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Dear Student:
The staff at On With Life is pleased that you are interested in our student observation program.  

The following procedure is required:

1. Complete application.
2. Sign all forms.
3. Scan/email or mail all forms to the Volunteer Coordinator.
4. Schedule a date/time for orientation.
5. Sign in each time you observe and wear and ID badge (at volunteer station).
6. Business casual dress (closed toe shoes, nice jeans or casual nice pants – no shorts or leggings, no dangly jewelry or scarves).
7. Memorize the door code (if necessary) for the Security System and keep confidential.
8. Wash hands before and after you observe.
9. Call or email your OWL staff person you are assigned to and/or the Volunteer Coordinator if you are unable to attend any scheduled observation time as soon as possible.
The front desk is the central location where you may sign in and pick up a name tag.
Thank you again for your interest in the On With Life and do not hesitate to contact me if you have any questions.

Sincerely,

Ann Lenaghan

Ann Lenaghan
Executive Asst./Volunteer Coordinator

On With Life at Ankeny

Tel:  515-289-9642
ann.lenaghan@onwithlife.org

Student Observation Application
715 SW Ankeny Road

Ankeny, Iowa 50023-9978
Questions:  (515) 289-9642
ann.lenaghan@onwithlife.org
Your cooperation in completing this application is most appreciated. All applicants are considered without regard for race, color, religion, or sexual orientation. (Please print legibly.)
Date: 

Name: _____________________________________   Address: 


City: _______________________________________  State: ___________ Zip: ___________ 
E-Mail: 

Cell Number: 

College Currently Attending: 


Will you need verification of observation hours? _____No    _____Yes       How many do you need?  _____ (we offer max of 20-25)
For Therapy:  Will you need these hours verified by a certified PT, OT, or SLP vs. a PTA or COTA? _____ No _____ Yes

Area to Observe (please check only one): 
_____Physical Therapy Observation**

_____Rec Therapy Observation
_____Speech Therapy Observation**

_____Nursing:  CNA   RN (Circle One)
_____Occupational Therapy Observation**

___ _ Dietitian
_____Music Therapy Observation


_____Social Worker Observation (Available 8-4:30)
**Therapy Observation hours are typically from 8-12:00 & 1:00-3:30 (ending time varies) and Saturday mornings 8-1:30
 (very limited availability).  Other areas are flexible and vary.
Availability (please “x” when you are available): Earliest Date Available to Begin:  

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	Morning
	
	
	
	
	
	

	Afternoon
	
	
	
	
	
	N/A


In Case of Emergency, notify: _______________________________________________________________________




Name


Day Phone Number                   Evening Phone Number

How did you learn about volunteer opportunities at On With Life? 

___Social Media



 ___School    


 ___Newspaper or TV   

___Work   



 ___Another Volunteer    

 ___Another Medical Facility

___Other. Please List_________________

Do you have a record of founded child abuse or dependent adult abuse, or have you ever been convicted of a crime in this 
state or any other state, not including traffic tickets (a conviction is not necessarily a bar to volunteerism)?

_____No _____Yes   If yes, please give detailed explanation including dates, locations, and nature of the offense


__________________________________________________________________________________________


__________________________________________________________________________________________

References:

__________________________________________________________________________________________________
 Name 



   Address

                          City/State

               Phone

__________________________________________________________________________________________________
 Name 



   Address

                          City/State

               Phone

__________________________________________________________________________________________________
 Name 



   Address

                          City/State

               Phone

I agree to abide by the policies and procedures of On With Life and will respect the confidentiality of information concerning 
the persons served which I may learn during the course of my volunteer service. I understand that my volunteer experience
can be terminated at any time.



















