
 

The Explorers Volunteer Program 

At The Westerly Hospital 
 
 
The Explorers Volunteer Program at The Westerly Hospital gives high school students the opportunity to 
gain exposure to not only the health care professions but also the many services that support healthcare. 
After successful completion of the program, students will be given credit for hours served and, if requested, 
recommendations and references can be made. 
 
Any high school student wishing to participate in the spring program must be at least 15 years old and must 
complete all steps on the dates indicated below.  
 
Applications must be submitted to Volunteer Services by June 3rd along with a copy of the student’s 
immunization record. 
 
Interviews will take place the week of June 6th. 
 
Students will be notified of acceptance into the program on June 10th. 
 
Medical screening clinics will take place June 14th & 16

th
, June 28

th
 & 30

th
 at 3pm. At these clinics, a 

nurse will make sure the student has the appropriate immunizations as required by the RI Department of 
Health. Additionally, all new volunteers are required to have two 2-step TB skin test (PPD). Information 
sheet is attached at the end of this application. Students must attend all clinics or they will not be allowed to 
volunteer. 
 
Orientation will take place on June 22th. 
 
Volunteers will start their service the week of June 27th and must commit to at least one 3 hour shift per 
week. The summer program ends August 29th.  If any student wishes to continue to volunteer at the 
conclusion of the program, they must speak with the manager of Volunteer Services first. The volunteers in 
this program must complete at least 30 hours of service at the hospital to get any volunteer service credit for 
school.  
 
Thank you for your interest in the Explorers Volunteer Program at The Westerly Hospital. 
 
Sincerely, 
 
Heather L. Ainslie 
Manager, Volunteer Services 
The Westerly Hospital 
(401) 348-3969 
hainslie@westerlyhospital.org  
 



   
           Date: 

 

 Junior Volunteer Application Form 
 
Demographic Information 
 
Last Name: __________________________________ First: ____________________ M.I. _____ 
 
Home Address: _________________________________________________________________ 
 
Mailing Address: ________________________________________________________________ 
 
Home Phone: _________________ Cell Phone: ________________ Email: _________________ 
 
Shirt size (for uniform): __________________________ 
 
 

Emergency Contact  
 
Name: ________________________________________________________ 
 
Phone Number: ________________ Cell Phone: ________________ Relationship: ___________ 
 
 

Education 
 
Highest level completed: ____________________________ Degree: ______________________ 
 
School Name: ____________________________________ Location: ______________________ 
 
 

Prior Volunteer Service or Employment 
 
Organization Name: _____________________________________________________________ 
 
City/State: _____________________________ Job Title: _______________________________ 
 
Dates: ________________________________ Duties: _________________________________ 
 
 

Organization Name: _____________________________________________________________ 
 
City/State: _____________________________ Job Title: _______________________________ 
 
Dates: ________________________________ Duties: _________________________________ 
 



Prior Volunteer Service or Employment (cont.) 
 
Organization Name: _____________________________________________________________ 
 
City/State: _____________________________ Job Title: _______________________________ 
 
Dates: ________________________________ Duties: _________________________________ 
 
 
Volunteer Service 
 
Have you volunteered at The Westerly Hospital before? ________ Dates: ___________________ 
 
Do you know any volunteers at The Westerly Hospital? If so, who?_________________________ 
 
Are you required to perform volunteer service for any reason? If yes, please explain:  
______________________________________________________________________________ 
 

 
Check below if you have the following skills: 
 
□ Microsoft Word 
 
□ Microsoft Excel 
 
□ Knitting or Crocheting  
 

□ Retail Sales 
 
□ Clerical Skills 
 
□ Other Skills _________________________ 

 
Please indicate which services you would like to perform: 
 
□ Reception Desk 
 
□ Filing 
 

□ Food Service 
 
□ Gift Shop 

    
Availability 
 
Day 
 
□ Monday 
 
□ Tuesday 

 
□ Wednesday 
 

□ Thursday 
 
□ Friday 

 
 
Do you have transportation? Y/N 
 
Are you willing to take on additional shifts if other volunteers are out sick or on vacation? Y/N 
 
 
 
 
 



Character References 
 
All prospective junior volunteers must get a letter of recommendation from a teacher, clergy, 
coach, or employer and submit with this application. This person must not be a family member. 
Please fill out the contact information of the reference below. 
 
Name: _______________________________________Occupation: _______________________ 
 
Address: ______________________________________________________________________ 
 
Telephone: ___________________________ Email Address: ____________________________ 
 
Relationship: __________________________ 
 
 
 
Have you ever been convicted of a felony, misdemeanor, or have a conviction pending? If yes, 
please explain: 
______________________________________________________________________________ 
 

 
Name & Address of Probation Officer: 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
 

I hereby certify that the answers given by me to the foregoing questions and the statements made by me are full and 
true to the best of my knowledge and belief.  I understand that any false information, omissions, or misrepresentations 
of facts called for in this application or any supplements thereto, is cause for rejection of my application or termination 
at any time during my volunteer service.  I understand that this application does not guarantee a volunteer placement 
at the Westerly Hospital and that that as a condition of the volunteer program, I will be required to complete the 
hospital’s pre-employment physical examination and background checks.  If I am selected as a volunteer, I agree to 
abide by and observe all rules and regulations of the hospital.  I voluntarily authorize my former employers, schools 
and persons named herein to give information regarding me, whether or not such information is part of their records.  I 
hereby release said organizations or persons from any liability or damages whatsoever for issuing this information. 

