Harmony Health Family Resource Center
INTERN/VOLUNTEER ORIENTATION PACKET
DISCLAIMER
This packet has been prepared as a guide to practice policies and procedures, benefits and other general information to assist you during your involvement with Harmony Health Family Resource Center.  The information contained within this packet establishes guidelines only. Nothing contained in this packet or any other packet practice document or representation in a promise, agreement of contract that your involvement will continue, is guaranteed, or that the practice’s benefits which are described must be available or will not change.  The organization has the right to make changes in the content or application of this manual at any time and to implement those changes without notice.
Throughout the contents of this document the individual involved will be referred to as the ‘employee’.  This reference to ‘employee’ does not imply employment or a paid position, nor does it make a promise of any future employment or reimbursement for their time. It is only meant to expect that interns and volunteers adhere to the same practice policies and procedures as do the ‘employees of Harmony Health Family Resource Center. From here on out intern/volunteer will be referred to as ‘‘employee’’.
GENERAL RULES OF CONDUCT

Each ‘employee’ has the responsibility and is expected to comply with all of Harmony Health Family Resource Center policies and procedures, and all applicable state and federal laws, rules and regulations. In addition, ‘employee’/staff are expected to engage in ethical patient care and business activities at all times. Harmony Health Family Resource Center will not tolerate any ‘employee’ engaging in any unlawful or discriminatory conduct or harassment with patients, clients, visitors or co-workers.
CONFIDENTIALITY STATEMENT
Harmony Health Family Resource Center is required by law to maintain confidentiality of all practice and patient/client information and to protect each patient’s/client’s confidentiality as well as the corporate.

Copies of client records, client financial information and any other information pertaining to a client are never to be revealed to anyone without proper written and signed authorization from the client involved, the client’s guardian, or the client’s legal representative or as otherwise allowed or required by law.

Staff of the center shall not discuss or disclose any client information to any unauthorized person. Staff will not discuss client information or use a client’s full name in an area where others may hear.   

‘Employee’ may not at any time, either during or after their employment/placement with Harmony Health Family Resource Center, disclose or use any practice related proprietary information, knowledge, data or trade secrets received or developed during the his/her period of employment/placement with the organization. Such information , knowledge or data are considered proprietary by the organization and may include, but are not limited to, processes, know-how, designs, formulas, test data, accounts or financial data, pricing or salary data, marketing or business plans and strategies, negotiations, contracts, research and patient or vendor lists.

All staff is required to sign an ‘employee’ Confidentiality Statement at the time of hire.

Violations of any part of this policy will result in disciplinary action, up to and including termination.  Any Questions regarding confidentiality should be directed to the Office manager/coordinator.
ATTENDANCE
Office Manager/Coordinator will exercise primary authority to maximize staff attendance in order to maintain efficient operations. Excessive staff absenteeism or tardiness has an undesirable effect on productivity and practice performance.

Office Manager/Coordinator will administer the attendance standards and procedures outlined below, without regard to staff position, eligibility for sick leave benefits or length of services.

An excused absence is defined as any approved absence from work during scheduled working hours, including without limitation, paid time off, bereavement leave, jury duty, military service or any absence covered by the Family and Medical Leave Act.


1. Notification in event of unplanned/unscheduled absence
A.   Advance Notice
Office manger/Coordinator will require all staff to give advance notification by phone of lateness or unscheduled absence to him/her directly. Notification from another staff or relative is unacceptable, expect under emergency circumstances. 
B.  Timing of notice.  Notification of lateness or unscheduled absence must be given at least one (1) hour prior to the start of the ‘employee’s’ assigned shift.

C. ‘Employee’ to Maintain Contact.

Supervisors will require staff to maintain telephone contact on a daily basis for any period of unplanned absence beyond one (1) day, unless the ‘employee’ has previously provided a doctor certification covering a specified period. Failure to maintain contact will result in disciplinary action up to, and including termination.
2.  Absence Without Notice
A.  The ‘‘employee’’ may be terminated after two (2) consecutive days of absence without notice. The staff will be eligible for reinstatement only if exceptional circumstances provide an explanation for the staff’s failure to report for work without notification.

