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DSHR System Enrollment Application
All information provided to the American Red Cross in this application is treated and maintained in a secure manner.


PLEASE PRINT
 FORMCHECKBOX 

New Application
 FORMCHECKBOX 

Revised Application (Complete only sections requiring change)
	Legal, Proper Name (last, first, middle initial):
	     

	Preferred Name:      

	Address (street mailing)      
	Date of Birth:      

	City:      
	State:      
	Zip Code:      
	Occupation:      

	Email Address:      
	Home Phone:
	     

	Work Phone incl. area code:      
	Cell Phone incl. area code:      

	Red Cross Personnel Category:
	 FORMCHECKBOX 

Volunteer
 FORMCHECKBOX 

Chapter Employee
 FORMCHECKBOX 

National Employee

	If Red Cross Employee:
	 FORMCHECKBOX 

Exempt
 FORMCHECKBOX 

Non-Exempt (attach a completed form 6494A)


	Passport Expiration Date:
	     
	Country of Issuance:
	     

	Driver’s License Number:
	             Exp Date:      
	State:    
	Driver’s License Classification:      


Other License(s)/Certificate(s) (REQUIRED):
	Type:
	License/Certification Number:
	State:
	Expiration Date:

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Language(s) – list proficient languages other than English and proficiency rating (R=Read Only, S=Speak Only, F=Fluent)

	     
	  
	     
	  
	     
	  
	     
	  


	RED CROSS UNIT/CHAPTER AFFILIATION - Complete with information about your unit that will be used to recruit you for disaster operations.

	Unit/Chapter Name: 
	     
	Chapter Code: 
	     
	Service Area (Unit):
	 FORMDROPDOWN 



Group Affiliation

 FORMCHECKBOX 

American Southern Baptist Mission Board
 FORMCHECKBOX 

Church of Brethren
 FORMCHECKBOX 

Labor Union 









Affiliation
 FORMCHECKBOX 

USPHS
 FORMCHECKBOX 

NCCC
 FORMCHECKBOX 

NPRC
 FORMCHECKBOX 

AmeriCorps
 FORMCHECKBOX 

Learn and Serve
 FORMCHECKBOX 

Senior Corps

 FORMCHECKBOX 

Current Group Affiliation
 FORMCHECKBOX 

Past Group Affiliation
Year     



	DISASTER RELIEF OPERATION HISTORY

Complete with information regarding any disaster assignments on which you have served and which will substantiate your disaster history, particularly for your Group and Activity preferences. Refer to your unit Disaster Services Human Resources System representative to clarify DR numbers, operation names, and positions in which you served. Write LOCAL if no DR# was assigned.
	DISASTER OPERATION GROUP AND ACTIVITY PREFERENCE

Discuss with your unit’s Disaster Services Human Resources System representative the Disaster Operation activities which you meet the competency criteria. Complete in order of preference. Use as listed in the Competency Criteria.

	DR #
	Operation Name
	Date
(MM/dd/yyyy)
	Position
	# Days
	Evaluation
Received
	Group
	Activity
	Position

	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	1.  FORMDROPDOWN 

	    
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	2.  FORMDROPDOWN 

	    
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	3.  FORMDROPDOWN 

	    
	 FORMDROPDOWN 



	RED CROSS TRAINING

Complete information as thoroughly as possible. Introduction to Disaster Services, Indicate MO/DA/YR in which a course was most recently completed.
	LIFE EXPERIENCE INFORMATION

(Note any skills, knowledge, non-Red Cross training, management, supervisor and life experiences that assist in meeting competency criteria as listed in the Competency Criteria. Add additional pages as needed.

	COURSE NAME
	Month/Day/Year
	     

	1. Introduction to Disaster Services
	     
	     

	2. First Aid
	     
	     

	3. CPR
	     
	     

	4.      
	     
	     

	5.      
	     
	     

	6.      
	     
	     


	TO BE NOTIFIED IN CASE OF EMERGENCY (REQUIRED)
	

	Name:      
	Relationship:      

	Address (street/mailing):      
	Home Phone incl. area code:      

	City:      
	Work Phone incl. area code:      

	State:    
	Zip Code:      
	Cell Phone incl. area code:      


	APPLICATIONS WITHOUT PROPER SIGNATURES CANNOT BE ACCEPTED

The Disaster Services Human Resources (DSHR) System has my permission to verify this information. I verify that I have not been convicted of a felony, or been convicted of a misdemeanor that resulted in imprisonment. If any of the information contained in my application is incomplete or found to be untrue, I understand that I will be removed from the DSHR System.

	 FORMCHECKBOX 

I check this box as endorsement of my agreement, in lieu of my signature.
	Date:      


	ENDORSEMENT---UNIT OF AFFILIATION  

I endorse this individual as a member of the DSHR System and verify that the individual meets the baseline criteria for membership and meets the competency criteria for the group and activities designated.

