
 
 

DEBBIE-RAND MEMORIAL SERVICE LEAGUE 
TAV (Teenage Volunteer) Program at Boca Raton Regional Hospital 

 
Teenagers must be at least age 15 years of age and have completed 8th grade. They may continue 
in the TAV program until six months after high school graduation, or age 18, whichever occurs 
first. The teenager must have a genuine desire to help others, an understanding of their 
responsibility to adhere to all D-RMSL and BRRH policies and agree to one four-hour shift each 
week for six months
 

.  

TAV Process: The first step is completion of this application. Please bring completed packet, 
in person, to the Debbie-Rand Memorial Service League office. We are located on the first 
floor in the main hospital. At that time, you will be scheduled for an interview.  
 
APPLICATIONS MUST BE IN THE OFFICE AT LEAST ONE WEEK PRIOR TO THE 
INTERVIEWS!!    
 
Interviews will take place on a Saturday morning in the Dawson Theater. If accepted into the 
program, you will be scheduled for the next available Teenage Volunteer Orientation 
Program. The orientation is to assure your understanding of hospital policies and procedures. A 
parent or guardian must attend. Tuberculosis testing is required for all volunteers and will be 
done at orientation.  
 
Volunteer assignments will be given to TAVs according to the needs of the hospital and the 
TAV’s availability.  TAVs are not allowed to work in the Nursery or Emergency Room or 
departments in which a parent or relative works. Teenage volunteers are allowed one shift per 
week. After the orientation, teenagers will be sent their assignment by mail. You may pick up 
your jacket on the first day you are scheduled to work or after you have received your 
assignment. They will be available in the volunteer office.  
 
Letters verifying hours are given upon advance request from the TAV, provided the TAV is in 
good standing. Recommendations may be provided based on the teenagers’ proven 
ability/willingness to follow the rules set forth in the orientation package and during continual, 
successful performance.  Verification of hours will not be provided to any TAV who is not in 
good standing (e.g., does not meet attendance or performance requirements). In order to receive 
a letter verifying hours, the TAV must have completed six months of volunteer service with the 
Debbie-Rand Memorial Service League, prior to leaving the program. Also, in order to be in 
good standing, the TAV must give the volunteer office notice

 

 of their decision to leave the 
program as soon as possible. 

Teenage volunteers are only allowed four excused absences during their six-month 
commitment. Two unexcused absences will result in immediate dismissal from the program. 
For an absence to be excused, the teen must give written notice or verbal notice to the volunteer 
office.   
 
Applications for the annual D-RMSL scholarship(s) are available in the auxiliary office.  Senior 
TAVS may apply for this scholarship.  March 15th is the usual deadline.  A TAV must have 200 
or more service hours at the time of application. 
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Please ensure that your application packet includes the following items. Incomplete application 
packets will not be accepted.  
 
Please check off boxes.  
 
 A completed Volunteer Application with your guardian’s signature.  

 
 Character reference letter on letterhead from a person other than a family  

member.  
 
 School guidance counselor section must be filled out.   

 
 Complete copy of you most recent report card. It must reflect a 2.5 GPA or  

higher from your last term  
 
 TAV Agreement 

 
 A copy of an ID showing proof of age (drivers license, school ID, passport).  

 
 A copy of a Social Security Card.  

 
  Completed TB form (If a Tuberculin Test (PPD) has been done in the past 

year at school or a physician’s office, a copy must be attached.  Proof of a 
Tine Test is not sufficient). 

 
 Authorization to consent for treatment of a minor 

 
  $25.00 cash or check for uniform jacket and dues.  Please make checks 

payable to D-RMSL. The payment of this money does not guarantee your 
acceptance into the program. If you are not accepted, the money will be 
immediately returned by mail.  
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Debbie-Rand Memorial Service League 
Teenage Volunteer (TAV) Application  

      
Referred by______________________               Computer ID#_________________ 
 
Name_________________________________________________________________________________ 
  Last       First           M.I. 
 
Home Phone (_____)________________   Cell (_____)________________ 
                      (include area code) 
 
_____-______-______                 ____/____/____                ______________________ 
 Social Security #                          Date of Birth                       Driver’s License# 
 
Home Address: 
 
 ________________________________________________________________________________________ 
Street                                        City                         State                                    ZIP 
 
E-Mail Address: ___________________________ 
 
Emergency Contact Information: 
 
______________________   ___________________________    (H)________________   (W) ______________ 
Name                       Relationship    Phone Numbers (Home and Work) 

 
___________________________________________________________________________________________ 
Street                                        City                         State                                    ZIP 

 
High School:__________________________________________Class of_______________Grade__________  
 
High School Address: ________________________________________________________________________ 
School Activities, Sports, Club Memberships: ____________________________________________________ 
 
____________________________________________________________________________________________
          
 
Reason for Volunteering: ____________________________________________________________________ 
 
The minimum commitment is one (1) four-hour period per week.  Please circle the day and time you are 
available to volunteer.  
 