 
 
Applicant signature: ____________________________________ Date: ____________________ 
 
Parent/Guardian signature, if applicant is under 18: _____________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

Volunteer Immunization/Testing Requirements 
 

Following the Department of Health standards and the Westerly Hospital policy, we need 
documented proof of the following immunizations, and a pre-placement health screening before a 
new volunteer can start. Acceptable documentation shall include day, month, year, type/name of 
each vaccination administered and be signed by person administering the vaccine. Official 
immunization record/card, school immunization, medical passports are acceptable, or the Rhode 
Island Department of Health’s “Medical Record of Adult Vaccination and Testing” will also be 
accepted.  
 
 
Persons Born On or Before 12/31/56 

• 1 MMR vaccination or positive titers for measles, mumps, and rubella. 

• Varicella – documentation of 2 vaccinations OR a positive titer, OR health care provider 
documentation verifying varicella disease or herpes zoster.  

• Tdap – documentation of vaccination if it has been more than 2 years since last Td booster. 
Volunteers over the age of 65 are exempt. 

• A negative 2-step TB skin test (PPD) within the most recent 12 month prior to starting. 
Optimally 2nd PPD should be administered 1-3 weeks after the first. Maximum allowable 
interval is 365 days. Annual PPD thereafter. 

• Influenza vaccination – documentation of vaccination or a signed declination. 
 
Persons Born On or After 1/1/1957 

• 2 doses of measles vaccine given at least 4 weeks apart, administer after the 1st birthday. 
OR a positive IgG titer. 

• 1 dose of rubella vaccine OR a positive IgG titer. 

• 2 doses of mumps vaccine OR a positive IgG titer. 

• Varicella – documentation of 2 vaccinations OR a positive titer, OR health care provider 
documentation verifying varicella disease or herpes zoster.  

• Tdap – documentation of vaccination if it has been more than 2 years since last Td booster. 
Volunteers over the age of 65 are exempt. 

• A negative 2-step TB skin test (PPD) within the most recent 12 month prior to starting. 
Optimally 2nd PPD should be administered 1-3 weeks after the first. Maximum allowable 
interval is 365 days. Annual PPD thereafter. 

• Influenza vaccination – documentation of vaccination or a signed declination. 
 
All Courier or Emergency Room Volunteers 

• Hepatitis B vaccination – documentation or 3 does series or a signed declination 



 
 

New Volunteer Health Screen 
In an effort to protect you and the patients from getting a disease, all the volunteers must fill out 
the following short questionnaire. Any information obtained regarding the medical condition or 
history of any volunteer will be maintained in the Occupational Health Office. It will be treated as a 
confidential record. 
 

Name: ___________________________________________ DOB: _____________ 
 

Address: _________________________________________ Phone: ___________ 
 

Do you now have, or recently have been treated for any of the following: 

 Yes No Brief explanation 

Fever    

Rash/Skin Disorder    

Chronic cough    

Soaking night sweats    

Unusual fatigue    

Unexplained weight loss    

Gastrointestinal disease 
(vomiting or diarrhea) 

   

Do you have a medical 
condition or are you 
receiving treatment that 
may impair immunity? 

   

Hepatitis    

Are you pregnant    

Have you recently traveled 
outside the country 

   

Any medication that may 
impair your ability to 
function safely as a 
volunteer 

   

 

Date Cleared to begin Volunteering:      _____ 
Provider Signature:           



 
 
 

Consent for Volunteer Medical Tests 
As required by the State of Rhode Island 

 
 
 
Name of applicant:  ________________________________________________ 
 
 
The Westerly Hospital is hereby authorized to perform, on the above named person, certain 
medical tests to determine: 
 

1. Immunity to rubella (German Measles) 
2. Immunity to Rubeola (Measles) 
3. Sensitivity to tuberculin, as required by Rhode Island hospitals’ personnel regulations 

 
I understand that for the rubella and Rubeola tests, if there is no documentation of immunization, a 
blood sample will be drawn. If the blood test indicates that the above-named school age person is 
not immune to rubella or Rubeola, vaccination will be required, for which the above named person 
agrees to receive vaccination from The Westerly Hospital’s Employee Health Nurse. 
 
I also understand that the TB skin test (TST) involves a local skin test. The above named person 
agrees to return to the Employee Health Nurse in 48 hours for confirmation of his/her test. I 
understand that the process will be repeated two weeks after the initial test. 
 
I certify I have read and understand the above information. I have signed this authorization freely 
and of my own volition. No guarantee or assurance has been given by anyone as to the results of 
the tests. 
 
 
 
Signature of applicant: ____________________________________________ 
 
Date: _________________________ 
 
Signature of parent/guardian, if child is under 18 years of age: ___________________________ 

 
 
 
 
 
 
 
 
 



 



 



 
 