3. TIME OFF / LEAVING EARLY
A.  A time off request form is to be submitted at leased two (2) weeks in advance for all requested time off. No exceptions will be made, except under emergency circumstances.
B.  A request to leave early must be approved by the Office manager/ Program manager. No exceptions will be made, except under emergency circumstances.

4. TIME CARD 
A.  All paid staff will be required to keep a time card logging their daily hours of attendance. The hours should list time in, lunch hour and time out.  Intern and/or volunteer staff will sign in and out on a daily basis.          

DRESS, PERSONAL APPEARANCE AND DEMEANOR
As a Resource center, Harmony Health Family Resource Center place a great emphasis on the importance of personal cleanliness.  Personal hygiene and clothing should be neat, clean, businesslike, professional and appropriate in keeping with ‘‘employee’s’ position.  Staff members are expected to maintain a professional attitude at all times through their punctuality, cooperative interaction and creation of a positive environment.
The office manager/coordinator is responsible to evaluate the dress and appearance of staff under supervision.  If a staff is not dressed appropriately, the office manager/coordinator may take the following steps:


1.  On the first occasion, the ‘‘employee’’ will be given an oral warning, along with a review of the practice’s dress and appearance standards.  The supervisor may send home any ‘employee’ whose dress is offensive or interferes with the work environment.  The ‘employee’ will not be paid for the time required to go home, change clothes and return to the office.


2.  On the second occasion, the ‘‘employee’’ will be given a written warning and sent home 
immediately to change clothes.  The ‘employee’ will not be paid for the time required to go home, change clothes and return to the office.

3.  Further violations may result in disciplinary action up to, and including termination.

· Please wear professional attire and use your best judgment when deciding what is appropriate for the office.

· No shorts, tank tops, mini-skirts or sweatshirts.  

When attending events/training off-site the office-professional dress is mandatory. When in the office or making home visits comfortable or casual – appropriate dress relevant to the setting.
TELEPHONE USE
Efficient telephone usage is essential to successful organization and client service.  ‘Employee’s are expected to abide by the following guidelines:


1.  Answer all calls promptly and courteously (see front office procedures).


2.  Always identify yourself.


3.  Staff should refrain from using office telephones for personal local use.  Personal long distance calls should be made with personal cell phones or charged to your home phone number unless authorized in advance by the ‘employee’s supervisor.  Authorization will be made in writing and forwarded to the Harmony Health Family Resource Center.  Incoming and outgoing personal calls should be kept as BRIEF as possible.  All personal long distance telephone calls will be charged to the ‘employee’.  Cell phones must be turned OFF during working hours.  Personal calls may be made during lunch and breaks, unless a true emergency.

Failure to adhere to this policy may lead to disciplinary action up to, and including, termination.

REPORTING SUSPECTED ABUSE

All ‘employee’s’ of Harmony Health Family Resource Center are to report any suspected adult, or child abuse.  Abuse does not need to be limited to physical, financial (fiduciary) emotional or sexual.

Suspected abuse needs to be reported to your immediate supervisor, i.e. office manager, program-manager and administrator.
The supervisor will report the suspected abuse to the appropriate agency- CPS, APS, etc.

____________________________________

EMPLOYEE SIGNATURE

____________________________________

EMPLOYEE NAME (PLEASE PRINT)

____________________________________

DATE

EMPLOYEE CONFIDENTIALITY STATEMENT

During the course of my ‘employment’ at Harmony Health Family Resource Center, I may come into contact with confidential or proprietary information about the practice’s patient/client or business matters. I understand that it is my responsibility to safeguard such information. I agree that I will not release any information concerning any patient/client, medical records or business transaction to my family, friends, and co-workers (except in those circumstances in witch the information is required for the co-worker to perform his or her job) or any other unauthorized person.