Monday Tuesday Wednesday Thursday Friday   Saturday Sunday 
8:00am-
12:00pm 

8:00am-
12:00pm 

8:00am-
12:00pm 

8:00am-
12:00pm 

8:00am-
12:00pm 

8:00am-
12:00pm 

8:00am-
12:00pm 

12:00 pm- 
4:00pm 

12:00pm- 
4:00pm 

12:00 pm- 
4:00pm 

12:00 pm- 
4:00pm 

12:00pm- 
4:00pm 

12:00pm- 
4:00pm 

12:00 pm- 
4:00pm 

4:00 pm- 
8:00pm 

4:00 pm- 
8:00pm 

4:00 pm- 
8:00pm 

4:00 pm- 
8:00pm 

4:00 pm- 
8:00pm 

4:00 pm- 
8:00pm 

4:00 pm- 
8:00pm 
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DATE AVAILABLE TO START VOLUNTEERING:____________________ 
LOCATION REQUEST:_______________________ 
 
Boca Raton Regional Hospital/Debbie-Rand Memorial Service League, Inc. will screen all 
applicants and applications.  Discrepancies will disqualify an applicant from volunteering at 
BRRH/D-RMSL.  All applicants will be subject to a background check and may be subjected to 
a drug screen. 
 
Submission of this application indicates agreement to adhere to all Debbie-Rand Memorial 
Service League and Boca Raton Regional Hospital policies. 
 

Applicant Name                                    Applicant Signature/Date  
 
 
 
Parent/Guardian Name                          Parent or Guardian Signature/Date 

TO BE FILLED OUT BY THE GUIDANCE COUNSELOR 
 
Absences per Semester:  0 1-4  5-9  10+ 
Punctuality:   Always on Time  Seldom Late  Frequently Late 
GPA______ 
 
This applicant will be a benefit to the TAV Program.       Yes       No 
 
Comments:_________________________________________________________________________ 
 
___________________________________________________________________________________  
 
Guidance Counselor’s Signature                  School Stamp             
 
 
 
 
 
                                                Official Use Only 

_Application _Dues _HIPPA/Competencies 
_ID _Letter of 

Recommendation 
 
_ Orientation 

_ TAV Agreement _ Signed JD _ PPD 
_ Report Card _ TB Form  
   
_______Date of Orientation   
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TAV AGREEMENT 

 
 
The Debbie-Rand Memorial Service League has a clear set of policies and procedures which provide for good 
order and assures the highest standards in patient care and services. TAVs and parents must initial each line.  
By doing so, you indicate that you understand and will comply with the following conditions.  
  
___ ___I understand that being reliable is very important.  I understand that I am only allowed four excused 
absences during my six-month commitment. For an absence to be excused, I must give advanced written 
notice or verbal notice to the volunteer office.  Two unexcused absences will result in immediate dismissal 
from the program. After that, D-RMSL WILL NOT verify my volunteer service hours.                                                
 
___ ___ I understand that letters verifying hours are given upon advance request, provided that I have 
completed six months of service and that I am in good standing.  In order to be in good standing, I must give 
the volunteer office notice of my decision to leave the program prior to leaving. 
 
___ ___I understand that D-RMSL will determine all assignments given to me.  
 
___ ___I understand that if I have a “slow period” I may secure approval to do homework or read.  I am not 
permitted to use cell phones, handheld electronics (“game boys”, MP3 players, PDAs, etc.) or to use the 
hospital phone, computer or other equipment for any thing other than hospital business. I am also not 
permitted to be in any other area other than which I am assigned.  
 
___ ___I understand that I am required to present a professional and positive image at all times while in 
uniform or on hospital property. Moreover, my behavior must be respectful and appropriate for a hospital. 
 
___ ___I understand that I am required to wear a proper, clean and pressed D-RMSL uniform jacket, white or 
khaki, regular-cut, ankle length slacks with closed heel and toe shoes.  Any shirt worn under the jacket that is 
visible must be white.  Jackets are to be worn buttoned or zipped up.  No cargo pants, capris or oversized 
slacks are allowed. Females may not wear more than two earrings in each ear. Make up and jewelry are to be 
kept to a minimum. Hair must be neatly styled and worn off the face. I understand that I will not be allowed to 
volunteer if I am not in proper uniform. 
 
