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VOLUNTEER 
APPLICATION 

  

 

 

 

 

 

 

 

 

  

Livingston County Center for 
  Nursing and Rehabilitation 
  11 Murray Hill Dr. 

Mt. Morris, NY 14510 
Peter Donlon, Leisure Time Activities Director 

(585) 243-7222 
pdonlon@co.livingston.ny.us 

Volunteer Requirements 
Here is what you need to do to become a volunteer: 

o Complete an annual personal and confidential health 
screening with our nurse, including a tuberculosis skin test 
(PPD) 

o Fill out this Volunteer application complete, and return it. 
o Once your application is received, the activity director or 

designee will contact you to schedule an interview. 
o You will have to attend an orientation 
o You need to be at least 14 years old with parental consent 

form up until 16 years old. (See last page) 

 

o If no Flu Shot, you will need to keep 
a mask on during flu season. 
 

o Reminder of Confidentiality  
 
o No pictures unless signed release. 

None of them in their rooms. 
 

o No foul language 
 

o Proper dress. no high heels, open 
toe shoes or revealing clothing.  

 
o Sign In & Out at the Front Desk 

before and after volunteering. 
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Volunteer Application 
 
Name_____________________________  Email: ____________________ DOB:_______ 
Address__________________________ Home Phone #_____________________ 
City_______________ State____ Zip__________   Cell #_______________________ 
 

EMERGENCY CONTACT 
Name__________________________ Relation ____________________ 
Address_____________________________ Home Phone #_________________ 
City_______________ State____ Zip_________   Cell # _______________________ 
 
Day(s) and time preference(s): 
Morning: _______ Afternoon: _________ Evenings: ____________ 
Monday_____ Tuesday______ Wednesday______ Thursday_______ Friday_______ 
Saturday_________ Sunday__________ 

 
Areas of Opportunities: 

___Friendly visitor / 1:1 resident visits 
___ Assisting Activity staff with programs 
___Playing cards/ board games 
___Assisting residents with simple computer tasks (email, skype) 
___Transporting residents to activity programs, special events, Religious 
        programs and/or in-house appointments 
___ Gardening, tending & watering flower pots throughout center 
___ Assist residents during scheduled shopping trips 
___ Taking residents for walks or push wheelchair 
___Assist with volunteer clerical support 
___ Conduct a resident class in painting, ceramics, crafts, reading group. 
_____ Resident Craft Club (Sunday Afternoons)  
___ Other ___________________________________________________ 
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                                         LIVINGSTON COUNTY 
                                  CENTER FOR NURSING AND REHABILITATION 

                                    AND GARDEN OF LIFE DAY PROGRAM 
 
                         Annual Health Screen & Adult Tuberculosis Risk Assessment 

 
• Use this tool to identify asymptomatic Adults for latent TB infection (LTBI) testing. 
• Do not repeat testing unless there are new risk factors or positive symptoms since the last test.  
• Do not treat for LTBI until active TB has been excluded:  Refer to Public Health Department. 

               For patients with TB symptoms or an abnormal chest x-ray consistent with active TB disease, evaluate for active TB disease 
with a chest x-ray, symptoms screen, and if indicated sputum AFB smears, cultures, and nucleic acid amplification testing. A 
negative tuberculin skin test for interferon gamma release assay dies not rule out active TB disease. 

LTBI testing is recommended if any of the following are checked. 
Have you ever experienced any of the following after a 

TB skin test? 
POTENTIAL ADVERSE EFFECTS YES NO 

Necrosis, blistering or ulcerations of the site of injection   
Significant local reaction at and around the site of 
injection 

  

Anaphylactic shock after the injections   
   

 

 
 

PRIOR REQUIRED PROOF before start: 
     MMR  [ ]          FLU [ ]  if any     COVID [ ] if any 

 
____________________________                  ______________ _____________________________ 
Employee / Volunteer Signature                                Date  Print Name  
Testing indicated:  Y or N 
1st PPD/Mantoux test date ________________ Initials ______________ Mfg/Lot#/Exp date _____________________________ 
Date read ___________________ Initials of reader ______________ Results (mm of duration) ___________________________ 
 