	Print Name:      
	Title:      

	Signature:
	Date:      
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PERSONAL STATEMENT

OF UNDERSTANDING

Name
     


I am
 FORMCHECKBOX 

an applicant for 


 FORMCHECKBOX 

a member of the Disaster Services Human Resources (DSHR) System of the American Red Cross.  

I understand there are certain conditions I must accept as a member of the DSHR System.

1. Availability

I am available and able to service on disaster assignments within the continental United States as well as its territories and possessions for indefinite periods depending on the needs of the disaster relief operation.  I understand assignments vary in duration and are determined by the needs of the organization and other considerations. I understand assignments take place within high pressure work situations in adverse conditions such as long and irregular hours, erratic and inappropriate food, eating and sleeping conditions; extreme heat, cold or dampness; crowds, noisy environment, and exposure to dust or other allergens. I understand my assignment may be extended or curtailed in accordance with applicable Red Cross policies, procedures and staffing requirements, determined at the discretion of Red Cross Disaster Services. I understand that I must keep my unit of affiliation appraised of my specific dates of availability for assignment.

2. Work Performance

I am willing to comply with all directives issues by Disaster Services. I will uphold and follow the policies of the organization. I understand that I may be released from an assignment and/or removed from the DSHR System for a violation of policy or a personnel/performance issue.

3. Reimbursement for Official Assignment Expenses

I understand that there are established policies and procedures of the Red Cross for reimbursement of expenses for food and lodging, and certain other related expenses, incurred in connection with official assignments on disaster operations. I understand that failure to comply with said regulations may result in my dismissal from the DSHR System.

4. Status

I verify that I have not been convicted of a felony or of a misdemeanor resulting in imprisonment within the last 24 months.

I understand that I must update this form as soon as any changes in the above occur and submit and updated form on an annual basis.

I fully understand the mandatory requirements indicated above and certify that I am able to comply with them. If these statements are found to be incomplete or untrue, I understand that my enrollment in the DSHR System will be terminated.

	IF SUBMITTING THIS FORM ELECTRONICALLY, CHECKING THE BOX BELOW WILL SERVE AS PROPER SIGNATURE.

	 FORMCHECKBOX 

By checking this box, I acknowledge, understand, and agree to the above statements and terms.
	Date:      

	FOR NON-ELECTRONIC SUBMITTALS, PLEASE SIGN BELOW

Signature:
	Date:      



 AMERICAN RED CROSS CODE OF BUSINESS ETHICS AND CONDUCT 

The American Red Cross is a not-for-profit charitable organization dedicated to providing services to those in need. The Red Cross has traditionally demanded and received the highest ethical performance from its employees and volunteers. In an effort to maintain the high standard of conduct expected and deserved by the American public and to enable the organization to continue to offer its services, the American Red Cross operates under the Code of Business Ethics and Conduct outlined below. All employees and volunteers are required to sign the Code of Business Ethics and Conduct form certifying that, in delivering Red Cross services and in all other Red Cross activities, they shall meet the following standards of conduct: 

􀂃Compliance Requirements. All employees and volunteers are required to comply with applicable federal, state and local laws and regulations and with American Red Cross corporate policies and regulations. 

􀂃Actions Prohibited by the Code of Business Ethics and Conduct. No employee or volunteer shall engage in the following actions: 

a. Personal Use. Authorize the use of or use for the benefit or advantage of any person, the name, emblem, endorsement, services or property of the American Red Cross, except in conformance with American Red Cross policy. 

b. Financial Advantage. Accept or seek on behalf of or any other person, any financial advantage or gain of other than nominal value offered as a result of the employee’s or volunteer’s affiliation with the American Red Cross. 

c. Red Cross Affiliation. Publicly use any American Red Cross affiliation in connection with the promotion of partisan politics, religious matters or positions on any issue not in conformity with the official position of the American Red Cross. 

d. Confidentiality. Disclose any confidential American Red Cross information that is available solely as a result of the employee’s or volunteer's affiliation with the American Red Cross to any person not 

authorized to receive such information, or use to the disadvantage of the American Red Cross any such 

confidential information, without the express authorization of the American Red Cross. 

e. Improper Influence. Knowingly take any action or make any statement intended to influence the conduct of the American Red Cross in such a way as to confer any financial benefit on any person, corporation or entity in which the individual has a significant interest or affiliation. 

f. Conflict of Interest. Operate or act in a manner that creates a conflict or appears to create a conflict with the interests of the American Red Cross and any organization in which the individual has a personal, business or financial interest. In the event there is a conflict, the American Red Cross has a structured conflict of interest process. First, the individual shall disclose such conflict of interest to the chairman of the board or the chief executive officer of the individual’s Red Cross unit or the general counsel of the American Red Cross, as applicable. Next, a decision will be made about the conflict of interest, and, where required, the individual may be required to recuse or absent himself or herself during deliberations, decisions and/or voting in connection with the matter. 

