
 

 

 
 

 

2008 Summer Teen Volunteer Program 

First-time Teen Volunteer 
Checklist 

 

Thank you for your interest in volunteering at University Hospital this 

summer.  Volunteering is an exciting way to spend some of your summer 

time, to learn more about yourself and consider your education and career 

choices. 

 

Please read all the application materials and forms, review them with your 

parents/guardian, complete each and submit them by mail or in person by 4 

p.m. on Friday, May 30, at the address below.  All items must be submitted 

together and no extension can be made. 

 

Here are some program details for your consideration: 

 You must be 14 years old by June 1, 2008 to participate in the program 

 There is a mandatory orientation on Monday, June 30.  It will begin at 

9am sharp and will end around 2pm. 

 Acceptance is based on several factors: suitability, scheduling and 

available openings 

 You will be expected to devote a minimum of 50 hours over the summer, 

on a regular weekly schedule.  Please consider your summer plans to be 

sure you can make this commitment 

 Assignments and schedules, including vacations and absences, will be 

discussed during your interview. 

 You will hear from us by June 11 to discuss your application. 

 

 
Check off each of the following as you complete them.    
 
____ The application, completed neatly and legibly by the applicant 
____ The Consent Form signed by a parent/guardian 
____ Valid working papers (we will copy and return working papers, if requested)   
____ Report of Medical History Form 
____ Documentation of two (2) MMR (measles, mumps, rubella) vaccines 
____ Recommendations from two adults (not parents/guardians) who know you well.  One must be 

a teacher, guidance counselor or other school personnel.  Ask each to seal the completed form 
in an envelope and sign across the seal.   

 
Applicant Name (print) _____________________________________ Date _________________ 
 
Signature: _______________________________________________ 
 
 

 



Volunteer Services, Room 1401 
University Hospital 

750 E. Adams Street 
Syracuse, NY 13210 

(315) 464-5180  

 
 

                             

 
            
 

 Teen Volunteer Application 
 

 

Print Name: 
First                                               Last                                                            

Home 
Address: 

Street                                            City                            State              Zip 

DOB:  Male/Female:  

Home Phone: (       )                                       E-Mail Address: 

High School:  

Grade in Fall:  

 

Emergency Contact:  

Name:                                                                                   Relationship: 

Address:                                                                               Daytime Phone: 

 

1.  Why do you want to volunteer?  What are your expectations (please be specific)? 

 

 

 

 

 

2.  List your school and community activities: 

 

 

 

 

 

3.  Please describe yourself: 

 

 

 

 

 

4.  Please give us 2 examples to demonstrate that you are dependable: 

 

 



 

 

 

 

 

5.  What are your other plans for this summer, including vacations and summer camps? 

 

 

 

 

6.  What are your career interests? 

 

 

 

 

7.  Do you have any special skills you would like to use while you volunteer?  i.e. Computer skills, 
clerical skills, foreign language skills, etc. 

 

 

 

 

8.  Volunteer schedules are at least 4 hours a day, one day a week.  You can do more than one day 
per week.  Which days/times do you prefer?  (weekdays only) 

 

 

 

 

 
 

I understand that by agreeing to participate in the 2008 Teen Volunteer 

Program I am expected to contribute at least 50 total hours on a regular 

weekly schedule for the duration of the program (June 30 – August 29, 2008). 

 

I agree to take advantage of this opportunity by being punctual and reliable.  

I understand I will learn more if I demonstrate I am interested by speaking 

up, asking questions, and offering to help. 

 

I will attend the orientation on June 30 and will pay attention to the 

information that is provided to me in order to be safe in the hospital 

setting, and to contribute to the safety and well-being of patients, their 

families, other volunteers and staff. 

 
 

 
 

 
Teen Signature____________________________________________ Date________________ 
 



                                               

                            

 
 
 

  
Volunteer Initiatives                                 Phone 315-464-5180 
1401 University Hospital        Fax 315-464-2272 
750 E. Adams Street 
Syracuse NY 13210 

 

TEEN VOLUNTEER PARENTAL CONSENT FORM   
 

 
 
Parent/Guardian: Please read and check off one or BOTH authorizations below and sign. 
   
 

I hereby permit my child, named below, to participate in the Teen Volunteer Program at 
Upstate Medical University/University Hospital and I permit healthcare providers in 
Employee/Student Health to: 

• administer a tuberculin skin test  
• provide first aid treatment, if the need arises, during his/her service  
 

 
I also permit the volunteer program staff to use photos of my child taken during their 
volunteer service for internal publications and press releases to area media, for the 
purpose of program publicity and acknowledgment. 
 