__________________________________________


Signature






__________________________________________


Date
On With Life at Ankeny 

Media Release Form

I, the undersigned, do hereby give and grant permission to On With Life to use __________________________ name, picture(s), volunteer statement, and biographical history in The Headway (a quarterly newsletter published by the Corporate Office of On With Life), Public Relations & Volunteer Bulletin Boards within the facility (for recognizing current volunteers and recruiting new volunteers), or in printed or online materials (including brochures, display photos, Facebook, twitter or other social media outlets) for the purpose of marketing On With Life’s volunteer program and services to the general public.  On With Life is not to be held liable for any 3rd party usage pertaining to this information.

Date: _______________    
Name: (Please Print) ___________________________________
Signature: ___________________________________________
On With Life at Ankeny 

Release of Liability

I understand that there are inherent physical risks while working with On With Life equipment or with persons served that may include, but are not limited to, injuries associated with lifting or assisting a person served; injuries that may be inflicted by the person served, and injuries sustained while manipulating equipment used by persons served or me. 







Initial ________

The undersigned has agreed to engage in volunteer services for On With Life, Inc and in consideration for the satisfaction of helping my fellow being and the experience I will gain from my activities, hereby releases  On With Life, Inc. its employee, officers, directors, attorney, and other volunteers from any and all claims, actions, causes of actions, demands, rights, damages, costs, loss of compensation or services, expenses, and liability of any kind, which may occur during the performance of or on connection to/with any volunteer activities.

Additionally, the undersigned binds this release on the undersigned’s guardian, agents, executors, administrators, personal representatives and/or assigns, forever.

Date: _________

Student  Name: __________________________________
      _________________________________



                  Print Name


                                Signature
Student Address:   
 ______________________________



          
 ______________________________

If the volunteer is a minor (under the age of 18) or is under a guardianship, by signature below, the guardian or parent hereby acknowledges and accepts the terms above, on behalf of the volunteer.

_______________________________          

Parent or Guardian



Address


On With Life at Ankeny
Acknowledgement of Understanding
I, the undersigned, acknowledge and agree that:

· Information regarding OWL employees and associates (e.g. SSNs, credit card numbers, etc.), and certain organizational information, is confidential, and access and disclosure is limited to those who have a legitimate business need to know.  In addition, HIPAA laws (Health Insurance Portability and Accountability Act of 1996) similarly limit access and disclosure to health information to protect the privacy and dignity of the individuals we serve and their families.  This includes all sources of confidential information, including but not limited to paper documents, audio, video, and digital information, and verbally solicited information.  

· My work/relationship with OWL and use of OWL’s systems constitutes full acceptance of the following policy: Confidential Information and Use of Systems.  I will access, use/handle, or disclose only that confidential information necessary for my authorized purpose with OWL or in the course of my OWL duties, and in accordance with the guidelines outlined in that policy.  In accordance with the policy, I will take reasonable precautions to ensure confidential information is only disclosed to individuals who need to know for treatment, payment, or OWL operational purposes, and protected/disclosed in a cautious manner.  e.g.:
· Test new email addresses or fax #’s before sending;

· Don’t use non-OWL accounts or devices for confidential information;

· Do not click links or open attachments from unknown sources or senders.

· I understand that for safety and security purposes I do not have an expectation of privacy when using OWL systems or on OWL property; OWL may examine, monitor and regulate my system use, whether occurring onsite or off-site, and my voice, image or video may be monitored and recorded.

· If I am uncertain if confidential information should be accessed or disclosed, I will seek an authoritative answer from a supervisor first.  Any of OWL’s information security policies are available for my review upon request.

· I will notify a supervisor immediately if aware of improper access, usage/handling, or disclosure.

· Any questions about confidentiality or protected health information (PHI) should be directed to my supervisor or the OWL Compliance Officer.

· Violation of OWL policy or anything I’ve agreed to in this acknowledgement may result in disciplinary action up to and including termination of my relationship with OWL.  Further, I may be subject to fines and/or criminal penalties pursuant to applicable state and federal laws.
Date:  
  Name (Please Print) 


Signature: 
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