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Please print or type.
	Last Name                                                             First Name                                             MI                 Sex

	Mailing Address

	City                                                                         State
                                                Zip

	Home Phone
	Work Phone
	Cell Phone

	Email
	Employer

	Type: Healthcare Professional

(i.e. MD, RN, LPN, PA, NP, Pharmacist, EMT, Paramedic, Respiratory Therapist, Mental Health, etc.)
	Type: Non Healthcare

(i.e. Administration, Clerical, IT, Security, Transportation, etc.)
	Communications preference:

 ❒  Mail to mailing address

 ❒  Email to above 

 ❒ Other_______________________

	For all healthcare professionals: Please indicate License Number or Certificate/Registration 

#                                                                        State                     Valid:     Yes   No              Exp. Date          /        /            Degrees(s) Obtained

	Do you have any current or pending actions against your professional license?     Yes     No

	I understand that a Background Records Check is required of all volunteers.  Initials_____________

  Have you ever been convicted of a felony?     Yes     No

  Have you ever been convicted of a misdemeanor?     Yes     No

Birth date  ______/______/______   Other names used __________________________________________________

	NOTE:  All volunteers are required to take the core trainings of: Orientation, IS-22, IS-100 and IS-700 prior to participation in training drills and exercises.  All volunteers who participate as part of the First Aid Team will be required to complete standard FIRST AID and CPR in addition to the core training.

	Signature
	Date

	For Official Use Only.  Training completed dates, certificates on file and uploaded in volunteer’s Show-Me Response and MRCTrain Accounts.
Orientation ___________________   IS-22 Date ______________________   IS-100  ____________________   IS-700 _______________________

Standard First Aid_______________________  CPR ___________________________   Other ___________________________________________


Privacy Act Statement:  This information is requested by the Medical Reserve Corps of Greater Kansas City for the purpose of organizing volunteers and staff to respond to area emergencies, disasters and public health emergencies.  It will not be utilized or released for any other purpose without your express written permission unless required by law.
	Please return to:  Sarah Helm, MRCKC Unit Coordinator, Medical Reserve Corps of Kansas City

                             MAIL:  600 Broadway, Suite 200, Kansas City, MO  64150

                                  Phone:    816-474-4240     FAX:   816-421-7758         
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