 
____________________________________          _______________________ 
                           Minor’s Name      Date of Birth 

 
 
 
Print Parent/Guardian Name:  _______________________________________ 
 
Parent/Guardian Signature:  _______________________________________ 
 
Relationship to Child:   _______________________________________ 
 
Home phone number:   _______________________________________ 
  
Work or cell phone number:  _______________________________________ 
 

 

  



Employee/Student Health                 Telephone: (315) 464-4260     

4th Floor  Jacobsen Hall, Rm. 404E          
 

www.upstate.edu                                                                   

 

 
S U N Y  U p s t a t e  M e d i c a l  U n i v e r s i t y 

 

Report of Medical History 
 TEEN Volunteer 

 

 

 

                                  /        / 2008 
                   DATE 

 
                                                                                                                                          /        / 19 
  LAST NAME                                  FIRST NAME                              MIDDLE INITIAL                           DATE OF BIRTH 

                                                                                             NY                               315 -         - 
  LOCAL ADDRESS                                      CITY                             STATE              ZIP                       PHONE NUMBER 
 
                                                                  Volunteer Initiatives                                                             315 - 464 - 5180 
  PLACE OF BIRTH                                  DEPARTMENT                                                            DEPARTMENT  PHONE 

        

  EMERGENCY CONTACT                    ADDRESS AND PHONE NUMBER                                             RELATIONSHIP 

  

  FAMILY PHYSICIAN                        ADDRESS                                                      YOUR SOCIAL SECURITY NUMBER 

 
Please answer each question.  If you answer yes to any question, please explain fully: 
 
 1. How would you describe your health?   
 
 

 2. Any present medical problems?  � Yes  �  No   

 
 

 3. Any past medical problems or surgery?  � Yes  � No   

 
  

 4. Do you taking any medications?  � Yes  � No   

 
  
  

 5. Are you allergic to any medications?  � Yes  �  No   

  
  

 6. Do you smoke, use alcohol or use any other drugs?  �  Yes  �  No   

 
  

 7. Are there any significant family health problems?  � Yes  � No   

 
  

 8. Do you have any limitations or disabilities?  �  Yes  � No   



Employee/Student Health                                                                       Telephone: (315) 464-4260              

4th Floor  Jacobsen Hall, Rm. 404E          
 

www.upstate.edu                                                    
 

 
                                               

TEEN 
Documentation Requirements for MMR Immunization 

 
 
Name: ______________________________________ Date of Birth:   _______/_______/_______ 
 
 
Provide proof of inoculation for measles/mumps/rubella in one of two ways: 

 

1. Documentation of the administration of two (2) doses of live virus measles vaccine with the first dose 

administered on or after the age of 12 months and the second dose administered more than 30 days after 

the first dose but after 15 months of age. 

 

Documentation will include: product administered, date of administration, and it must be issued by 

health practitioner that administered the immunization. 

 

 

MMR#1 
 
      _________________             _________________        ____________________________ 
            Vaccine Product  Date of Administration  Signature of HCP who administered. 
 

 
MMR #2 
 
         _________________          _________________          _________________________              

Vaccine Product  Date of Administration  Signature of HCP who administered. 
 
 
 

OR 

 
 
 

2.  A copy of teen volunteer’s childhood immunization record. 
 

 
 
 
 
 

Rev. 4/2006 



Employee/Student Health                             Telephone: (315) 464-4260      

4th Floor  Jacobsen Hall, 404E          
 

www.upstate.edu                                                                   
 
                                                                 

  
 

Name:   
 
Date:   

TEEN ’08 
Allergy Screening 

 

1. Do you have allergies?  Yes   �       No   � 

 
2. Detail allergies:   
 
3.  Do you have a history of . . . 

 contact dermatitis  Yes   �     No   �     eczema  Yes   �     No   �   rhinitis or conjunctivitis  Yes   �     No   �   

 hay fever  Yes   �     No   �    asthma  Yes   �     No   �   autoimmune disease  Yes   �     No   �   

 

4.  Do you have any food allergies?   �   NONE      Circle if positive 

 banana   fig   peaches   avocado   nectarine   tomato   papaya   plum   potato   kiwi   cherry   chestnuts   passion 
 fruit   melons   milk 
 

5.  Have you ever had an allergic reaction to latex products?  �  NO,   Circle all which apply 

 balloons,    belts,  bras,  suspenders,   ostomy bags,   rubber gloves,   cuffs,  elastic waistbands,   IV tubing    
 hot water bottles,  adhesive tape,  ACE bandages,  Band-Aids,  rubber cement,  carpet backing,  rubber bands,  
 balls,   latex birth control devices,  weather stripping,  foam rubber,  dental cofferdams,  garden hose,   
 baby bottle nipples,  dental masks,  rubber tennis/golf grips,  pacifiers, teething rings,  face masks,  erasers 
 other:   
 
6.  After handling latex products, have you experienced . . . Circle all which apply 
 redness,  dermatitis,  hives,  itching  (hands, eyes, etc.),  swelling,  runny  nose/congestion,  difficulty  breathing 
 other:   
 

7. History of latex reactions or undiagnosed reactions during medical or dental work.      Yes   �    No    

 If yes, explain incidence:   
 

8.  Does your occupation involve exposure to latex or rubber?  Yes   �     No   � 

 If yes, what latex products do you work with?   
 