2nd PPD/Mantoux test date ________________ Initials ______________ Mfg/Lot#/Exp date _____________________________ 
Date read ___________________ Initials of reader ______________ Results (mm of duration) ___________________________ 
 
Comments _______________________________________________________________________________________________________________ 
 
RN Signature________________________ Print Name ___________________ Date ________________ 

Name: 
   1st PPD date                    @  
                  Read:                @ 

   2nd PPD date                   @ 

                 Read:                  @ 

SYMPTOMS OF TB YES NO 
Cough of more than 3 weeks duration?   
Hemoptysis (bloody sputum)?   
Loss of appetite?   
Unexplained weight loss?   
Night Sweats?   
Fever/Chills?   
Tires Easily?   

General Medical History               
MEDICAL AND SOCIAL HISTORY for TB 

Do any of the following conditions apply to you? YES NO 
History of temporary or permanent residence >1 month 
(Asia, Africa or Latin America)? 

  

Known immuno-suppression (suppression of immune 
response by drugs or radiation)? (Chronic steroids 
(Prednisone>15mg/day>1 month). 

  

Alcoholics and drug users?   

Resident in a shelter, prison, or LTC facility?   
Known exposure to TB?   
Known previous positive PPD and/or Chest 
 X-ray? 

  

Known history of TB, did not complete therapy?   
   

Current Medication List 

 

 

 

Do You Have Any of The 
Following?  YES NO 

If  Yes,  
Please explain                    

Changes in health in last year?    
Head Injury    
Vision or hearing problems    
Back Injury    
Chronic back pain    
Other Injuries    
Heart Trouble    
GI Problems    
Diabetes    
Headaches    
Fainting Spells    
Epilepsy    
Mental Disease    
Jaundice    
Asthma Emphysema    
Arthritis Rheumatism    
Skin Disease    
Hernia    
Allergies    
Allergy to Latex    
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Volunteer Confidentiality Agreement 

 
 
 
I understand that Federal Law requires the Center to protect health 
information and the personal privacy of its’ Residents. The Health 
Insurance Portability and Accountability Act (HIPAA) provides these 
protections. 
 

I understand that any and all information I may acquire as a 
volunteer concerning Residents, Center and Personnel must be held in 
strict confidence. 
 

As represented by my signature below, I agree to comply with 
HIPAA requirements. I understand that I will be removed from the 
volunteer program if I am found to have violated these requirements. 
 
 
Name_________________________ Date________________ 
Signature_____________________
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ACTIVITIES 
CONSENT FORM FOR MINOR VOLUNTEER 

 
 
I, __________________________, Parent/ Guardian of _______________________ 
 
Hereby give my consent for my son/daughter to participate in the Livingston County 
Center for Nursing and Rehabilitation volunteer program. 
 
I understand my son/daughter will provide (     ) hours of service per week and will 
participate only in the following activities: 
 
___ Friendly visitor / 1:1 resident visits 
___ Assisting Activity staff with programs 
___ Playing cards/ board games 
___ Assisting residents with simple computer tasks (email, skype) 
___ Transporting residents to activity programs, special events, Religious 
       programs and/or in-house appointments 
___ Gardening, tending & watering flower pots throughout center 
___ Assist residents during scheduled shopping trips 
___ Taking residents for walks or push wheelchair 
___ Assist with volunteer clerical support 
___ Conduct a resident class in painting, ceramics, crafts, reading group  
___ Other__________________________________________________ 
 
 

In case of an Emergency please contact: 
(PLEASE PRINT) 
 
1) Name_______________________Relationship___________Phone (      )____________ 
 
2) Name_______________________Relationship___________Phone(      )_____________ 
 
3) Name_______________________Relationship___________Phone(      )____________ 
 

 
___________________________________________ Date ______________ 

             Signature of Parent or Legal Guardian 
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