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Agreement Form
I, Dr. /Mr. /Ms.
_______________________________________________________________________________ 
(First name) (Middle Initial) (Last Name) 
Of 
______________________________________________________________________________________

(City) (State) (Country) 

in consideration of participation in an observership at the R Adams Cowley Shock Trauma Center at the University of Maryland Medical Center, a health care facility owned and operated by the University of Maryland Medical System Corporation (“Shock Trauma”), do hereby agree that: 
1. I agree that my observership will be from __________ to ____________, and that it shall consist solely of observing the activities of the Shock Trauma Center. At the end of such period, I agree that my observership will cease and I will no longer be allowed access to observe at Shock Trauma. I also understand, acknowledge and agree that Shock Trauma is not in any way responsible for monitoring or ensuring my departure from the United States. 
2. (For International Observers Only) I agree that I will obtain the necessary visa, B-1/B-2 or other temporary visitor status from the appropriate authorities for the purpose of participating in my Observership and I agree to maintain and comply with all the requirements of such status for the duration of the observership. 
3. I understand that my Observership is for Observation ONLY and does not allow any clinical participation. I will not be allowed to participate in patient care or contact, examination, surgery or other procedures during my Observership. I agree that my Observership is in no way an offer of/or employment by Shock Trauma and I will not receive, nor be allowed to receive any compensation, reimbursement or enumeration for my Observership and agree to release Shock Trauma from all claims related to such. Nothing contained in this Agreement is intended to create nor shall be deemed or construed to create any relationship between Shock Trauma and me other than that of independent entities contracting with each other solely for the purpose of effecting the provisions of this Agreement.  Neither Shock Trauma nor I nor any of our respective agents, employees, or representatives shall be construed to be the agent, employee or representative of the other.

4. I agree to act appropriately and professionally during my Observership at Shock Trauma. I understand that at any time, or without cause, Shock Trauma may terminate my Observership. During assignment, and while on the premises of Shock Trauma/University of Maryland Medical Center will, at all times, comply with all policies, rules, regulations, procedures, manuals and standards of practice of Shock Trauma/University of Maryland Medical Center (collectively referred to herein as “Policies and Procedures”).  Shock Trauma shall be responsible for all aspects of patient care.  Shock Trauma has the right to require, in its sole discretion my withdrawal or removal from Shock Trauma for any reason, including, but not limited to, lack of professional demeanor, unsatisfactory performance, incompetence, or failure to comply with Policies and Procedures.

5. I understand that as an Observer I may have access to, or may observe certain confidential information that belongs to Shock Trauma/University of Maryland Medical Center and I agree not to disclose, discuss or reveal any such information to parties outside of Shock Trauma/University of Maryland Medical Center and agree to keep any patient records, information or files confidential. I also agree that any information about patients I observe will remain confidential and agree not to disclose, discuss or reveal any information to anyone other than those directly involved in my Observership with me. 
6. During my observation at Shock Trauma, I will have and will maintain health insurance in my home country that will cover medical expenses incurred in the United States including repatriation if necessary. Prior to my arrival at Shock Trauma, proof of such insurance will be provided. If I do not have such insurance prior to my arrival at Shock Trauma, I understand that I must purchase such insurance, in order to participate in the Observership. 
7. Shock Trauma will provide emergency medical care, upon my consent, for injuries or illnesses which may occur while onsite during my observership at Shock Trauma.  Shock Trauma assumes no financial responsibility for my care or treatment under the terms of this Agreement.  Bills for services rendered will be forwarded to my designated health insurance carrier for payment.  I acknowledge and agree that I will be responsible for any charges not covered by my health insurance. 

