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V o l u n T e e R  a G R e e m e N t

Thank you for participating with Columbine Health Systems.  

to ensure safety and health related issues are addressed and responded to in a timely 
manner, Columbine Health Systems requires that all volunteers follows appropriate 
procedures and policies.

Procedure:

When accepted as a Columbine Health Systems volunteer 
you will review and sign the following forms:

1. appropriate Behavior in the Workplace Policy

2. Safety Policy

3. HIPaa Polices and Procedures agreement

4. Computer & Information Usage agreement

5. Provide tB results if required.

6. Provide background check results if required.

7. my services are donated to the Columbine Health Systems facility without 
 contemplation of compensation or future employment and given with 
 humanitarian, religious or charitable reasons. 

8. I understand that it is a crime to solicit business for attorneys.  I shall not 
 solicit any business for attorneys or insurance companies, both on or off 
 hospital property, or act as a runner or capper for an attorney in the 
 solicitation of business.  I shall report all known occurrences of solicitation 
 for attorneys to activity Director or the administrator.

9. I shall not sell or attempt to sell goods or services, request contributions 
 or solicit persons to sign or distribute political petitions on any 
 Columbine Health Systems facility premises. 

10. I shall be punctual and conscientious, conduct myself with dignity, 
 courtesy and consideration of others and endeavor to make my work 
 professional in quality.
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11. I shall attempt to resolve any problems related to my activities with the 
 supervisor and or contact the administrator.

12. I shall make my best effort to fulfill my commitment to the by completing all 
 assignments that I accept. 

13. I understand that the Columbine Health Systems Volunteer program 
 reserves the right to terminate my status as a result of:

a. failure to comply with company policies, rules and regulations;

B. absences without prior notification; 

C. unsatisfactory attitude or issues with residents/staff

D. performing tasks which I have not been trained to do or applying 
 direct patient care. 

e. any other circumstances which, in the judgment of the activity 
 Director, and/or administrator or supervisor that would make my 
 continued service as a contrary to the best interests of the facility.

______________________________________________________   _______________
Signature of Volunteer    Date
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H i P A A  P o l i c i e S  a n d  P r o c e d u r e S

columbine Health Systems has the legal and ethical responsibility to safeguard 
the privacy of all residents/patients and protect the confidentiality of their health 
information. in the course of my employment for columbine Health Systems, i may 
come into possession of confidential patient information, even though I may not be 
directly involved in providing patient services.

I understand that such information must be maintained in the strictest confidence. 
i hereby agree that, unless directed by my contact, i will not at any time during my 
volunteer duration, internship or shadowing at columbine Health Systems disclose 
any patient information to any person whatsoever or permit any person whatsoever 
to examine or make copies of any patient reports or other documents prepared by 
me, coming into my possession, or under my control.

When patient information must be discussed with other health care practitioners 
in the course of my work, i will use discretion to assure that others who are not 
involved in the patient’s care cannot overhear such conversations.

i understand that violation of any of the policies may result in corrective action, 

up to and including termination. 

______________________________________________________   _______________
Signature of Volunteer    date

______________________________________________________   _______________
Facility contact    date
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S a f e t y  P o l i c y

it is the policy of our organization to provide our volunteers/interns/shadows a safe 

and healthful work environment. We  strive to prevent any possible injury or illness.

We believe that most accidents and injuries are preventable and it should be 

clear that the responsibility for safety lies with all levels of persons involved with 

columbine Health Systems. We all need to work together to accomplish our goal 

of zero injuries. therefore, safety rules and procedures shall be followed and all 

hazardous conditions must be reported to management.

The Safety Officer at your facility is   .

 Please bring your safety and health concerns to our attention. 

______________________________________________________   _______________
Signature of Volunteer    Date

______________________________________________________   _______________
Facility contact    Date
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Appropri Ate beh Avior in the Workpl ACe  Policy 

unlawful Discrimination And harassment

columbine Health Systems is committed to providing a work environment that 
is free of unlawful discrimination and unlawful harassment. Unwelcome actions, 
words, jokes, or comments based on individuals’ sex, race, color, national origin, 
age, disability, religion, veteran’s status, or any other legally protected characteristic 
will not be tolerated.  individuals who experience or observe unlawful harassment 
or discrimination are encouraged to report their concerns without fear of reprisal. 
every effort will be made to ensure that complaints of harassment or discrimination 
are resolved promptly, confidentially and effectively. The failure to report suspected 
discrimination or unlawful harassment significantly hampers Columbine Health 
Systems’ ability to take corrective action.

