
Ambassador Program Application 

Personal Information: 

Name: ____________________________________________ Date: _______________________________ 

Address: ______________________________________ City: _____________________  Zip:  _________ 

Phone (Home): ____________________  (Office/Cell):  ____________________  Gender:  M   F  (Circle)      

Social Security Number: ______________________   E-Mail: ___________________________________ 

Date of Birth (minimum age requirement is 16) (month/day/year):   _______________________________ 

Driver’s License Number:  _____________________________   State:  ___________________________ 

Car –Make, Model, & Year:  ____________________________________   License Number:  __________  

Name & Phone Number of your personal physician:  ___________________________________________ 

 ________________________________________________________________ 

Name & Phone Number of someone to contact in case of emergency:  _____________________________ 

 ________________________________________________________________ 

Have you ever been employed by Centinela Hospital Medical Center?    

Yes / No  (Circle)            If yes, when?  _______________ 

Skills and Interests: 

Educational Background: _________________________________________________________________ 

Are you currently in college/vocational school? ______________  Year? ___________________________ 

Where:  _______________________________________________________________________________ 



Current Occupation: _____________________________________________________________________ 

Past work experience:  ___________________________________________________________________ 

Do you speak/write/read another language fluently?  

Previous Volunteer experience: ___________________________________________________________ 

Do you have any physical limitations that require accommodation?  

References: 

List two (2) personal references with phone numbers: 

Name:   Date: 

Name:   Date: 

I authorize the references listed above to provide Centinela Hospital Medical Center with 
information relevant to volunteering. 

___________________________________________       ____________________________ 
Signature Date 



Ambassador Uniform Guidelines 

VOLUNTEERS MUST BE IN UNIFORM TO SIGN-IN 

Identification: Every Ambassador is issued an identification badge once they are accepted into 
the program. This MUST be worn at all times while on duty at the hospital. It should be 
prominently displayed on your uniform jacket. Your I.D. badge not only identifies you, but is 
also used to clock in to keep track of your hours of service at the hospital. 

Personal Hygiene: Please avoid the use of perfume, cologne or any skin care product with a 
strong scent as it may cause breathing difficulty for patients or visitors. Nails should be kept at a 
moderate length which will not interfere with your duties. All body art (tattoos) must be covered. 
No face, lip, nose or tongue jewelry. 

Foot Apparel: White closed toed shoes are a required part of the ambassador uniform. Open 
toed shoes are a safety hazard and are not allowed. 

Ambassador Uniform: Ambassadors will be provided with one gray uniform jacket with 
identifying Ambassador patch. In addition, Ambassadors need to be attired in white pants and 
white closed toed shoes. Jeans and t-shirts are not acceptable. In order to maintain a professional 
appearance, your uniform should be clean and wrinkle free. 

I (print name)          have read, understand and will 
abide by the Ambassador Program dress code. I understand that I must be in uniform to sign in 
and that I may be sent home if I am not in uniform. 

Signed: Date: 



Youth Volunteer Parental / Guardian Consent Form 
(Required for all youth volunteers under 18 years of age) 

In order for your child to become a volunteer at Centinela Hospital Medical Center, we need 
your consent and your involvement in helping them have a meaningful experience. Please read 
and sign this parental consent form. Should you have any questions about the nature of our 
program, now or at any time in the future, please do not hesitate to contact Jackie Bracamontes at 
(310) 680-8869 or by e-mail at jbracamontes@primehealthcare.com.

I, the undersigned parent/guardian of       , who is at 
least age sixteen but not yet age eighteen, do hereby authorize my child to participate in such 
volunteer activities in Centinela Hospital Medical Center’s Volunteer Program. I understand that 
he/she will be provided with orientation and training necessary for the safe and responsible 
performance of his/her duties and that he/she will be expected to meet all the requirements of the 
position, including regular attendance and adherence to Hospital policies and procedures. I 
understand that he/she will not receive monetary compensation for the services contributed. 

I release and agree to indemnify and hold harmless Centinela Hospital Medical Center from any 
and all liabilities related to or arising from my son/daughter’s service as a volunteer, even if 
arising from the Hospital’s negligence, to the fullest extent permitted by law. I also agree that I 
will assume all costs and expenses (including medical care costs) associated with any injury 
related to or arising from my son/daughter’s service as a volunteer. 

