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	Medical Staff Observer Program Registration Form
Student must be at least 16 years old to participate


Instructions:   Return completed form to the Clinician/Medical Staff Member you will be observing. Attach documentation proving that the observer has received a flu vaccine at least two weeks prior to the observation experience (if between the months of October and March).
	Observer’s Name:
	
	
	

	
	                           Last
	First
	Middle


	Date of Birth:
	
	Phone:
	
	
	
	

	
	MM/DD/YYYY
	
	Home #
	
	Cell #
	


	School Currently Attending:
	

	
	

	Current Grade Level (check one):
	(  H.S. Junior
	(  H.S. Senior
	(  College
	(  Other

	
	
	
	
	


	E-mail Address:
	


Have you previously participated in a Cincinnati Children’s Job Shadow Program?   ( Yes
( No
If so, when and with whom?   _________________________________________________________________________

Observer Confidentiality Agreement

Cincinnati Children’s Hospital Medical Center (CCHMC) has a legal and ethical responsibility to safeguard patient privacy and protect the confidentiality of their protected health information (“PHI”).  As an observer, I understand that I share in that responsibility.  In the course of my observation at CCHMC, I may see, overhear, access or temporarily possess PHI of a patient.

I understand that such PHI must be maintained in confidence and not disclosed by me to anyone.  As a condition of my observation or visit, I agree that I will not at any time during or after my observation at CCHMC, use, disclose or give PHI to anyone for any purpose.  I will not attempt to access PHI under the ownership or control of CCHMC.
I understand that a violation of this agreement or patient confidentiality may result in personal civil and/or criminal penalties under law.

By my signature below, I confirm my commitment to the above:

___________________________________

Printed Name of Observer

___________________________________

Signature of Observer

___________________________________

Printed Name of Parent (if observer is under 18)

___________________________________

Printed Name of Parent (if observer is under 18)

Please be sure to complete the next page.
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HEALTH REVIEW
Please complete the next four lines only if the responses may affect your participation as an observer:

Medical History __________________________________________________________________________________

Allergies _______________________________________________________________________________________

Current Medications______________________________________________________________________________

Impairment/Special Needs ________________________________________________________________________

Please read the following statements and check the box next to each statement if you agree.

· The Observer’s immunizations are up-to-date.

· The Observer will only participate in the Observer Program if free from infectious disease on the day of the program.

I, ________________________________________ (observer), agree to behave in a responsible and professional manner during my observation experience at Cincinnati Children’s Hospital Medical Center.  I understand that I am an observer only and will not render care of any kind.  I release, discharge, and agree to hold harmless CCHMC, related entities, and each of their respective officers, directors, employees and agents from and against all claims, liability or damages that may arise out of this observation experience.
Observer’s Signature___________________________________________
Date________________

IF OBSERVER IS UNDER 18, A PARENT/GUARDIAN MUST COMPLETE THE INFORMATION BELOW:
I give permission for the observer, _________________________________________ to participate in an observation experience at Cincinnati Children’s Hospital Medical Center (CCHMC).  I release CCHMC from all claims that may arise out of this observation experience.  I release, discharge, and agree to hold harmless CCHMC, related entities, and each of their respective officers, directors, employees and agents from and against all claims, liability or damages that may arise out of this observation experience.

Parent/Guardian Signature (if observer is under 18)__________________________________Date____________

Please remember to attach documentation proving that the observer 
has received a flu vaccine at least two weeks prior to the observation experience if the observation experience is between the months of October and March. 
A photo of the paper will be acceptable.[image: image1.png]