___ ___ I understand that I must arrive on time to the orientation. Failure to do so may result in me not being 
allowed to attend the scheduled orientation.  I will then have to wait until the next class.   
 
___ ___I understand that I must bring a parent or guardian with me to the orientation. 

 
___ ___I understand that I must stay for the duration of the orientation.  The orientation normally lasts for 
approximately 1-2 hours.  

 
___ ___ I understand that I must turn in the completed application packet at least 3 days prior to the interview.  

 
 

______________________   _______________________ 
Student      Parent 
 
 
I have read and agree with the above regulations. Failure to comply with the aforementioned rules will result 
in dismissal from the program and or denied entry into the program. Volunteers may participate in the TAV 
program based on the needs of the D-RMSL as determined solely by D-RMSL. Teenage volunteers and 
parents, by signature above, agree and affirm that initial and/or continued participation in the TAV program is 
at the sole discretion of D-RMSL. 
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Boca Raton Regional Hospital 
Job Description 

 
1.  Description Title:  DEBBIE-RAND MEMORIAL SERVICE LEAGUE VOLUNTEER 
2.  Department:   TAV   
3.  Supervised by:  Director of Volunteer Services             Supervisor of: N/A 
4.  General Summary:  Provide assistance in areas as requested and within hospital policies and procedures 
5.  Principal Duties and Responsibilities (also known as Function/Outputs)  include   the following.  Other duties may be 
assigned and all duties are subject to change. 

• Assist in clerical, filing or related tasks as requested. 
• Assist with patient discharges as requested and under hospital policy. 
• Deliver flowers, newspapers, mail as requested. 
• Assist in other areas as necessary or requested and within approved policy and procedures. 

6.  Job Specifications (also known as Competencies) 
a.    Education and/or Experience:  No prior training or experience is necessary. 
b. Language Skills – Ability to read and comprehend simple instructions and ability to write simple correspondence.   
c. Mathematical Skills:  Ability to add/subtract two digit numbers and to multiply and divide with 10’s and 100’s.   

7.    Work Environment: 
The work environment characteristics described here are representative of those an volunteer encounters while performing 
the essential functions of this job.  Reasonable accommodations may be made to enable individuals with disabilities to 
perform the essential functions. 
a.  Physical Activities:  While performing the duties of this assignment, the volunteer is regularly required to stand, sit and 
walk independently. As well as  reach with hands and arms.  The volunteer is also regularly required to hear and talk.  The 
volunteer must occasionally lift up to 10 lbs. 
b.  Vision Requirements:-Specific vision requirements of this assignment includes close vision and the ability to adjust 
focus.     . 
c.  Work Conditions: The volunteer is regularly exposed to mild indoor conditions.. 
d.  Noise Level:  The noise level in the work environment is usually moderate. 
 e.  Risk Exposure:  No risk for exposure to blood, body fluids or body tissue 

8.  Other: 
a. This position is also subject to BRRH’s Standards of Performance. 
b. This position is also subject to the Competencies for the position as defined by the Department including Age Specific 

Competencies across the life span. 
i. Age Specific Criteria for Non-patient care staff are: 

(1) Interacts in a respectful manner, considerate of age and physical abilities (i.e. sight and hearing needs). 
(2) Provides assistance to individuals in a manner that takes into account their special needs or age related needs. 
(3) Example:  Volunteer speaks slowly to an elderly patient and gives them additional time to absorb information 

before proceeding to the next item. 
c. As a volunteer of BRRH, I have been made aware of the confidential nature of the medical / personal / financial information 

that I have or may have access to and work with on a daily basis.  I understand it is my responsibility to maintain the 
confidentiality of this information, be it written, verbal or electronic.  At no time am I to divulge personal or confidential 
information to anyone other than a person who has a right to have the information; or directly or indirectly use personal, 
medical or other confidential information for personal gain.  At no time am I to access patient, employee or financial 
information for other than medical or business reasons, for which I have a need and a legal right to know to carry out my job 
responsibilities.  I further acknowledge that violation of this policy will result in discipline up to and including termination 

  of my services.  
9.  Disclaimer:The above statements are intended to describe the general nature and level of work being performed by people 
assigned to this classification.  They are not intended to be construed as an exhaustive list of all responsibilities, duties and 
skills required of personnel so classified.  Any other duties may be assigned as necessary.  Job Descriptions are subject to 
change at any time. 