In case of injury, I give permission for my son/daughter to be treated in the Emergency 
Department at Centinela Hospital Medical Center. I understand that all efforts will be made to 
contact me before treatment occurs, and that it will only proceed without my verbal consent in 
case of extreme emergency. 

This parental consent form shall remain effective for the period of time my son/daughter is a 
volunteer at Centinela Hospital Medical Center. 

I have read, understand, and accept these terms. 

Signature:       Date: 

Printed Name:  

Nature of Relationship:  





Ambassador Health Questionnaire

Last Name First Name sociaL security Number

today’s date

address city state

PhoNe Number

ZiP

date oF birth

PhysiciaN Name PhysiciaN’s address

maLe

FemaLe e-maiL

describe your PreseNt heaLth iN your owN words height weight age

Nurse use oNLy

drug screeN yes Nosmoker:

aLLergies

recommeNdatioNs

rN sigNature date

date dose sitePPD: by

date erythema iNduratioNread: by
mm mm

chest X-ray yes NoreFerred Pmd:
PPd history: PLease PLace a check mark NeXt to aNy which aPPLy to you

had a measLes or PoLio vacciNe iN the Past 2 moNths
curreNtLy takiNg cortisoNe or steroids

ever received bcg
had a Positive or reactive PPd
iF yes, was FoLLow uP chest X-ray doNe? date: 
iF No, why Not?
had a chest X-ray Positive For tubercuLosis

iF yes, were you treated aNd how: 
iF No, why Not?

iF you have a history oF a Positive PPd aNd a Negative chest 
X-ray, do you curreNtLy have aNy oF the FoLLowiNg?

Night sweats
cough / hoarseNess

Fever / Fatigue

uNeXPLaiNed weight Loss

chest PaiN / cough uP bLood
NoNe oF above

curreNt history
drugs aNd medicatioNs

List aNy drugs or medicatioNs you take reguLarLy or FrequeNtLy



immuNiZatioNs / iNjectioNs

date oF Last tetaNus:

measLes

mumPs
rubeLLa (germaN measLes)

List curreNt medicaL ProbLems

have you ever had aNy oF the FoLLowiNg vacciNatioNs?

hePatitis b immuNe gLobuLiN

date
date
date
date

gamma gLobuLiN

hePatitis b vacciNe
# oF iNjectioNs received

are you curreNtLy oN steroids

date
date
date
date

■ PLease check the aPProPriate aNswer For each coNditioN Listed

■ iNsert dates aNd treatmeNt detaiLs For each “yes” aNswer iN the sPace Provided

yes    No

aLLergies

aNemia

arthritis

back iNjury

bLiNd (visioN ProbLems)
wear gLasses

deaF (heariNg Loss)
use heariNg aid

diZZiNess / FaiNtiNg

emPhysema

headaches (migraiNe)
hePatitis

high bLood Pressure

muLtiPLe scLerosis

muscLe weakNess

PoLio

tubercuLosis

yes    No

amPutatioN

asthma

shortNess oF breath

bLeediNg teNdeNcies

caNcer / tumor

diabetes

heart troubLe / chest PaiNs

herNia

joiNt ProbLems

meNtaL / emotioNaL ProbLems

Neck iNjury

Nerve ProbLems / Neuritis

seiZures / ePiLePsy / coNvuLsioNs

skiN disease / rash

other

iLLNess or chaNge iN coNditioN iN the Past year:

DO YOU USE: crutches

caNe

Prosthesis

brace

hosPitaLiZatioNs / surgeries
PLease Provide the FoLLowiNg iNFormatioN coNcerNiNg hosPitaLiZatioNs aNd surgeries

tyPe oF iLLNess or oPeratioN moNth & year Name oF hosPitaL

do you have aNy restrictioNs or thiNgs you are uNabLe to do:

I, the undersigned, certify the above answers are true, and understand that any false statement may be ground for termination. I understand that 
this physical examination is not comprehensive, but only intended as an assessment of my ability to perform my work. I understand that the 
positive or negative finding pertaining to my ability to perform work shall be submitted to the hospital.

Signature:Signature: Date:
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