COMMUNITY CHURCH REPRESENTATIVE

Application

 For 

Hospital ID Badge/Confidentiality Training (HIPAA)

This application is for those who represent their church, clergy or laity (Pastors, Elders, Eucharistic Ministers, Stephens Ministers, etc), wanting Hospital ID badge/Confidentiality Training for visitation of people of their own faith.  (Please note this badge is not required for one to only visit their own parishioners.)

Training

Each Community Church Representative volunteer must satisfactorily complete the following: 

1. Orientation program of the Florida Hospital Pastoral Care Department (4 hours).
2. Training provided by their church/place of worship.

Qualifications
1. Must be endorsed by their place of worship.  

2. Background in religious activities, community service, and/or related experience in their faith.

3. Must turn in a completed Community Church Representative application.

Performance

1. Respect the patient’s rights to privacy through strict confidentiality, according to the information and training provided in the Pastoral Care Orientation.

2. Be aware of the patient’s/family’s desire for brevity in your visit.

3. Adhere to all FHOM policies and guidelines provided by Pastoral Care Department.

4. Sign in and out at the Visitors’ Entrance Front Desk Clergy Book when ministering in the hospital.

5. For any questions, communicate with Pastoral Care Office.

Please complete the application on the next page and return it to 301 Memorial Medical Pkwy., Daytona Beach, FL 32117 ATTN: Pastoral Care Department.  If you have any questions, please feel free to call us at (386) 231-3044.
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301 Memorial Medical Pkwy., Daytona Beach, FL 32117

386-231-3044

Community Church Representative

APPLICATION

Please print the information below.  ALL spaces must be completed or marked with “N/A”, if not applicable, before the application can be processed.  Thank you.

NAME:Last__________________________________First______________________M.I.______

ADDRESS:
Street__________________________________________________________Apt._____



City__________________________________State_____________________Zip______

SOCIAL SECURITY #___________________________________      Date of Birth ________________
PHONE: Home______________________          E-Mail___________________________


Business______________________________Other______________________________

CHURCH:__________________________________________________TITLE:____________________________ 
PERSON TO BE NOTIFIED IN EMERGENCY:   Name_____________________________________________________________

Address________________________________________________________________Phone__________________

Church or Pastoral Experience/Affiliation:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

I certify that the information contained in this application is correct to the best of my knowledge.  I authorize investigation of all matters contained in this application and agree that any misleading, false or intentional omissions of pertinent information would be cause for rejection of the application or would be sufficient cause for dismissal after my placement.  I acknowledge and will abide by al policies of Florida Hospital Memorial System.  When I can no longer volunteer, I will turn in my badge to the Pastoral Care Department. 

I have read and understand the above statements:

APPLICANT’S SIGNATURE____________________________________________________________DATE_________________________ 


TO BE COMPLETED BY AUTHORIZED PASTORAL CARE PERSONNEL ONLY


			


 [  ]    Ormond Beach Hospital			


 [  ]    Oceanside Hospital	      	 


 [  ]  Hospital Orientation Completed	


__________________________________________				______________________________


Pastoral Care Personnel Signature						Date Completed





CLERGY ENDORSEMENT FORM





This applicant has applied to our hospital as a Community Church Representative.  Would you kindly complete this portion of this form and return it to us as soon as possible?  Thank you.  __________________________________ is a member in good standing of our congregation.  He/She has been a    __Parishioner   __Member of Clergy   __Other__________ for the past _________ years.  I recommend/recommend with reservation/not recommend him/her to visit our parishioners on behalf of our Church.





I acknowledge that I have read and understand this recommendation form and verify that the data I have provided is true, correct and complete and contains no omissions.  


__________________________   	________________   __________________________    _____________________________


Congregation			              Date                   Print Your Name (Pastor)                   Signature of Pastor














