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St. Luke's-Roosevelt Hospital Center

Annual Volunteer Health Assessment and Core Competency Assessment 
Volunteer Name: ____________________________



 

       Due By: __/__/10
Volunteer needs:



□ Annual Health Questionnaire and Core Competency Assessment ONLY                         
□ Questionnaire, Assessment and PPD  
Last Name: __________________________________________      First Name_________________________________________                  

Home Address: ______________________________City: ______ State: ______Zip: ________Telephone Number: (      ) _____________________

Volunteer Position: _________________________   Dept: __________    Floor:  _______               Site:   RH  □        STL  □        Other □ ______  

Has your volunteer position changed since your last Annual Health Assessment?  If yes, list all positions you have held since-your last Annual Health Assessment:   a.__________________________ b.__________________________ c.___________________________ 

Since your last Annual Health Assessment have you had any contagious diseases, such as tuberculosis, hepatitis or have you experienced continuous diarrhea, rashes, frequent fevers, cough more than 3 weeks, coughing up of blood, enlarged lymph nodes, or unplanned significant weight change?  

Yes _______ No _______

If you have answered "yes" please explain below and report to Employee Health Services for further evaluation.
Since your last Annual Health Assessment have you developed an addiction or habituation to alcohol, drugs or any other behavior altering substance that poses a potential risk to patients or co-workers or that may interfere with the performance of your volunteer assignment?  
Yes _______ No _______ 





               
If you have answered "yes" please explain below and report to Employee Health Services for further evaluation.

Since your last Annual Health Assessment have you had or developed any other health impairment that would impose a potential risk to patients or co-workers or that may interfere with the performance of your volunteer assignment?  Yes _______ No _______                                                                                               If you have answered "yes" please explain below and report to Employee Health Service for further evaluation.

Do you have any allergies to rubber gloves or latex?  Do you have any known allergy to substances used regularly in the performance of your volunteer assignment?  Yes _______No _______

Comments and explanations to any "yes" answer to questions.

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

This Annual Health Assessment is required by the New York State Department of Health which requires assessment of the health status of all personnel, to assure that personnel are free from health impairments which pose potential risk to patients or personnel or which may interfere with the performance of duties.  Accordingly this assessment is done for the purpose of determining your ability to perform your volunteer assignment, whether your volunteer assignment might present a possible risk to you or whether you might present a possible risk to patients or co-workers.  IT IS NOT TO BE CONSIDERED AS A SUBSTITUTE FOR YOUR COMPLETE PHYSICAL/REGULAR MEDICAL CARE BY YOUR PERSONAL PHYSICIAN.  

BY SIGNING BELOW YOU REPRESENT THAT ALL ANSWERS AND STATEMENTS PROVIDED BY YOU ON THIS ASSESSMENT FORM ARE COMPLETE AND TRUE.  YOU UNDERSTAND THAT YOUR ROLE AS A VOLUNTEER DEPENDS UPON FULL DISCLOSURE OF ALL NECESSARY VOLUNTEER POSITION RELATED MEDICAL INFORMATION SOUGHT HEREIN AND THAT FALSE OR MISLEADING STATEMENTS COULD LEAD TO YOUR IMMEDIATE DISMISSAL.  



______________________________________________





________________

Volunteer Signature







            
Date

FOR EHS USE ONLY 


















PPD Placed: ____________    Nurse Signature:  ___________



______________________________________
PPD Read:   ____________    Nurse Signature:  ___________   Result: ______


Reviewer’s Signature

Date
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