Date Received: 
                        
     Date Contacted:


The University of Arizona Athletic Treatment Center

Volunteer Application

Please complete and return this application to:

Leanna C. Olivar, MEd, ATC
Kasser Sports Medicine Center
McKale Memorial Center #N108

lcolivar@email.arizona.edu

Name: ______________________________________

SID#______________________

DOB: __________________





Phone: __________________________

UA E-mail:  _____________________________
NON UA E-mail: ______________________________
Major: __________________________________

Year in school:_____________



Emergency contact and number: _______________________________ Relation: ____________

Do you have any current medical conditions that may prevent you from performing manual labor?  YES/NO         
If yes, please explain:_____________________________________________________________________

How did you hear of this position/opportunity? _______________________________________________________________________________________
What are your post-graduation career goals and what profession would you ultimately prefer to work?
_______________________________________________________________________________________

I understand by signing my application that I will be required to volunteer for at least a semester before being considered for employment and that employment is not guaranteed. I am also expected to act and dress in a professional manner as it will be explained to me during the orientation/informational meeting.
The HIPAA Privacy Rule establishes the conditions under which protected health information may be used or disclosed by covered entities for research and non-research purposes. The Privacy Rule also defines the means by which individuals will be informed of uses and disclosures of their medical information for research and non-research purposes, and their rights to access information about them.
More information on HIPAA can be found at: http://www.vpr.arizona.edu/hipaa
I understand and will honor HIPAA Privacy Rule and respect the medical confidentiality of all that are cared for in the athletic treatment center. I also understand that violation of the HIPAA Privacy Rule or breech of medical confidentiality results in immediately removal from volunteer or employment opportunities.

__________________________________________
`_________________________________________
Print Name 






 Signature



Date


Internal Use Only:

_____ Completed DCC Forms  


_______ Signed Code of Conduct Policy