8. I agree to show proof of all vaccinations as required by the CDC and the Policies and Procedures prior to commencing my Observership. 
9. I understand and acknowledge that I may observe in a department where there may be airborne pathogens, or whose work involves contact with potentially infectious diseases including but not limited to, HIV, hepatitis or tuberculosis and I hereby agree to assume all risks and responsibilities associated with participation in such a portion of the observership. Furthermore, I hereby agree to release, indemnify and hold harmless Shock Trauma, University of Maryland Medical Center, including their present and former affiliates, officers, directors, faculty, employees, agents and participants from and against any and all losses, expenses, claims, actions, liabilities and judgments (including attorneys’ fees through the appellate levels), which I, my dependents, assigns, personal representatives, heirs or next of kin, may sustain or suffer as a result of or arising out of my contact with such airborne pathogens or infectious diseases, whether caused by the negligence of Shock Trauma, University of Maryland Medical Center, persons acting on their behalf or otherwise.
10. In consideration of my being allowed to participate in the Observership, I agree to release, indemnify and hold harmless Shock Trauma, University of Maryland Medical Center including their present and former affiliates, officers, directors, faculty, employees, agents and participants (the “Indemnified Parties”) from and against any and all losses, expenses, claims, actions, liabilities and judgments (including attorneys’ fees through the appellate levels), which I, my dependents, assigns, personal representatives, heirs or next of kin may sustain or suffer as a result of or arising out of my participation in the Observership, whether caused by the negligence, action or inaction of the Indemnified Parties or persons acting on their behalf or otherwise. I also agree that I shall be fully responsible for any and all loss or damage that I cause upon any person or upon Shock Trauma’s and University of Maryland Medical Center’s facilities or their personal property during my participation in the Observership. 
11. I agree that in order to maintain patient privacy, no photographs will be taken or video recordings made of patients or patient care activities during my observership.

12. I understand that this release is intended to be as broad and inclusive as is permitted by the laws of the State of Maryland. This Agreement shall be governed, construed and interpreted in accordance with Maryland law.

13. This Agreement may be amended only by a writing signed by Shock Trauma and me.

14. I have read and understood this Observership Agreement and I do voluntarily sign said document of my own accord and as a condition of being allowed to participate in the Observership. 

_______________________________________________________

Participant Signature
________________________________________________________

____________________________
Printed Name 







Date

Please email this completed form and send to STC Observation Program @ stcobservation@umm.edu.
Application for Observer ship 

· Proof of Immunizations 
· Proof of Medical Insurance Specifying Beginning and Ending Dates of Coverage 
· Signed Patient Safety Factsheet

· Confidentiality Agreement
· Participant Contact Information (International Observers Only)

· Participant’s Document Form (International Observers Only)
· Passport Biographical Information Page (International Observers Only)
· Passport Expiration Date Page (International Observers Only) 
· B-1/B-2 Visa (International Observers Only) 
· Front and Back of Form I-94 (small white or green card located in the passport) (International Observers Only) 
· Current Curriculum Vitae (CV)
· Color digital photo on plain background
· Scrub size
OBSERVATION APPLICATION

PERSONAL INFORMATION (Please type or print) SOCIAL SECURITY NUMBER:   ____-______-______ or
   if International Observer, PASSPORT NUMBER: __________________

NAME (LAST/FIRST/MIDDLE) _________________________________________ 
DATE OF BIRTH: _______________
PRESENT ADDRESS ____________________________________________________________________________________
CITY __________________
STATE ______________ 
ZIP CODE  ___________ 
COUNTRY _____________________

HOME PHONE # _________________________________
WORK PHONE # _______________________________
CELL PHONE #
_________________________________
FAX NUMBER:
_________________________________
EMAIL ADDRESS: ______________________________ 

NATIONALITY: ______________________
GENDER: ______________



AREA OF INTEREST:   R Adams Cowley Shock Trauma Center

DATE YOU CAN START: 
________________________________

ARE YOU EMPLOYEED:
____ YES  ____ NO 
NAME OF EMPLOYER: _________________________________

HOSPITAL/INSTITUTION
________________________________________________________________

POSITION
_______________________________________________________________________________

HOSPITAL/INSTITION ADDRESS
_________________________________________________________

_____________________________________________________________________________________________ 
CELLULAR PHONE
________________________________________________________________________

EMAIL
______________________________________________________________________________________

SUPERVISOR
_______________________________________________________________________________

SUPERVISOR PHONE
________________________________________________________________________

SUPERVISOR EMAIL
________________________________________________________________________
MAY WE INQUIRE WITH YOUR EMPLOYER? ___ YES            ___ NO 

PERSON TO CONTACT IN CASE OF EMERGENCY

NAME _______________________________________
RELATIONSHIP  _______________________________________

DAY PHONE AND CELL NUMBERS ______________________________________________________________________

EDUCATION

GRADUATE 
University
________________________________________________________________________

Year of Graduation _____________________________________________________________________

Address
_______________________________________________________________________________

_______________________________________________________________________________

POST GRADUATE 
University
________________________________________________________________________

Year of Graduation _____________________________________________________________________

Specialty
________________________________________________________________________

Address
_______________________________________________________________________________

_______________________________________________________________________________

PROFESSIONAL EXPERIENCE

PREVIOUS EMPLOYMENT

(EXCLUDING INTERNSHIP & POST GRADUATE TRAINING)
Please list in chronological order, places of employment starting with the most recent:

	Hospital/Institute
	Start Date
	End Date
	Department
	Reason For Leaving

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Additional Information:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
REFERENCES

Give below the names of two references not related to you, whom you have known at least one year.

