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Health Career 
Observation Application
Please save this application to your computer and word process the application.  No
handwritten applications will be accepted.

Facility of interest:
⁫ Community Hospital North      ⁫ Community Hospital East





⁫ Community Hospital South      ⁫ Community Heart and Vascular
Personal Information:
Name: 















Last



First



Middle

Address: 











City: 





State: 


Zip: 



E-Mail Address: 






Sex: 




Home Phone #: 




Cell Phone #: 





Date of Birth: 






If applicable:
High School:
Name:_______________________
⁫ Junior

⁫ Senior

College:  ______________________


Major:_____________________

Who should we contact in case of emergency?
1. Contact Name: 




Relationship to you: 



    Phone #: 





Alternate phone #: 



2. Contact Name: 




Relationship to you: 



    Phone #: 





Alternate phone #: 



If your request is for your own personal reasons:
Reason for observational experience: 








Department/Area of interest in hospital: 







If your request is part of a school assignment or project:
Assignment or Objectives for experience: 







School: 


 
Phone number for School: 




Name of Teacher for class: 



     Number of hours needed: 


Day(s) preferred: 
⁫ Monday  ⁫ Tuesday  ⁫ Wednesday  ⁫ Thursday ⁫ Friday  

Time preference for observing:  
⁫ morning
⁫ afternoon


Are there any dates you are not available?_________________________________

Submit along with the application, evidence of immunization or titer for the following: 
⁫  Rubella (German Measles)


⁫  Rubeola (Red Measles)



⁫  Mumps





⁫  Varicella (Chicken Pox)- Please note that only having chicken pox does not qualify.  Immunization or titer documentation is required.
⁫  Influenza vaccine (if shadow will occur during flu season)

Submit along with the application, the following: 
⁫  Results of TB skin test and/or x-ray test results within 12 months assuring observer is free from infection or disease

⁫  Copy of photo ID

Do you have, or have you had any of the following?

Latex Allergy


⁫ yes

⁫ no

Fainting


⁫ yes

⁫ no

Convulsions/Seizures

⁫ yes

⁫ no

Diabetes


⁫ yes

⁫ no

Other conditions 

⁫ yes

⁫ no
If yes, please explain:  









Do you require any special accommodations due to medical limitations, disability or other restrictions? 

⁫ yes

⁫ no

If yes, please explain: 











Because of the possible exposure to body fluids or the use of xray equipment, is there a possibility that you may be pregnant?  

⁫ yes

⁫ no
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I HEREBY CERTIFY THAT:

1. I have carefully read and completed the foregoing information in the Health Career Observation Application and that my answers and explanations are true, to the best of my knowledge and belief. 

2. I understand that this and other medical information will be held in strict confidence.  It will be released only where required by law.

3. If needed, I consent to the physical assessment by the Community Health Network and its agents.

4. I have read and understand the information on handwashing and the dress code policy.  I understand the importance of these during my observational experience.

5. I understand the experience will allow me to “shadow” employees within the hospital(s) and/or off site departments and this experience is designed to be observational though may involve exposure to health risks such as contact with patients and body fluids.  In consideration for participation of the observer in the program and the education and information which the participant will receive, I hereby release, indemnify and hold harmless Community Hospital of Indiana, its employees, officers, and agents from any and all liability arising out of or resulting from participation.

Signature





Date



Printed Name

Parent/Guardian Signature if under 18



Date


Printed Guardian Name

[image: image3.png]&5 Community Health Network



Health Career Observation
Community Hospital is pleased to share in your exploration of a Health Career. Welcome to our hospital.  The purpose of Community Hospital is to provide care for patients by assisting them to attain, maintain or restore health or remain comfortable in the terminal stages of life. This includes promotion of health, prevention of illness, care of the sick and injured as well as rehabilitation.

The focus of every patient program is the individual and the family. An individual seeking care at Community Hospital does so with hope, expectations, and rights. Since you will be identified with our hospital today, please keep in mind these rights:

1.
The patient has the right to personal and informational privacy.

2.
The patient has the right to considerate and respectful care.

3.
The patient has the right to know the identity and purpose of individuals with staff providing services.

The person to whom you are assigned will supervise your observational experience, including asking patients’ permission for you to observe their care/treatment.

Because of the aforementioned patients’ rights, you may not observe or participate in certain activities, including:

1.
Sharing of confidential information except as necessary for the Observational Experience.

2.
Observation of private situations/treatments.

3.
Emergency situations.

4.    Patients in any type of isolation.

You also have the right to decline the observation of any procedure or situation with which you are uncomfortable.  You are not to talk about any patient outside the hospital. You may share general information about your observation experience.

We hope your Health Career Observation is an educational and enjoyable experience.

I have read and understand the above statements:














Signature

If <18 years, parent/guardian signature:________________________________________
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CONFIDENTIALITY AND NON-DISCLOSURE AGREEMENT

Health Care Observer

□
Community Hospitals Indianapolis (CHI)
□
Community Physicians of Indiana (CPI)


- Community Hospital East (CHE)


- Community Hospital North (CHN)
□
Visionary Enterprises, Inc. (VEI)


- Community Hospital South (CHS)

- Indiana Surgery Center East (ISC-E)




- Indiana Surgery Center North (ISC-N)

□
The Indiana Heart Hospital (TIHH)

- Indiana Surgery Center South (ISC-S)


- Community Heart & Vascular

□
Community Home Health Services (CHHS)


This Confidentiality and Non-Disclosure Agreement (this “Agreement”) is entered into by and between Community Health Network facilities (“CHNW”) and the Health Care Observer named below (“Health Care Observer”). 

1. The Health Care Observer is participating in an observation of health care services at a CHNW facility and Health Care Observer may have access to confidential and proprietary information of CHNW and its patients, including but not limited to medical records, financial records, policies, procedures and strategic plans (the “Confidential Information”).

2. CHNW requires assurances that the Confidential Information will not be used or disclosed by Health Care Observer as a condition of participation. 

3. Health Care Observer acknowledges the value and importance of protecting the confidentiality of the Confidential Information and agrees to use his/her best efforts to protect the Confidential Information. 

4. Health Care Observer further agrees that he/she will:

(a) Hold the Confidential Information in the strictest confidence and will exercise at least the same care with respect thereto as he/she exercises with respect to his/her own most confidential or proprietary information; 

(b) Not, without the prior, written consent of CHNW copy the Confidential Information other than as directly necessary for the achievement of the purposes of the observation or disclose any portion of the Confidential Information or any information derived from the Confidential Information to any person (including family members) who is not directly involved in the matters related to the Confidential Information; and 

(c) Not use any portion of the Confidential Information or any information derived from the Confidential Information except for participation in the observation. 

5. Any violation of this Agreement will result in the immediate termination of the observation and may preclude Health Care Observer from participating in any future observation opportunities at a CHNW facility. 

This Agreement is entered into as of the 
 day of 
, 20
.

I affirm that I have read and understand the terms of this Agreement. 

“Health Care Observer”

Signed:

School:


Printed:


If Health Care Observer is less than 18, Parent/Guardian Signature:
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