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INOVA REHABILITATION CENTER

INOVA MOUNT VERNON HOSPITAL 

PATIENT & FAMILY ADVISORY COUNCIL APPLICATION 

Thank you for your interest in the Patient and Family Advisory Council.  As part of the selection process, you may be asked to have an interview with some members of our staff.  

All of your information will be treated as confidential.  Selection will also be based upon our intentional cross representation of members that will align with the diversity of our patient population.  
Please clearly print all information and return a scanned copy of your application by email to:  tessa.grogan@inova.org
Questions can be directed to Tera Jenkins at (703) 664-7491.
	PERSONAL INFORMATION (please print)


Name: 




________________________________________________________________________
                    First                                               Middle Initial                                        Last                                      Nickname
Address: 




_________________________________________________________________
City: _________________________________   State:  ______      Zip: ______________   DOB (mm/dd/year): _________________   
Home Phone: ______________________________
 Work Phone: _____________________________
Ext.: _________________
E-mail Address:  ___________________________________________ ________   Cell/Pager:  _______________   _______________
What is your preferred method of communication? __________________________________________________________________

Have you been convicted of or have you plead guilty to any crime or municipal ordinance violation including misdemeanors or traffic violations other than a parking ticket (including Military Service)?     ____ Yes      ____ No  
Have you ever been ordered by a court to perform community service?      ____ Yes      ____ No  

If “yes” to either question, please explain: _________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

	BACKGROUND


Choose one of the following:  ____   I am a patient/former patient    ____   I am a family member of a patient/former patient 

Choose one of the following:  
 ____      I will allow my contact information to be shared with other Advisory Council members 

 ____      I will not allow my contact information to be shared with other Advisory Council members 

My care/My family member’s care was provided at this hospital:

____      Inova Mount Vernon Hospital

____      Other: ________________________________________
The date(s) of my care experience at the above marked hospital was (check all that apply):

       
____  2015 to current year       
 ____  2010-2014        
____  2005-2009      
  ____  Before 2005 


Are you currently employed?    ____ Yes      ____ No  
If yes — or if you have ever been employed — please provide details for your current or most recent employment:

Employer: ___________________________________________________________________________________________________

Company Name
Position
Supervisor
        Years

Briefly describe your responsibilities:  __________________________________________________________________________​__
____________________________________________________________________________________________________________
Have you previously volunteered, worked at or participated as a volunteer on committees at any Inova facility? ____ Yes   ____ No   
If yes, what facility: _________________                        Year(s): ____                                 Position(s):___________________________ 
Please provide the following information only for your highest level of education:


School/University: _________________________
Degree obtained: ___________________
Are you currently enrolled in higher education?     ____ Yes      ____ No  

If yes, school and course of study:   _____________________________________________________________________________
	EMERGENCY CONTACT 


Name: ______________________________________________________
Relationship:  _______________________________
                    First
 Last                                      

Home Phone #: ________________________
Work Phone #: ________________________    Cell #: _________________________
	AVAILABILITY


Day(s) most convenient for you to participate in Council activities: _____________________________________________________

Time(s) most convenient for you to participate in Council activities (please check all that apply): 
          ____ Morning (8 am – 12 pm)                            ____ Afternoon (12 pm – 5 pm)                            ____ Evening (5 pm – 8 pm)
	INOVA STANDARDS OF BEHAVIOR


Professionalism – Confidentiality & Privacy – Sense of Ownership – Accountability 

Commitment to Each Other – Safety – Communication – Stewardship – Caring Relationships
Our Standards of Behavior are the foundation of our service excellence culture. It is expected that all volunteers and council members will live these standards when participating in hospital activities.  By following them, we will bring our mission, beliefs and commitments to life and accelerate our vision to be the best healthcare system in the world.

As a volunteer council member, I understand that I can and will be asked to leave the council at any time I am deemed a risk to myself, others or am deemed not in compliance with the Inova Standards of Behavior or the Policies and Procedures as they have been explained to me.
Inova facilities are tobacco-free environments.  Will you be able to comply with this policy? 
 ____Yes
____No


I confirm that the above information is truthful and provided freely.  Should I be appointed to the Patient & Family Advisory Council, I understand that I will be required to attend a volunteer orientation session before the first Council meeting, as my participation on this Council is considered to be a volunteer position.  Further, I am also consenting to have the Inova Mount Vernon Hospital Employee Health Department administer to me a required TB test in accordance with hospital policies, and I agree that TB documentation can be provided to the staff of the Council as evidence that the TB test is negative.

Signature:  ______________________________________________________________             Date:   __________________________
Thank you for your interest in becoming a volunteer Patient & Family Advisory Council member at Inova Mount Vernon Hospital!
For Office Use Only

Interview Date: _____________                    Orientation Date: __________________       PPD Results: ___________________  
HCP Readiness Assessment:     _______ Cleared
_______ Not Cleared            ______ Cleared with the Following Stipulation(s):

 ______________________________________________________________________________________________________________  

BC No: ____________               _______ Cleared
_______ Not Cleared  
Comments:

EMPLOYMENT & EDUCATION





SIGNATURE