NAME





ADDRESS


PHONE NUMBER

__________________________________

___________________________
_____________________

__________________________________

___________________________
_____________________

HAVE YOU EVER BEEN CONVISTED OR PLEAD GUILTY IN COURT (EVEN IF YOU DID NOT HAVE A TRIAL) FOR ANYTHING OTHER THAN A MISDEAMEANOR OF MINOR TRAFFIC VIOLATION?  YES OR NO.  IF YES, PLEASE EXPLAIN:  _____________________________________________________________________________________________

_______________________________________________________________________________________________________


AUTHORIZATION

TO THE APPLICATION:  IF YOU ARE NOT A MINOR YOUR SIGNATURE AUTHORIZES US TO PERFORM NECESSARY TESTS WHICH MAY INCLUDE THE DRAWING OF BLOOD, IF YOU ARE UNABLE TO PROVIDE DOCUMENTATION OF INFORMATION REQUIRED ON THE HEALTH FORM ATTACHED WITH THIS APPLICATION.

YOUR SIGNATURE ALSO, INDICATES THAT THE FACTS CONTAINED IN THIS APPLICATION ARE TRUE AND COMPLETE TO THE BEST OF YOUR KNOWLEDGE.  IF EMPLOYED AS AN OBSERVER, FALSIFIED STATEMENTS ON THIS APPLICATION SHALL BE GROUNDS FOR DISMISSAL.  YOU AUTHORIZE APPROVAL TO CHECK REFERENCES AND TO CONTACT YOUR PHYSICIAN REGARDING YOUR PHYSICAL AND EMOTIONAL HEALTH.  THE ORGANIZATION IS NOT OBLIGATED TO PROVIDE A PLACEMENT, NOR ARE YOU OBLIGATED TO ACCEPT THE POSITION OFFERED.  PLEASE BE ADVISED THAT BY SIGNING, YOU AUTHORIZE UNIVERSITY OF MARYLAND MEDICAL CENTER TO CONDUCT A BACKGROUND INVESTIGATION.

SIGNING UP AS AN OBSERVER IN NO WAY GUARANTEES A PAID POSITION HERE AT UNIVERSITY OF MARYLAND MEDICAL CENTER OR SYSTEM.  PLEASE SIGN HERE: _____________________________________

Please email this completed form and send to STC observation Program @ stcobservation@umm.edu.

UNIVERSITY OF MARYLAND MEDICAL CENTER

OBSERVER CLEARANCE FORM

Observer/Volunteer Name:  __________________________________
Social Security Number: ___________________

Department:
_________________________________________
Date:
_______________________________
Section 1:  Medical History

By signing this statement, I am certifying that to the best of my knowledge, I have 1) no long-term medical or psychological condition, or 2) any other reason that might prevent me from safely working as an observer/volunteer.



Observer/Volunteer Signature: __________________________________

OR

I am under a doctor’s or therapist care for a long-term medical or psychological condition, and have a letter form him/her that I can safely and reliably work as an observer/volunteer.



Observer/Volunteer Signature:  __________________________________

Section 2:  Vaccine and Screening required for ALL observers/volunteers.  Please be sure to attach medical documentation for each and check off below:
1. Measles, Mumps and Rubella:  
____  Documentation of 2-shot vaccine series, or titer results for Measles, Mumps & Rubella showing immunity
2. Varicella (chickenpox):  

____  Documentation of 2-shot vaccine series or Titer results for Varicella showing immunity or Physician documentation of disease
3. Tdap, Adult Dose (Tetanus, Diptheria and Pertussis) applicable only if working in high risk area:  Mother Baby Unit, OBGyn Clinic,  General Peds, PICU, NICU, Pediatric ED

