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Arkansas Department of Health

VOLUNTEER INDEMNITY FORM

Date:  
________________________

To: 
Volunteers Participating in the _____________________County Prophylaxis/Vaccination Clinic

From:  Arkansas Department of Health (ADH)

RE:  
Assurance OF IMMUNITY during participation in A prophylaxis/Vaccination Clinic

Thank you for your willingness to help us with our current plan to deliver prophylaxis/vaccine to a large population in a short period of time.  

To help promote participation in this effort by volunteers such as yourself, we have arranged for your legal protection during your period of participation in this clinic.  To participate in the clinic and be given these protections, you must fulfill the following requirements for participation.  1) You must attend a brief orientation prior to participation.  In the orientation, you must supply current contact information and display a valid state or federal picture ID.  2) You must agree to serve free of charge during the clinic and to keep all medical information regarding the participants confidential in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).  3) You must further agree that the ADH will not provide any worker’s compensation or other health insurance coverage during your participation in the clinic.  4) If you are a physician or a nurse, and intend to serve in a medical capacity, you must allow us to maintain a copy of your current medical/nursing license and verify your license status through the appropriate licensure board prior to providing care.  After you fulfill these requirements, the ADH will formally certify the following:

1) In acting as agents of the ADH while helping to deliver and administer Prophylaxis/ Vaccination, you will be immune from liability and suit in accordance with all other State employees, although you will be responsible for adherence to HIPAA and all ADH  HIPAA policies.

2) Any claims that arise as a result of your participation as agent for the ADH shall be resolved through the Arkansas State Claims Commission or appropriate forum. 

3) If any litigation is commenced against you during the course of your volunteer work, an agent for the Arkansas Department of Health will provide legal representation in the Arkansas State Claims Commission or other forums.

4) If you have applicable insurance, then that insurance coverage must be utilized before the Arkansas State Claims Commission will have jurisdiction of the claim.
5) If you commit an intentional, malicious act or gross negligence against someone during the course of your volunteer work, immunity will not apply. You will be responsible for your own defense and must pay for your own attorney.
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	Volunteer Contact Information

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	· Volunteer Name:
	 
	 
	 

	
	
	(last)
	(first)
	(middle)

	
	
	
	
	

	· Street Address:
	 
	 
	 

	
	
	
	
	

	
	
	 
	 
	 

	
	
	(city)
	(state)
	(zip code)

	
	
	
	
	

	
	
	
	
	

	· Contact Information:
	 
	 
	 

	
	
	(home phone)
	(work phone)
	(cell phone)

	
	
	
	
	

	
	email:
	 
	 
	 

	
	
	
	
	

	
	
	
	
	

	· Are you serving in a medical capacity? (circle one)
	YES
	NO

	
	
	
	
	

	If yes: (circle type):
	M.D.
	Nursing
	Pharmacist

	
	
	
	
	

	
	Other:
	 
	 
	 

	
	
	
	
	

	
	License Number  (and state):
	 
	 

	
	
	
	
	

	
	** Would you be willing to register with the Emergency System for Advance Registration of Volunteer

	
	     Health Professionals (ESAR-VHP)?  (circle one) 

	
	
	
	                   YES
	                      NO

	
	
	
	
	

	
	
	
	
	

	· Picture ID (circle one):
	Driver’s License
	Other
	

	
	
	
	

	
	
	
	If other, please specify:
	 

	
	
	
	
	

	
	
	
	
	

	· If above address does not agree with ID, please record information from ID as well:

	
	 
	 
	 

	Street Address:
	
	
	

	
	
	
	
	

	
	
	 
	 
	 

	
	
	(city)
	(state)
	(zip code)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	· Volunteer Signature:
	 
	 
	Date: 

	
	
	
	
	

	
	My signature certifies that I understand and agree to follow the aforementioned requirements for participation.

	
	

	
	
	
	
	

	
	
	
	
	

	· Witness Signature:
	 
	 
	Date: 
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