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     MULTNOMAH COUNTY

HEALTH DEPARTMENT

Volunteer Health Care Provider Indemnification 
Dear Volunteer:

Please:

1. Fill out this first page, listing information on your reference(s);

2. Sign and date the release on the second page; and

3. Return all three of these pages, along with your completed application, copies of your license, board certificate(s) and DEA registration to the Volunteer Coordinator at the clinic that recruited you.
Acceptable references:  your current clinical supervisor - or if you have none - two colleagues who are familiar with your professional practice.

Current Clinical Supervisor: 
__________________________Title: ______________________
FAX number: 


Address: 

Business Phone Number: 

Or

1) Colleague: 

Title: 

FAX number: 

Address: 

Business Phone Number: 

VOLUNTEER REFERENCE CHECK

2) Colleague: 

Title: 

FAX number: 

Address: 

Business Phone Number: 

MULTNOMAH COUNTY

HEALTH DEPARTMENT

Volunteer Health Care Provider Indemnification 
TO: 

FAX: 


DATE: 

FROM:
AMIT SHAH, MD, MEDICAL DIRECTOR, MULTNOMAH COUNTY HEALTH DEPT.

VOLUNTEER REFERENCE FORM

Kate Yen, COORDINATOR

RE: REFERENCE REQUEST FOR 

VOLUNTEER APPLICANT

	THE PERSON NAMED ABOVE HAS APPLIED TO BE A VOLUNTEER HEALTH CARE PROVIDER.  S/HE HAS ALSO SIGNED A RELEASE OF INFORMATION (SEE BELOW) SO THAT WE MAY RECEIVE REFERENCE INFORMATION FROM YOU.  PLEASE TAKE A MOMENT TO COMPLETE THIS FORM AND FAX IT TO THE INDEMNIFICATION PROGRAM AT (503) 988-3035.




	I hereby authorize Multnomah County Health Department and its representatives to consult with any and all third parties who have been associated with me and/or who may have information bearing on my qualifications and competence for approval as a volunteer health care provider with the Multnomah County Health Department.  I hereby authorize and consent to the release of information concerning me to the Multnomah County Health Department and I release from liability all such persons, hospitals, or organizations complying with this request.  I understand that this information is being requested as part of the credentialing process for volunteers.

Volunteer Signature 

Date 





	THE FOLLOWING INFORMATION MUST BE PROVIDED BY THE VOLUNTEER APPLICANT'S CURRENT CLINICAL SUPERVISOR, OR, IF THERE IS NONE, TWO COLLEAGUES HAVING KNOWLEDGE OF THE APPLICANT'S PROFESSIONAL PRACTICE.


How long have you known the applicant professionally? 

In what capacity have you known the applicant? 

To your knowledge, has any disciplinary action ever been taken against the applicant?

(  Yes
(  No
If yes, explain below:

Comments: 


Has the applicant displayed possible dependence on drugs or alcohol that would, in your opinion, affect his or her ability to perform professional and medical staff duties?

(  Yes
(  No       If yes, explain below:

Comments: 


Does the applicant have any physical or mental conditions that would, in your opinion, impair his or her ability to practice medicine?

(  Yes
(  No      If yes, explain below:

Comments: 


Please rank (place a check mark at the right) the applicant in the following areas:


Outstanding
Acceptable
**Unacceptable
Not Observed

Clinical Knowledge and Judgement






Ethical conduct


Respect for Peers


Record keeping


Relationships with patients


Ability to work with staff &

patients from various ethnic and

language cultures

** Provide comments regarding any unacceptable ratings: 


(
Recommend without Reservations
(
Do not recommend

· Recommend with the following reservations:

Signature: 

Date: 

	PLEASE RETURN THIS DOCUMENT VIA FAX TO: 
MULTNOMAH CO. HEALTH DEPT. (503) 988-3035  attn Terry


Updated 09/08

