
Sibley Memorial Hospital 

Volunteer Service  Department 

5255 Loughboro Road NW 
Washington, D.C. 20016 
P: (202) 537-4485 
F: (202) 370-6585 

Sibley Memorial Hospital Observer Application Packet 

Welcome to Sibley Memorial Hospital! Before you begin the application process for patient care 
observation at Sibley, please take this time to familiarize yourself with the following requirements for 
becoming an observer and rules that apply to observers. 

Important – Please Read: 
 All forms must be submitted to the Volunteer Office as a complete packet at least three (3) business days in

advance of the first date of observation (if the first day of observation is on a Monday, the complete packet must

be submitted by the previous Wednesday).

 This packet is valid for only 30 consecutive days. On the Observer and Sponsor Form, you must list each

specific date on which you wish to observe; a range of dates (e.g. 11/20/17 – 12/15/17) is not acceptable.

 No more than two (2) observers per medical staff member per observation.

 The Volunteer Office will not accept or file individual forms.

 You must receive a confirmation from the Volunteer Office before you may start.

 You are required to keep a copy of all documents for their records.

 The Volunteer Office reserves the right to turn away any applicants not in compliance with regulations.

Program Guidelines 
Qualifications: 
1. Must be at least 18-years-old. Exceptions to this policy may be granted only by the Departmental Chairperson.

Anyone under the age of 18-years-old wishing to observe must have parent/guardian and Departmental

Chairperson approval (signatures on Observer and Sponsor Form) accompanied by a written explanation for

the observation submitted by the Sponsor along with the application for consideration of a single day

observation. Please contact the Chairperson of the Department of Surgery for this permission.

2. Must be sponsored by a Sibley Medical Staff member (observers must obtain and identify their own sponsors).

Required Documents: 
1. Observer and Sponsor Form: signed by the observer AND sponsor. If the observer is under 18 years-of-age, then

a parent/guardian AND Departmental Chairman must also sign this form. The sponsor is the physician/clinical staff

you will observe. It is the observer’s responsibility to secure a sponsor, confirm all dates and requirements, and

have the sponsor sign the form.

2. Confidentiality Agreement: signed by the observer, and a parent/guardian if under 18 years-of-age

3. Observation Health Clearance Form: to be completed by a licensed, independent provider

4. Patient Care Observer Agreement: signed by the observer, and a parent/guardian if under 18 years-of-age

5. Infection Control Form: signed by the observer, and a parent/guardian if under 18 years-of-age

6. Copy of a photo ID: valid driver’s license, state ID, school ID, or passport

After you have completed the above requirements, submit the complete application packet to: 

Sibley Memorial Hospital 

Attn: Marianne Monek, Director of Volunteer Service and Patient Relations 

5255 Loughboro Road NW 

Washington, D.C. 20016-2695 

Phone: (202) 537-4486 | Fax: (202) 370-6585 | E-mail: mmonek1@jhmi.edu 

Day of Observation: 
 Obtain a temporary ID badge from the Safety and Security Department each day you observe. You must wear

your ID badge at all times while at Sibley, and you must return your badge to Safety and Security at end of day.

 Arrange to have your sponsor meet you in the Volunteer Office, or know where you are meeting your sponsor.

 Please note that observers are responsible for all expenses they incur at Sibley, including parking and meals.



Observer Information 

Sibley Memorial Hospital 
Volunteer Services Department 
5255 Loughboro Road NW 
Washington, D.C. 20016 
P: (202) 537-4485 
F: (202) 370-6585 

Sponsor (Physician/Clinical Staff) Information (Must be signed to process application.) 

 
 
 

 

Observer and Sponsor Form 
The minimum age for students observing in the O.R. area is 18. Exceptions to this policy: must be 17 and a college freshman. 

 

 
__________________________________________________________       ___________________ 
  Name                              Date of birth  
 

________________________________________________________________________________ 
  Address                                                                                   City                                           State                   ZIP code 
 

_____________________________________   ____________________  ____________________ 
  E-mail address         Home phone                  Cell phone 
 

Emergency Contact Information 
 

________________________________________________________________    _______________________________  
Name              Relationship 
 

_______________________________  _______________________________    _______________________________ 

  Cell phone       Home phone        Work phone 
 

Briefly describe why you are interested in observing at Sibley Memorial Hospital:  ________________________________ 

________________________________________________________________________________________ 
 

Specific dates (not a range of dates) you want to observe:  

 
I hereby certify that the above statements made in this Observer and Sponsor Form are complete and correct. I understand 
that this information may be disclosed to any party with legal and proper interest, and I release Sibley Memorial Hospital 
and Johns Hopkins Medicine from any liability whatsoever for supplying such information: 
__________________________________________________________________ ____________________________  
Signature                   Date 
 

You must be 18 years of age in order to observe in the O.R. If you are 17 years old, THE DEPARTMENTAL 
CHAIRPERSON MUST SIGN BELOW, AND YOUR PARENT/GUARDIAN MUST READ & SIGN THE 
FOLLOWING STATEMENT OF CONSENT. If you are the age of 17, you must be a college freshman.  
I give consent for my child to participate in observation at Sibley Memorial Hospital. I authorize Sibley Memorial Hospital 
physicians to administer medical treatment in case of an emergency. I understand that all observers are require to have a PPD 
(tuberculosis test) and season influenza vaccination. I have reviewed the Confidentiality Agreement, Patient Care Observer 
Agreement, and Infection Control information with my child. 