I understand that any abuse of information found in client files or the divulging of any other confidential information learned in the course of performing my duties is grounds for immediate termination without prior notice.

Any staff who divulges any proprietary information regarding Harmony Health Family Resource Center’s business is subject to immediate termination.

Any staff who discuses, whether with another ‘employee’ or anyone else, any other confidential or proprietary information to which the ‘employee’ has access during the course of employment will be subject to immediate termination (except in those cases in which the discussion of such confidential information is required by the job).

_________________________________________________

EMPLOYEE SIGNATURE

__________________________________________
EMPLOYEE NAME (PLEASE PRINT)

____________________

DATE

PERSONAL INFORMATION

Name _______________________________________________________________________

Address _____________________________________________________________________

City, State, Zip _______________________________________________________________

Telephone ___________________________________________________________________

 FORMCHECKBOX 
Intern
Program/School _______________ Hours Required ______________________

 FORMCHECKBOX 
Volunteer

 FORMCHECKBOX 
Community Service ______________________ Hours Required ______________________

	Days Available
	Hours Available

	Monday
	AM                   PM

	Tuesday
	AM                   PM

	Wednesday
	AM                   PM

	Thursday
	AM                   PM

	Friday
	AM                   PM

	Saturday
	AM                   PM


Licenses/Certificates___________________________________________________________

____________________________________________________________________________

Office Machines:
Copier, Adding Machine, Fax __________________________________

Computer Programs:
Windows, Word, Excel, PowerPoint _____________________________

Hobbies/Special Skills __________________________________________________________

In case of Emergency, please contact:

Name


Address


Telephone #


Relationship

_____________________________________________________________________________

For office use only
Start date _______________________________  Duration _____________________________

Position ________________________________  [image: image1.wmf] HHFRC
[image: image2.wmf]HHMC
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ACKNOWLEDGMENT OF RECEIPT OF ORIENTATION PACKET

This packet has been prepared as a guide to practice policies and procedures, benefits and other general information to assist you during your involvement with Harmony Health Family Resource Center. The information contained within this packet establishes guidelines only.  Nothing contained in this packet or any other packet practice document or representation in a promise, agreement of contract that your involvement will continue, is guaranteed, or that the practice’s benefits which are described must be available or will not change.  The organization has the right to make changes in the content or application of this manual at any time and to implement those changes without notice.

Involvement with Harmony Health Family Resource Center is “at – will. “This means that you are free to resign at any time, for any reason or for no reason, and you are not required to give advance notice.  It also means that you’re involvement with Harmony Health Family Resource Center is not guaranteed for any length of time, and that your employment may be terminated, with or without cause and with or without notice, for any reason or for no reason, at any time.  Also, the plans, policies and procedures are not conditions of employment.

I ACKNOWLEDGE THAT I HAVE RECEIVED A COPY OF THE 
HARMONY HEALTH MEDICAL CLINIC/HARMONY HEALTH FAMILY 
RESOURCE CENTER ORIENTATION PACKET.

EMPLOYEE SIGNATURE

____________________________________

EMPLOYEE NAME (PLEASE PRINT)

____________________________________

DATE
LEARNING OBJECTIVES

Intern/Volunteer’s Name______________________________ Placement ____________________________
Position:  __________________________________________
   FORMCHECKBOX 
  Harmony Health Family Resource Center

INSTRUCTIONS:

These objectives (such as occupational skills, knowledge, and/or personal) should be specific.   They will be developed by the Intern/Volunteer, Employer/Supervisor.  The Intern will be evaluated on the level of accomplishment and challenge of each objective at the conclusion of the term.

	LIST AND DESCRIBE OBJECTIVES

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	FOR OFFICE USE ONLY



	Intern/Volunteer Signature                           Date                      Employer/Supervisor’s Signature                        Date                                   


WORK PLAN
Intern/Volunteer’s Name______________________________Employer/Supervisor _________________________

Employing Firm:
 FORMCHECKBOX 
  Harmony Health Family Resource Center
This program provides the Intern/Volunteer with on-the-job experiences designed to improve his/her knowledge and employment skills.