g. Retaliation . Retaliate against any employee or volunteer who seeks advice from, raises a concern with or makes a complaint to a supervisor or other member of management, the ombudsman, the Concern Connection Line, the Biomedical Regulatory Hotline or any other whistleblower program, about fraud, 

waste, abuse, policy violations, discrimination, illegal conduct, unethical conduct, unsafe conduct or any other misconduct by the organization, its employees or volunteers. 

h. Contrary to the Best Interest of the Red Cross. Operate or act in any manner that is contrary to the best interest of the American Red Cross. 

􀂃Ombudsman Program – Informal Dispute Resolution. The American Red Cross has an organizational ombudsman designated as the neutral or impartial dispute resolution practitioner whose major function is to provide confidential and informal assistance to the many constituents with concerns or complaints about the Red Cross. The constituents who seek the ombudsman’s services are internal stakeholders, such as employees and volunteers, and external stakeholders, such as Red Cross clients, donors, suppliers, vendors and the public at large. The ombudsman provides a voluntary, confidential and informal process to facilitate fair and equitable resolutions and explore a range of alternatives or options to resolve the problems. If a formal investigation is what the individual seeks, referrals to the whistleblower hotlines may be appropriate. 

􀂃Investigations, Compliance and Ethics – Formal Dispute Resolution. Distinguishing from the actions of the ombudsman, the Office of the General Counsel and the Office of Investigations, Compliance and Ethics (IC&E) conduct formal investigations into allegations of fraud, waste, abuse, Red Cross policy violations, illegal or unethical conduct or other improprieties regarding the Red Cross. Usually, the allegations arise from whistleblower complaints of Red Cross employees and volunteers seeking formal review or investigations of their allegations of wrongdoing. 

􀂃Whistleblower Hotline Programs. The American Red Cross encourages open communications. All employees and volunteers are encouraged to bring any concerns they have regarding the organization or its employees and volunteers to their direct supervisor. If individuals seek an informal and confidential resolution, the ombudsman may be the appropriate choice. If a formal IC&E investigation is sought, the hotlines described below are the appropriate choice. 

If an employee or volunteer suspects or knows about misappropriation, fraud, waste, abuse, Red Cross policy violations, illegal or unethical conduct, unsafe conduct or any other misconduct by the organization or its employees or volunteers, that individual should alert his or her supervisor or other member of local management. In those cases where an employee or volunteer is not comfortable telling his or her supervisor or local management, the employee or volunteer may contact the Concern Connection Line at 1-888-309-9679. For concerns about the collection, manufacturing, processing, distribution or utilization of blood or blood components (e.g., violations of FDA or OSHA regulations, falsification, quality failures, training, Biomedical Services computer and equipment issues), an employee or volunteer who is not comfortable with contacting his or her supervisor or local management may contact the Biomedical Regulatory Hotline at 1-800-741-4738. 

2

CERTIFICATION OF COMMITMENT TO THE CODE OF BUSINESS ETHICS AND CONDUCT 
I, ___     ___________________________________________, certify that I have read and understand the Code of Business Ethics and Conduct of the American Red Cross and agree to comply with it, as well as applicable laws that impact the organization, at all times. I affirm that, except as listed below, I have no personal, business or financial interest that conflicts, or appears to conflict, with the best interests of the American Red Cross. I agree to discuss any conflicts listed below with the chairman of the board or the chief executive officer of my unit or the general counsel of the American Red Cross and to refrain from participating in any discussions, deliberations, decisions and/or voting related to the matter presenting the conflict until such time as it is determined by the Red Cross that the conflict is mitigated or otherwise resolved. 

Describe any potential conflicts: 

______________________________________________________________________________ 

_________________________________________________________________________________ 

At any time during the term of my affiliation with the American Red Cross, should an actual or potential conflict of interest arise between my personal, business or financial interests and the interests of the Red Cross, I agree to: (1) disclose promptly the actual or potential conflict to the chairman of the board or the chief executive officer of my Red Cross unit or the general counsel of the American Red Cross; and (2) until the Red Cross approves actions to mitigate 

or otherwise resolve the conflict, refrain from participating in any discussions, deliberations, decisions and/or voting 

related to the conflict of interest. 