__​​​___ Show evidence of Tdap vaccination or Signed Tdap Declination form

4. Tuberculosis:

____  Previous positive TB skin test in past, requires both:
· Completion of TB Screening Questionnaire (reviewed by EHS)

· Report of negative chest x-ray in past 12 months (Radiology report or physician’s letter) 

____  Evidence of negative TB testing dated within 3 months of your observation start date (Step 1).  If you are here longer than 3 weeks, you may need to get a second test during your observation.
5. Hepatitis B: 

____ Documentation of 3-shot vaccine series in past or documented immunity or physician statement or
____  Referred to private physician to consider vaccination or Signed Hepatitis B Declination form
6. Influenza:

____ Documentation of seasonal influenza vaccination

********************************************************************************************* Form reviewed by:

______________________________________________
__________________

Signature/Name





Date

OBSERVATION GOALS AND OBJECTIVES

What is Your Level of Experience?
( College Student
( Medical/Nursing Student
( Registered Nurse
( Attending (Please list Specialty: _________________________________)
( Professor or Department Chief
Please Indicate the Service(s) You are Most Interested In:
( Anesthesia

( Critical Care

( Hyperbaric Medicine

(Neurosurgery

( Nursing

( Orthopaedics

( Plastic Surgery

( Trauma Team
( Trauma System
List the Top Three in Order of Importance

1. __________________________________

2. __________________________________

3. __________________________________

Which Type of Patient Care Units Are You Most Interested in:

( Critical Care
( Intermediate Care
( Hyperbaric Chamber

( Operating Room

( Post Anesthesia Recovery
( Trauma Resuscitation
What do you hope to accomplish during your observation at the Shock Trauma Center  

Please list in order of importance
1. ______________________________________________________________________________________
2. ______________________________________________________________________________________
3. ______________________________________________________________________________________

4. ______________________________________________________________________________________
5. ______________________________________________________________________________________
6. ______________________________________________________________________________________
THE UNIVERSITY OF MARYLAND MEDICAL CENTER 

PATIENT SAFETY FACTSHEET
· Patient safety is everybody’s work.
· Leaders ensure that our culture supports safety and blame free reporting.
· Staff follow policies, talk to each other, report safety risks including near misses, and exercise care and caution.
· Patients/families inform their caregivers of their full history, report risks they observe, accept responsibility for consequences of decisions they make.
NATIONAL PATIENT SAFETY GOALS

· Improve the accuracy of patient identification by accurately identifying the individual for whom the service and treatment is intended.
· Improve the effectiveness of communication among caregivers.
· Improve the safety of using medications.
· Reduce the risk of healthcare associated infections.
· Accurately and completely reconcile medications across the continuum of care.
· Reduce the risk of patient harm resulting from falls.
· Encourage patients’ active involvement in their own care as a patient safety strategy.
· Improve recognition and response to changes in a patient’s condition.
· Universal Protocol: Prevent wrong site, wrong procedure, wrong person surgery and procedures.
INFECTION CONTROL

· Hand hygiene is the single most important procedure for the prevention of health care associated infections.
· When having contact with a patient, staff must wash their hands before and after contact.
· Alcohol based hand rubs can be used if hands are not visibly soiled.
· Use antimicrobial (CHG) soap and water and wash for 15 seconds if hands are visibly soiled.
· Do not use alcohol based hand rubs for patients that have Clostridium difficule (C-diff).
· Include the patient and family in our Hand Hygiene Campaign.
· Be familiar with your unit’s hand hygiene performance: GOAL-100% compliance. Be a role model for others.
EMPLOYEE INJURY/EXPOSURE

· What do I do after a needle stick/body fluid exposure?
· Wash the area with soap and water. For mucous membrane exposures, irrigate the affected area with saline.
· Call the Exposure Hotline immediately at 8-BEEP ID# STIK (7845).
· Contact your supervisor.
· Contact Environmental Services through SOSC for replacement of needle boxes.
MANAGEMENT OF PATIENT ON ISOLATION PRECAUTIONS

· If the nursing assessment reveals that the patient may have a communicable disease (e.g. diarrhea of unknown etiology, signs and symptoms of a viral respiratory illness), the nurse can initiate presumptive isolation precautions and then follow-up with the physician for an order.
· Isolation attire is not to be worn outside the patient room unless the staff is transporting a patient on precautions.
· An isolation cart is acceptable in the hallway only if the patient has a visible isolation sign.
· Isolation signage must be in accordance with the hospital policy; handwritten signs are unacceptable.
TB EXPOSURE PREVENTION

· Tuberculin skin testing is required annually; if you are known to be positive, an annual screening questionnaire must be completed.
· If you are exposed to a patient with tuberculosis, a follow-up skin test 10-12 weeks after exposure is required.
I have read and understood the University of Maryland Patient Safety Factsheet and I do voluntarily sign said document of my own accord and as a condition of being allowed to participate in the Observership. 