The Intern’s/Volunteer’s Responsibilities:

1. Develop with the Employer/Supervisor job-oriented learning objectives.

2. Notify the Employer/Supervisor IMMEDIATELY upon any change in the circumstances surrounding the work situation, including the need to leave the program.

3. Complete a daily time card and have it verified by Employer/Supervisor.

4. Accomplish learning objectives through experience gained while working on the job.

5. Adhere to organization’s Policies and Procedures.
Date:  _____________________Intern/Volunteer Signature: _____________________________

The Employer/Supervisor’s Responsibilities:

1. Provide an on-the-job learning environment for the intern/volunteer for a determined term.
2. Comply with the Federal and State regulations governing employer-employee relations.

3. Assist Intern/Volunteer in developing and accomplishing meaningful learning objectives.

4. Verify hours of work and attendance for college records, or community service.

5. Complete final evaluation.

Date: _______________________ Intern/Volunteer Signature: ____________________________

FINAL EVALUATION
Intern/Volunteer’s Name_________________________________________________________________________
Employing Firm:
 FORMCHECKBOX 
  Harmony Health Family Resource Center
	Objective

Accomplishment
	Exceeds

Expectations
	Meets 

Expectations
	Unsatisfactory

	Objectives
	
	
	


WORK ASSESSMENT

Please evaluate the Intern on the accomplishments of each of the written goals and objectives:

1.  Exceeds Expectations
2. Meets Expectations

3.  Needs Further Training

4.  Cannot Evaluate

5. Unsatisfactory

Attends regularly/is punctual





________

Is reliable/dependable






________

Works well with others





________

Client/customer oriented





________

Organizes work area effectively




________

Adapts to changing work environment



________

Decisions/judgments are mature, timely, realistic, logical and ethical
________

Communicates clearly in listening, speaking, and writing

________

Motivates self and other 





________

Creates a positive impression





________

INTERN/VOLUNTEER’S COMMENTS: ___________________________________________

______________________________________________________________________________

______________________________________________________________________________

SUPERVISOR’S COMMENTS: ___________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Office Use Only

	DISCHARGED      FORMCHECKBOX 
YES
	DISCHARGE DATE

	REASON FOR DISCHARGE

	

	NAME OF PERSON COMPLETING FORM

	SIGNATURE

	DATE


Harmony Health Family Resource Center
1908 North Beale Road Suite D

Marysville CA 95901

530-742-5049
Photo Consent

I __________________________, give consent to Harmony Health Family Resource Center to use photographs of myself and/or my child(ren) __________________________________________________, that were taken during any Harmony Health Family Resource Center function. I understand that these pictures may be used in displays throughout the center, in newsletters, agency publications and promotions and during seminars and conferences. I also give consent for the pictures of myself, and the above children to be used in both electronic and print media. I understand that confidentiality my be breached due to recognition of myself and or my child(ren).

_________________________    _______________________  ______________

Name                                             Signature                                Date 

_________________________    _______________________  ______________

Staff Member                                Signature                                 Date 

Harmony Health Family Resource Center

Trainee 

Time Sheet

NAME: ________________________________________________________

	Date
	Time In
	Time Out
	Total Hours
	Description of Training

What did you do?
	Authorized Signature

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Total Hours: ____________
Authorized Signature:_____________________

Harmony Health Family Resource Center

VOLUNTEER CHECK LIST

Name__________________________________                                                                    Date _____________________

Position___________________________

___
Application

___
Resume

___
Reference Letters

___
Live Scan Procedures

___
Time Sheet

___
Photo Consent

___
Orientation Packet

___
Disclaimer

___
General Rules of Conduct

___
Confidentiality Statement

___
Mandated Reporting

___
Attendance

___
Dress, Personal Appearance and Demeanor

___
Front Office

___
Telephone Use

___
Reporting Suspected Abuse

___
Employee/Volunteer Confidentiality Statement

___
Personal Information

___
Acknowledgement of Receipt of Orientation Packet

___
Learning Objective

___
Work Plan

___
Final Evaluation

___
Job Description

___
Intern Agreement

___
Interview Questionnaire 
Harmony Health Family Resource Center

1908 N. Beale Road, Suit D

Marysville, CA 95901

530-742-5049

Volunteer Application
Please Print

Personal Information:

Last Name______________________________________ First Name____________________________________

Address______________________________________________ City/State/Zip___________________________

Telephone____________________________________ Cell ______________________________________________

Social Security Number____________________________ Spouse’s Name___________________________

Date of Birth ______________________________ Gender: Male __________ Female________

How did you learn about Harmony Health Family Resource Center? ______________________

____________________________________________________________________________________________________

Education: (circle highest level completed)

Grades: 1-5     6-9     11-12    College     Business     Graduate     Technical     Vocational

Physical Limitations:  Yes____ No____ (if yes please explain) ________________________________

Employment Experience:

Employer_____________________________Occupation_________________________Dates_______________

Employer_____________________________Occupation_________________________Dates_______________
Employer_____________________________Occupation_________________________Dates_______________
Volunteer Experience:

Agency/Company___________________________ Duties ________________________Dates____________

Agency/Company___________________________ Duties ________________________Dates____________

Agency/Company___________________________ Duties________________________ Dates____________
Volunteer Opportunities:
· Teaching




· Special event




· Gardening

· Café 

· Bulk mailing

· Janitorial

· Assisting with children’s program

· Language ___________________________________Fluent____ Read_____ Write____

· Language ___________________________________Fluent____ Read_____ Write____

· Language ___________________________________Fluent____ Read______ Write___


· My Personal areas of expertise: _______________________________________________________ ___________________________________________________________________________________________

Please list specific days and times you are available_________________________________________

Please list your current community activities (clubs, religious, fraternal, civic, etc.) 

__________________________________________________________________________________________________________________________________________________________________________________________________________________
References

Name_____________________________ Address/w Zip ________________________________Phone______________ 

Name_____________________________ Address/w Zip ________________________________Phone______________ 

Name_____________________________ Address/w Zip ________________________________Phone______________ 

I certify that the information in this application is true and correct to the best of my knowledge.  I give consent that my current employer and persons given as references may respond to a verbal or written request for further information from Harmony Health Family Resource Center.  I am willing to undergo a background check.  I understand that I must complete a training period before working with children.  I agree to sign a Harmony Health Family Resource Center’s Confidentiality Agreement.  I agree to refer any inquiries regarding Harmony Health Family Resource Center programs, participants, sponsors or donors to the Executive Director or staff of Harmony Health Family Resource Center.  I understand that any medical information provided is to insure that the applicant is healthy enough to volunteer safely and does not pose a health risk to our clients.  I understand that my application and all information contained herein will be held in strict confidence by Harmony Health Family Resource Center and will not be released to any outside party without the applicant’s consent:  I understand that I am not to discriminate against a person based upon age, gender, race, ethnicity, religious beliefs, sexual preferences, mental/medical disabilities and/or any other form of discrimination based on life style or beliefs.  Discrimination of any kind will not be tolerated.

Signed this_______________ day of __________________, 20_____
_________________________________________________  ________________________________________

Signature




                      Print Name
LIVE SCAN PROCEDURES
WHERE:
Sutter County Sheriff

1077 Civic Center Boulevard (off of Colusa Avenue – AKA HWY 20)

Yuba City, CA 95993

530-822-7307

HOURS:

8:30 a.m. – noon

1 p.m. – 4:30 p.m.  

Monday – Friday

REQUIRMENTS:

Identification must be valid government-issued picture ID

Calif. Driver’s License
Calif. DMV ID card

Military ID

Passport

PROCESSING COST:

Cards
$10

Live Scan $25

PAYMENT:

Cash or check accepted

LIVE SCAN FORM:

Complete all information

No blanks on the form

FINGER PRINTING CARD FORM:

Complete all information

No blanks on the form
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