Website (please specify) _____________________________________________________

d) Professional organization (list here)____________________________________________

e) Other (list here) ___________________________________________________________

Please list any other affiliations that you are associated with:_____________________________

 Please list any health problems or physical restrictions:_________________________________


Please fax or mail this form to the address below. Thank you for your interest in the Greater Fall River Medical Reserve Corp.

Heather Salva

Greater Fall River MRC

C/O Fall River Health & Human Services 

One Government Center, 4th floor

Fall River, MA 02722

Phone: (508)324-2520

Fax: (508)324-2429

Email: hsalva@fallriverma.org

GREATER FALL RIVER MEDICAL RESERVE CORPS


Volunteer Application





Criminal Offender Records Investigation (CORI)


I (please print name), _______________________________, agree to undergo a criminal background check as part of my application to become a Greater Fall River Medical Reserve Corps volunteer.


Participant Signature


_____________________________      ________________________


Signature				              Date


_____________________________      ________________________      _________________


Last name                                                              First name                                                 Middle name


_____________________________      ____________________________


Married/Maiden name if different from above      Date of Birth
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