_______________________________________________________

Participant Signature

________________________________________________________

____________________________

Printed Name 







Date

Please email this completed form and send to STC observation Program @ stcobservation@umm.edu.
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R ADAMS COWLEY
SHOCK TRAUMA CENTER

UNIVERSITY OF MARYIAND




CONFIDENTIALITY OF INFORMATION STATEMENT

As an observer at the University of Maryland Medical Center, University of Maryland Baltimore, University Physicians, Inc. or any other professional association or other entity associated with any of the above or any subsidiary or affiliate thereof (hereinafter, collectively referred to as “University Providers”), I understand that I may be exposed to confidential information during the performance of my duties.  Some of this information may relate to patients being treated at University Providers or it may concern the operation of University Providers.  I understand that all medical and personal information regarding patients is confidential and is not to be revealed or discussed with other patients, friends or relatives, or anyone else within or outside of University Providers unless I am specifically authorized to do so by such patient or his or her health care agent or surrogate.

I also understand that other information regarding the operation of University Providers is confidential.  This confidential information concerns, but is not limited to, employee, operations, business plans, clinical protocols, policies and procedures, quality assurance, utilization review, risk management, research, contracting, procurement and credentialing of staff. This information will not be discussed with others or disclosed within or outside of University Providers except to the extent that such discussion is necessary to perform my duties.

I understand that failure to comply with this statement regarding the confidentiality of certain information may be cause for termination of my engagement, revocation of privileges and/or access to University Providers and/or its patients.

_________________________________________________________

________________________
Signature







Date

_________________________________________________________

________________________

Printed Name







Department

ATTACHMENT 
TRAUMA OBSERVER PROGRAM 
PARTICIPANT CONTACT INFORMATION – 

INTERNATIONAL OBSERVERS ONLY 

Please email this completed form and send to STC observation Program @ stcobservation@umm.edu.
Please type or print clearly. 
United States Contacts 

Host Family
______________________________________________________________________________

Host Family Phone Number
_______________________ (home)
______________________ (work) 
Host Family Address
_______________________________________________________________________




_______________________________________________________________________




_______________________________________________________________________

Host Email Address
_______________________________________________________________________

------------------------------------------------------------------------------------------------------------ 
Hotel/Apartment
______________________________________________________________________________

Hotel Phone Number
_______________________________________________________________________

Hotel Address
______________________________________________________________________________



______________________________________________________________________________

Dates of Visit
______________________________________________________________________________
------------------------------------------------------------------------------------------------------------ 
Native Country Contacts 
Name
__________________________________________ 
Relationship________________________________

Telephone
____________________________ (home) 

_____________________________ (work)

Address
______________________________________________________________________________________


______________________________________________________________________________________

Email Address
_______________________________________________________________________________

Name
__________________________________________ 
Relationship_________________________________

Telephone
____________________________ (home) 

_____________________________ (work)

Address
______________________________________________________________________________________


______________________________________________________________________________________

Email Address
_______________________________________________________________________________
SHOCK TRAUMA OBSERVERSHIP PROGRAM

PARTICIPANT’S TRAVEL DOCUMENTS –

INTERNATIONAL OBSERVERS ONLY

OBSERVER:

Last Name ________________________________ 
First Name_________________________________
PASSPORT:
Passport Number:
__________________________________________________________ 

Expiration Date _______________________ (Month/ Day/ Year)

U.S. VISA:
Visa Number:
_________________________________________________________________

Type______________________  
Date Issued _____________________ (Month/Day/Year)

Expiration Date _________________________ (Month/Day/Year)

CIS FORM I-94:

Class ___________________ 


Admitted_____________ (Month/Day/Year) until ___________________ (Month/Day/Year)

_______________________________________________________

________________

Signature 







Date 
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