Signature: ____________     ________________________________ Date: ______     _________________ 

Print Name: ___________     _______________________________ 

Rev. January 2007 

3

Health Status Record

CONFIDENTIAL 

To be completed and signed by the individual.  Please print all information

	 FORMCHECKBOX 

	New
	 FORMCHECKBOX 

	Annual Update
	 FORMCHECKBOX 

	Change in Health Status

	If this is an Annual Update, is there a change in:



	 FORMCHECKBOX 

	Health Status 
	 FORMCHECKBOX 

	Address
	 FORMCHECKBOX 

	Phone No.
	 FORMCHECKBOX 

	E-mail Address
	 FORMCHECKBOX 

	Contact Information


	Name:
	     
	     
	     
	DSHR #
	     

	
	Last
	First
	MI
	

	Address:
	     
	     
	     
	     

	
	Street
	City
	State
	ZIP

	Phone:
	     
	     
	     

	
	Home
	Cell
	Work

	E-mail Address:
	     

	Emergency Contact:
	     
	     
	     

	
	Name
	Phone
	Relationship

	Unit of Affiliation:
	     
	     
	     

	
	Chapter Name
	Phone
	Chapter Code

	Group/Activity/Position:
	
	     
	
	     
	
	     

	
	
	First
	
	Second
	
	Third


Mark Yes if you are able and No if not able and explain any limitations under “Limitation Explanations” below (all accommodations must be requested in writing with supporting medical documentation):
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Lift and carry 20 lbs multiple times per shift
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Speak clearly on phone and in person

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Lift and carry 50 lbs multiple times per shift
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Read small print for extended periods

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Stand for two-hour periods
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Work for long periods on a computer

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Sit for two-hour periods
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Climb two or more flights of stairs

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Walk on uneven terrain
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Drive in daytime and at night

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Walk two miles during a shift 
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Work/live in areas with mold/mildew

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Bend or stoop multiple times during a shift
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Work/live in areas with smoke/poor air

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Crawl on floor or ground
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Work/live with little or no privacy

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Work outdoors in inclement weather
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Sleep on the floor or a cot

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Work in extreme heat and/or humidity
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Travel by any type of transportation

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Work in extreme cold
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Work 12 hr shifts/nights/weekends

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Able to step up/down 18 inches
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Work productively during change/stress

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Spend hours writing
	
	

	Mark Below Yes if Required or No if Not Required

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Electricity for medical devices/meds
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Assistance with health monitoring

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Special food or timing of meals 
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Air conditioning for health reasons

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Access to specialized medical care 
	
	


	Limitation(s) Explanations:       


	Date of last Tetanus shot (Within 10 years is considered up to date):
Date of last Tetanus shot (Within 10 years is considered up to date)v
Date of last Tetanus shot (Within 10 years is considered up to date)
Date of last Tetanus shot (Within 10 years is considered up to date)
	     
Height:

     
Weight:

     
DOB:

     

	Height:
	     
	Weight:::
	     
	DOB:
	     

	Allergies (food, medication, insect, dust, latex, etc.) What happens? What do you do?



	Explanations:       


In the last 12 months, have you been diagnosed with/continued treatment for any of the following? 

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Heart attack/heart disease
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Bleeding disorders/anticoagulation therapy

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	High blood pressure
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Stroke/CVA/TIA

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Migraines/frequent headaches
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Mental Health (Anxiety/PTSD/Bipolar) 

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Skin problems/breaks in skin/lesions
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Seizures/nervous system/neurological

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Stomach/intestine/hernia
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Sleep apnea/sleep disorders

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Urinary problems
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Problems walking, moving

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Asthma/COPD/emphysema
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Back/joint/bone problems

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Vision problems (Not corrected)
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Immune system problems

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Hearing problems/hearing aids
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Infectious disease

	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	Diabetes
	Other:
	     

	Explain ‘yes’ items above:        

	Any ER visits, hospitalizations, surgeries or ongoing therapy during the last 12 months?   FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

	If yes, explain and include dates:       


Please list all prescription and over-the-counter medications, and reason for taking:

	MEDICATIONS
	
	HOW OFTEN
	
	REASON FOR TAKING

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     


	List all medical equipment or assistive devices used (crutches, canes, nebulizer, CPAP, oxygen, 

braces (arm/leg), wheelchair, service animals, etc.):

	     


I have reviewed the physical requirements for my group and activity in Connection 2006-028, Deploying a Healthy Workforce and the DSHR System Handbook (with addendums) with my unit of affiliation.  I understand the physical requirements for being a disaster worker and hereby state that I am able to fulfill those requirements.  I understand that if my health status changes, I am responsible for updating this form immediately and submitting to my unit of affiliation.
I understand that while health insurance is NOT required, I will be financially responsible for my health care expenses.
In signing below, I give permission for the Red Cross Staff Health Reviewer to contact my health care provider for information concerning my current health status.  I will be notified before contact with my health care provider is made.  I understand that refusal to sign may limit deployment.

	My typed signature/date is verification that information on this form is correct.  Please sign form if faxing.

	Signature of DSHR Member:
	     
	Date:
	     

	Signature of Health Reviewer:
	     
	Date:
	     

	Codes-Hardship/Restriction:
	     