Sexual harassment is a form of sex discrimination that violates, 
title vii of the Civil rights Act of 1964.

Unwelcome sexual advances, for sexual favors, and other verbal or physical conduct 
of a sexual nature constitutes sexual harassment when submission to or rejection 
of this conduct explicitly or implicitly affects an individual’s work or creates an 
intimidating, hostile or offensive work environment.

all volunteers, interns and shadows should report harassment to their contact 
person. columbine Health Systems will investigate the complaint, make a 
determination of its conclusion and when appropriate, prepare a plan of action to 
correct the problem and prevent reoccurrence.  

______________________________________________________   _______________
Signature of Volunteer    Date

______________________________________________________   _______________
Facility contact    Date
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Computer & inform ation  usage  agreement 

Columbine Health systems considers maintaining the security and confidentiality of 
protected health information (PHI) a matter of its highest priority. All those granted 
access to this information must agree to the standards set forth in this Computer and 
Information Usage Agreement. All those who cannot agree to these terms will be denied 
access to protected health information (PHI) entrusted by our patients to our practice. 
each person accessing Columbine Health systems data and resources holds a position 
of trust relative to this information and must recognize the responsibilities entrusted in 
preserving the security and confidentiality of this information. The following conditions 
apply to all those having access to protected health information.  I will:

▪ Respect the privacy and rules governing the use of any information 
 accessible through the computer(s), system or network and only utilize 
 information necessary for performance of my job. 

▪ Respect the ownership of proprietary software. For example, do not 
 make unauthorized copies of such software for your own use, even when 
 the software is not physically protected against copying.

▪ Respect the finite capability of the computer(s) and systems, and limit 
 use so as not to interfere unreasonably with the activity of other users.

▪ Respect the procedures established to manage the use of the 
 computer(s) and systems.

▪ Prevent unauthorized use of any information in files maintained, stored, 
 or processed by Columbine Health systems.

▪ Not seek personal benefit or permit others to benefit personally by any 
 confidential information or use of equipment available through 
 my work assignment.

▪ Not operate any non-licensed software on any computer provided by 
 Columbine Health systems.

▪ Not exhibit or divulge the contents of any record or report except to fulfill 
 a work assignment and in accordance with Columbine Health systems policy.

▪ Not knowingly include or cause to be included in any record or report, 
 a false, inaccurate, or misleading entry.
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▪ Not remove protected health information (PHI) from the office where it is 
 kept except in the performance of my duties. 

▪ Understand that the information accessed through all Columbine Health 
 systems computer(s) and information systems contains sensitive and 
 confidential patient care, business and financial information which 
 should only be disclosed to those authorized to receive it.

▪ Not release my personal usernames and passwords, logon information, 
 authentication codes or devices to anyone else, or allow anyone else to 
 access or alter information under my identity.

▪ Not utilize anyone else’s personal usernames and passwords, logon 
 information, authentication codes or devices in order to access any 
 Columbine Health systems system.

▪ Respect the confidentiality of any reports printed from any computer(s) 
 and information systems containing patient information and handle, 
 store and dispose of these reports appropriately. 

▪ Not divulge any information that identifies protected 
 health information (PHI).

▪ Understand that all access to the computer(s) and information 
 systems will be monitored.

I understand that my access to protected health information (PHI) maintained by 
Columbine Health systems is a privilege and not a right afforded to me. By signing 
this agreement, I agree to protect the security of this information and maintain all 
protected health information (PHI) in a manner consistent with the requirements 
outlined under the privacy regulations and applicable State laws.

