\WACHUSETT MEDICAL RESERVE CORPS

DATA BASE  INFORMATION  QUESTIONNAIRE

1 Name: first________________________ last_____________________________


Company: ________________________________________________________


Home address: _____________________________________________________


Home Phone: _____________________Title: ____________________________


Mobile Phone: ____________________ Work Phone: __________________


E-mail address: (please note if you do not have e-mail) ____________________________

   Social Security Number: (this will be protected)  _________-______-_________

2  In what capacity can you serve WMRC:( i.e.RN, LPN, DR., lawyer, accounting, administrative, etc.)

        ___________________________________________________________________________


Special skills, capabilities, training: ________________________________________

   Are there any resources you have access to that could augment WMRC in an emergency?             

        ___________________________________________________________________________

   Hospital privileges; (list any & all)




1 ____________________________________




2_____________________________________




3_____________________________________

   Will you travel:   Yes ____  No____



___only in emergency



___My town community only



___Neighboring Towns



___In County



___Out of County-in state only



___Out of State-USA only



___International

    Languages:                Read         Spoken         Fluent:   Yes           No

      _______________     _____        _____                        _____       _____      

      _______________     _____        _____                        _____       _____

3  Immunizations :

        Yes     Date                                    Yes   Date                                         Yes      Date     


     ___     _________  PPD
   ___  _______ HepBiter                   ___  _______ Pneumonia   


     ___     _________ HepB1              ___  _______ OPV                          ___  _______ HepA1      


     ___     _________ Hepb2               ___  _______ MMR                        ___  _______ HepA2                     


     ___     _________ HepB3              ___  _______ Flu                             ___  _______ Varicella 1                       


     ___     _________ Booster             ___  _______ TD                             ___  _______ Varicella 2                  


                                                                                                                      ___  _______Meningococcal

4  Training:      NMS 700            Yes _____ No_____        Other: ______________________________



       ICS100                Yes _____ No_____                  ______________________________



       CERT Training    Yes _____ No_____                  _____________________________

5  Professional Data: (for office use only)


  Sanction screening completed? ______ Date done____________

     License Type_____________State________  Number ____________ Exp date: _____________

     License Type ____________ State ________ Number ____________ Exp date _____________

     License Type ____________ State ________ Number ____________ Exp date _____________

     Certifications: ____________________________________________ Exp date _____________

                               ___________________________________________ Exp date _____________

                   RX Authority: ____________           DEA Number:_________________

      Nurses Aide registration check __________

      Board of Registration:     Date             Date done              Active            Inactive           

         
                        ________       ___________         _______          _______

       Cori check done:      __________

       Sori check done:      __________