 

9.  Will this employment involve direct or indirect contact with animals or animal products?  Yes   �   No   � 

 If yes, which species will you have contact with at work:   Circle all which apply 
 Mice,     Amphibians,   Rats,     Dogs,       Hamsters,     Cats,     Non-human parts,    Guinea pigs 
 Pigs,     Gerbils,         Sheep,   Rabbits,   Goats 
 
10. Comments and Recommendations: 
 
 
 
 
 
 
 
 
 
82046 – Allergy HX Rev. 1/2000    



 

 

University Hospital 

Teen Volunteer Recommendation Form 

Summer, 2008 
 

 

 

 

TEEN APPLICANT:   Fill out the top portion of this form before you give it to the adult who will give you a 

recommendation.  Please ask that you receive it in a sealed envelope with their signature across the seal in time to 

submit with your application materials. 

 

Student’s name: _________________________________________________________________________ 

 

Student’s grade (Fall, 2008): __________________  

 

I give you permission to release the following confidential information to the Department of Volunteer Initiatives 

at University Hospital. 

 

Signed (Student)_________________________________________________________________________ 

 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

 

TO THE RECOMMENDER: The person named above is applying to the Teen Volunteer Program at University 

Hospital.  We would appreciate your insight about his/her responsibility, dependability and maturity.  Please 

contribute any comments or observations that would help us make a thoughtful decision about this candidate’s 

participation.  See instructions in the top portion of this form.   

 

Name: _______________________________________ Phone: _________________________________ 

 

Your relationship to the teen volunteer applicant? ________________________________________________ 

 

How and how long have you known him/her? _____________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

Is s/he dependable? Provide examples/comments: ________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Does s/he act appropriately around adults and peers?  Provide examples/comments: ______________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

 

 



The program requires a minimum 50 hour commitment over the summer.  Do you feel that this student can honor 

the commitment? Any comments? __________________________________________________________ 

___________________________________________________________________________________ 

 

Please comment on any of this candidate’s qualities that you feel would/would not contribute to his/her successful 

experience as a hospital volunteer: _________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

 

 

Please select one: 

 

� highly recommend � recommend   � do not recommend for the volunteer program at University Hospital 

 

 

Signature: ____________________________________________________ Date: _______________ 

 

 

 

Please put this form in a sealed envelope, sign across the seal and return to the 

applicant. 

 

 

 

 

 

Thank you 
Volunteer Initiatives 

315-464-5180 

www.upstate.edu/uh/volunteers/ 

 

 

 

 

 

 

 

 

 

 



 

 

University Hospital 

Teen Volunteer Recommendation Form 

Summer, 2008 
 

 

 

 

TEEN APPLICANT:   Fill out the top portion of this form before you give it to the adult who will give you a 

recommendation.  Please ask that you receive it in a sealed envelope with their signature across the seal in time to 

submit with your application materials. 

 

Student’s name: _________________________________________________________________________ 

 

Student’s grade (Fall, 2008): __________________  

 

I give you permission to release the following confidential information to the Department of Volunteer Initiatives 

at University Hospital. 

 

Signed (Student)_________________________________________________________________________ 

 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

 

TO THE RECOMMENDER: The person named above is applying to the Teen Volunteer Program at University 

Hospital.  We would appreciate your insight about his/her responsibility, dependability and maturity.  Please 

contribute any comments or observations that would help us make a thoughtful decision about this candidate’s 

participation.  See instructions in the top portion of this form.   

 

Name: _______________________________________ Phone: _________________________________ 

 

Your relationship to the teen volunteer applicant? ________________________________________________ 

 

How and how long have you known him/her? _____________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

Is s/he dependable? Provide examples/comments: ________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Does s/he act appropriately around adults and peers?  Provide examples/comments: ______________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

 

 



The program requires a minimum 50 hour commitment over the summer.  Do you feel that this student can honor 

the commitment? Any comments? __________________________________________________________ 

___________________________________________________________________________________ 

 

Please comment on any of this candidate’s qualities that you feel would/would not contribute to his/her successful 

experience as a hospital volunteer: _________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

 

 

Please select one: 

 

� highly recommend � recommend   � do not recommend for the volunteer program at University Hospital 

 

 

Signature: ____________________________________________________ Date: _______________ 

 

 

 

Please put this form in a sealed envelope, sign across the seal and return to the 

applicant. 

 

 

 

 

 

Thank you 
Volunteer Initiatives 

315-464-5180 

www.upstate.edu/uh/volunteers/ 

 

 

 

 