______________________________________________________   _______________
Signature of Volunteer    Date

______________________________________________________   _______________
Facility Contact    Date



In connection with my application for employment (including contract for services) or at any time during my employment or contract, I agree to allow 
and hereby authorize                                                              [Employer] to procure and Tandem Select to compile a consumer report or investigative 
consumer report on me. This report may include information as to my character, general reputation, mode of living, criminal history, military service, 
education, academic credentials, qualifi cations, employment history (including job performance, experience, work habits and reason for termination), 
personal characteristics, credit, and motor vehicle driving record and results of substance abuse screening. Credit history will only be requested where 
such information is substantially related to the duties and responsibilities of the position for which I am applying. This report may contain information 
from various public and private sources, including without limitation, corporations, courts and law enforcement agencies at the federal, state or local 
level, courts record repositories, credit bureaus, departments of motor vehicles, past or present employers, educational institutions, governmental 
licensing or registration entities, the military, business or personal references, and any other source required to verify information that I have voluntarily 
supplied. I understand that I have the right, upon written request made within a reasonable time, to request whether a consumer report has been run 
about me, and disclosure regarding the nature and scope of the investigative consumer report. Medical and worker’s compensation information will 
only be requested in compliance with the Federal Americans with Disabilities Act (ADA) and/or any other applicable state laws. 

I understand that this report is subject to a federal law, The Fair Credit Reporting Act (FCRA). According to the FCRA, I am entitled to know if 
employment is denied because of information contained in a consumer report and if employment is denied, I will be notifi ed and provided with the 
name and address of the consumer-reporting agency (also indicated below). 

NEW YORK & MAINE applicants or employees only: You have the right to inspect and receive a copy of any investigative consumer report requested by [Employer] by 
contacting the consumer reporting agency identifi ed above directly. You may also contact the Company to request the name, address and telephone number of the nearest 
unit of the consumer reporting agency designated to handle inquiries, which the Company shall provide within 5 days. 
NEW YORK applicants or employees only: Upon request, you will be informed whether or not a consumer report was requested by [Employer], and if such report was 
requested, informed of the name and address of the consumer reporting agency that furnished the report. By signing below, you acknowledge receipt of Article 23-A of the 
NY Correction Law. 
OREGON applicants or employees only: Information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage and 
disposal of your credit information, and remedies available should you suspect or fi nd that the Company has not maintained secured records will be provided upon request.

WASHINGTON STATE applicants or employees only: You also have the right to request from the consumer reporting agency a written summary of your rights and 
remedies under the Washington Fair Credit Reporting Act. 

I acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE 
FAIR CREDIT REPORTING ACT and certify that I have read and understand both of those documents. By signing below, I agree to allow and 
hereby authorize, empower and release from all liability, without reservation, any party, person or agency including, without limitation, present 
and former employers, credit bureaus, educational institutions, corporations, courts and law enforcement agencies at the federal, state or local 
level, courts record repositories, departments of motor vehicles, educational institutions, the military and licensing or registration entities, 
contacted by Tandem Select  to release information about me, including, without limitation, any of the information described above. I agree that 
a fax, photocopy or electronic reproduction of this authorization is to be considered and accepted with the same authority as the original.

q CALIFORNIA applicants or employees only: By completing this form, you acknowledge receipt of the Notice regarding background investigation pursuant to 
 California law (CA Civil Code Section 1786.22). Please check this box if you would like to receive a copy of a consumer report if one is obtained by the Company. 
q MINNESOTA or OKLAHOMA applicants or employees only: By checking this box, you disclose you are a resident of MN or OK and would like to receive a copy of 
 your consumer report if one is obtained by the Company. 
q NEW YORK Applicants:  If you are applying with a company located in New York, check this box to acknowledge receipt of a copy of Article 23-A of the New York 
 Correction Law.    

PLEASE PRINT

__________________________________________________________________  _______________________________________________________________
Last Name                                                                                                                     First Name                                                           Middle Initial

__________________________________________________________________  _______________________________________________________________
Other Name(s) Used (attach additional sheet(s) if necessary)                                        Date(s) You Stopped Using Other Name(s)

__________________________________________________________________  _______________________________________________________________
Current Street Address                                                                                                    City                                           State                   County                   Zip

__________________________________________________________________  _______________________________________________________________
Phone #                                                          Email address                                           Date of Birth*                                                        Social Security Number

__________________________________________________________________  _______________________________________________________________
Current Driver’s License Number               State of Issue                  Exp. Date            Applicant’s Signature                                            Today’s Date

* The Age Discrimination in Employment Act of 1967 prohibits discrimination in employment based on age. 

These reports will be compiled by: Tandem Select, 113 S. College Avenue, Fort Collins, CO 80524 or (800) 350-7941. Questions as to the validity of this 
authorization may be directed to Tandem Select. © 2010 Tandem Select

Comprehensive Release & Disclosure Authorization   
DISCLOSURE REGARDING BACKGROUND INVESTIGATION
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