Alaska Medicare Information Office

State Health Insurance Program/Senior Medicare Patrol

Volunteer Application
              Date: ____________________
Thank you for your interest in becoming an Alaska SHIP volunteer. We provide free, unbaised, confidential cousneling to anyone with questions about Medicare.
	Name (Last, First MI):


	Email Address:

	Phone Numbers:



	Address (Include Zip Code):



	Agency Affiliation (if any) 

	Languages Spoken                                                        languages Read                                                    Languages Written


	Emergency Contact




References:
Name: ________________________________Phone: _________________ Relationship: ________________

Name: ________________________________Phone: _________________ Relationship: ________________

Name: ________________________________Phone: _________________ Relationship: ________________

Areas of Interest: (Please check all that apply)
_____ Help with mailings

_____ one on one counseling
    ____Teaching/Training
_____ Assist with website upkeep
_____ Data Entry

    ____ Public speaking with small groups
_____ Organize outreach events
_____ Public speaking with large groups
_____Phone call data verfication
_____ Assist with Medicare Claims   ____Volunteer coordination
_____ Database Upkeep

_____ General Office Work
_____Other (specify) ___________________
How often would you like to volunteer?

_____ Regularly:
Available _____ hours a week during the:

Check your preference:  ____Morning
____Afternoon
____Evening

_____Occasionally: 

Check your preference: _____For Special Events
____Periodically during certain times of the year 
(specify)(i.e. summer, holidays) _________________________________________________________________
How did you hear about volunteering at the Medicare Information Office (SHIP)

____Website   _____newspaper   _____Word of Mouth   _____Community Presentation   _____Friend/Relative   ____Radio/TV ad   ____Other

Do you have any physical limitations? ______. If yes, please explain, 

__________________________________________________________________________________________

__________________________________________________________________________________________
Confidentiality Policy

i, ______________________serving as a SHIP and/or SMP Volunteer for the State of Alaska, Dept. of HSS, medicare information Office, have taken an oath of confidentiality and agree to the following:

In my position at the medicare Information Office, I promise to protect the identity and confidentiality of any person I speak to or counsel. I will never disclose information about a client, family, or provider without the written consent of the personinvolved. If information needs to be exchanged with medicare Information Office staff, it will be on a need-to-know basis and only include the facts and never involve gossip or hearsay. At not time will I discuss a client, family, or healthcare provider in publice or private conversations.

The health Insurance Portability and Accountability Act’s (HIPPA) “Minimum necessary” portion of the Privacy Notice supporst the above statements.

__________________________
_________________________________
_____________________

          Printed name of Volunteer 

    Signature of Volunteer

       Date & Time Signed
Release of Information

I understand a background check possibly including fingerprinting is required for volunteering at the Alaska Medicare Information Office. 

 Have you ever been convicted of any crimes, felonies, AND MISDEMEANORS?      _____No 
_____Yes

If yes, please explain._________________________________________________________________________________

__________________________________________________________________________________________________
__________________________     
_______________________________
______________________
Printed Name of volunteer               

Signature Of volunteer                 

Date & Time Signed
Email, Fax or Mail Completed Application to:

 anthony.zielinski@alaska.gov (
 400 Gambell St. Suite 303, Anchorage, AK  99501
Fax: (907) 269-2045 ( Phone: 1-800-478-6065 or (907) 269-3680
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