10.  Review/Approvals: 
Aimee Yahn-Carmichael ___________________________ ____________ 
Name/Print  Director, Volunteer Services Date 
 
___________________ ___________________________ ____________ 
Name/Print  Volunteer Signature   Date 
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Debbie-Rand Memorial Service League, Inc. 
Auxiliary to Boca Raton Regional Hospital 

 
Authorization to Consent for Treatment of a Minor 

 
I hereby grant to BOCA RATON REGIONAL HOSPITAL authority to give consent for the treatment of 
___________________________(teenager’s name) should my child require medical care of any nature by reason of any 
condition or incident, with the exception of(a) major surgery, or (b)_____________________________(Other, if any) which 
should only be performed if the concurring medical opinion of two physicians is such that the procedure(s) are necessary to 
relieve the suffering or preserve the life or limb of my child and I cannot be reached after reasonable attempts. 

 
Facts concerning my child’s medical history, including allergies, physical impairments, and medication being taken, to which a 
physician should be alerted are as follows:___________________________________________________________________ 
 
Birthdate:__________________Date of last tetanus/diphtheria booster:_____________________ 
 
Family Physician:  ________________________________________Phone:__________________ 
 
Family Dentist:___________________________________________Phone:__________________ 
 
Hospital of Choice:_______________________________________________________________ 
 
Health Insurance Plan is ____________________________________ID #___________________ 
 
This authorization expires 6 months after my child graduates from high school. 
 
Parents or legal guardian (last name)__________________________(first name)______________ 
 
Address:________________________________________________________________________ 
 
Employer_______________________________________________________________________ 
 
Father’s home phone:_____________________________Business Phone:___________________ 
 
Mother’s home phone:____________________________Business Phone:___________________ 
 
 
I certify that the information above is accurate and complete to the best of my knowledge. I hereby release Boca Raton 

Regional Hospital and Debbie-Rand Memorial Service League, Inc. from any legal or financial responsibility with respect to 

my personal or my teenager’s participation. 

 
 
 
 
 
_______________________________________________________________________________ 
                                  Date                       Parent/Legal Guardian’s Signature         Date 
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TAV Record 

 
 
Name:________________________ 
 
 
 
TO BE COMPLETED BY AUXILIARY DEPARTMENT ONLY: 
 
 

Start Date________________            Dues & Uniform______________ 
 

  Orientation________________          Buddy Training_______________ 
 
 
 

Department  
 

      

Day  
 

      

Time  
 

      

 
 

Action Date Explanation 
   

   

   

   

   

   

   

   

 
 
 
 
 
 
 
 



Last revised  9/20/2010 1:39:00 PM 9 

 
 
 
 

Boca Raton Regional Hospital 

Volunteer TB Skin Test Questionnaire 
Date: _____________  
 
Volunteer’s Name: __________________  

Tuberculosis Screening 
 
1.  Do you have a productive cough (able to bring up mucous/blood):    ___  Yes    ___  No  
 
     If you answered “Yes” to question #1: 
      -  Have you had this cough for more than two (2) weeks?      ___  Yes    ___  No  
  
2.  Have you lost weight without dieting?     ___  Yes   ___  No 
 
3.  Do you have night sweats (waking up in bed sweating)?     ___  Yes   ___  No 
   
4.  Have you been around a person with active Tuberculosis (TB)  
   in the last 3 mos.?       ___  Yes   ___  No 
 
5.  Have you had an unexplained fever in the past 3 months?   ___  Yes    ___  No 
 
6.  Have you ever had a TB Skin Test (PPD)?     ___  Yes    ___  No   
 
    -  If yes to question #6, was test:      ___  Positive    ___  Negative 
     
   -  If “Positive”, did you have to take medication?    ___  Yes  ___  No 
     
 -  If “Positive” have you had a chest X-ray during the past year?   ___  Yes  ___  No 
 
7.  Have you received BCG vaccine (a vaccine given in other countries for TB)  ___  Yes  ___  No 
 
I agree to have a TB Skin Test administered and read at appropriate time by Boca Raton Regional Hospital’s Employee Health 
Nurse. 
 
_____________________________________________________________ 
 Volunteer’s Signature       
 
If under the age of 18, the signature of a parent/guardian is required: _____________________________ 
 

********************************************************************************* 
 
 

TB Test Administration 
 
     Medication:   Administration Site:                               Results: 
 
Aplisol 0.1 ml   ___   Date    Date:     __________ 
Lot #:         ______  ___   Right  ___ Left Forearm  Induration:  Yes __  No: __  MM: __  
Exp. Date:  ______  By:  _____________                         Read by:   ______________________ 

 
  
 
 
KD/bas 
08/10/06 
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