____________________________________________________  ___________________________  _______________  
Parent/Guardian printed name         Signature            Date 
___________________________________________________ ___________________________  ________________ 
 Departmental Chair printed name        Signature            Date 
 
 
 
_______________________________________________________________         _____________________________  
Department                 Phone 
_______________________________________________________________        ____________________________  
Sponsor name                 Phone 
 

_______________________________________________________________         _____________________________ 
  Sponsor signature (REQUIRED)              Date 
   

REQUIRED DOCUMENT 1 
Observer and Sponsor Form, page 1/1 
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SIBLEY MEMORIAL HOSPITAL CONFIDENTIALITY AGREEMENT 

A. Patient Information 

It is Sibley Memorial Hospital’s obligation to respect the rights of patients to Personal Privacy and Confidentiality of 

“Personal Health Information” in accordance with the Health Insurance Portability and Accountability Act of 1996 

(“HIPAA””), and applicable District of Columbia Law. 

To assist the Hospital in meeting its obligation, I agree not to disclose any information about a patient, received in the 

course of performing my duties as an Associate at Sibley, to anyone except as required to perform my duties or as 

otherwise legally required.  An Associate is any employee, volunteer, contract worker, consultant or other person who, 

through proper authorization, has access to computers or confidential information maintained at Sibley. 

1. I understand and agree that all patient information is considered confidential and private, including the fact

that the patient is in the Hospital.

2. I shall consult with my Supervisor or Department Head in order to make the appropriate decision regarding

the communication of any patient information that may be confidential in nature.

3. I will not ask or seek information about patients, their conditions, or any information about their families, without

a specific need to know, which is related to my job duties;

4. I will not discuss a patient’s hospital stay or any information associated with that stay, with any person outside

the Hospital, without the authorization of the patient or the patient’s designated representative;

5. I will not discuss the private lives of patients, their families, or another associate, without the authorization of

the person being discussed;

6. I will not reveal the nature or content of an individual’s personal property removed from the patient in the

normal course of admission or care.

7. I agree to report any unauthorized disclosure of a patient’s information to Sibley’s Compliance Officer or call

Sibley’s compliance/HIPAA hotline at 202.243.2260.  These calls may be made anonymously.

8. I understand my obligation to maintain the confidentiality of patient information is a continuing one that extends

indefinitely, even after termination of my employment or business relationship with Sibley.

9. I understand that disclosure of confidential information without proper authorization may subject me to

disciplinary action up to and including termination.

B. Organizational/Proprietary Information 

I agree not to disclose any Organizational/Proprietary information that may include, but is not limited to, patient 

identifiable, financial, employee identifiable, intellectual property, non-pubic, contractual, of a competitive nature, and 

from any source or in any form (i.e., paper, magnetic, or optical media, conversations, film, etc.) considered confidential. 

I agree to protect this confidential information as required by law and the strict policies of Sibley Memorial Hospital. 

1. I will not access Hospital information from any source except in connection with performance of assigned

duties.

2. I will not disclose any confidential information unless required to do so in the official capacity of my employment

or contract.  I also understand that I have no right or ownership interest in the confidential information.

3. I will limit distribution of confidential information to parties with a legitimate need in performance of the

organization’s mission.

4. I agree that disclosure of confidential information is prohibited indefinitely, even after termination of

employment or business relationship.



Sibley Memorial Hospital 
Volunteer Service Department 
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I understand that my failure to comply with this Agreement may result in corrective action, which 
might include, but is not limited to, termination of employment, business relationship and/or loss of 
privileges within SMH, as well as potential criminal penalties.  By signing this agreement, I 
acknowledge the afore-mentioned requirements for access and use of confidential information of 
Sibley Memorial Hospital and the consequences of inappropriate use or disclosure. 

_________________________________________________________________    __________________________ 
  Observer signature     Date 

______________________________________________________________________________________________ 
  Observer name (print) 

_________________________________________________________________    __________________________ 
  Parent/Guardian signature (if observer is under 18-years-old)  Date 

______________________________________________________________________________________________ 
  Parent/Guardian name (print) 

C. Computer Access, Confidentiality, Terms and Conditions 

As a condition to receiving a computer user code and being allowed access to computer systems, and/or being granted 

authorization to access any form of confidential information identified above, I agree to comply with the following terms 

and conditions:  

1. I will not access confidential information for which I have no legitimate need to know and for which I am not

an authorized user.

2. I will not utilize another user’s password in order to access any system nor will I reveal my computer password

to anyone else for any reason.  I accept personal responsibility and understand that I will be held accountable

for all activities occurring under my computer user code.

3. I understand that all information, regardless of the media on which it is stored, the system which processes it,

or methods by which it is moved is the property of Sibley Memorial Hospital and shall not be used

inappropriately or for personal gain.

4. I understand that Sibley Memorial Hospital reserves the right to inspect or monitor any company owned, leased

or controlled computer, computer device, network, computer facility, storage device, voice mail or telephone

system at any time for any reason and that SMH may divulge any information found during such inspections

or monitoring to any party it deems appropriate.

5. I understand that I should no consider electronic communications to be either private or secure, nor have an

expectation of privacy in anything I create, store, send, or receive on the computer and network.

6. I will not leave a secured computer application unattended while signed on.

7. I recognize that Sibley Memorial Hospital licenses the use of its computer software from a variety of companies.

The hospital does not own this software or its related documentation and, unless authorized in writing by the

software developer, no hospital associates have the right to reproduce or modify the licensed software.



To be completed by a licensed, independent medical provider: 

Sibley Memorial Hospital 
Volunteer Service Department 
5255 Loughboro Road NW 
Washington, D.C. 20016 
P: (202) 537-4485 
F: (202) 370-6585 

Observer name Observer date of birth 

Observation Health Clearance Form 

__________________________________________________________   ___________________ 

The above-named individual has: 

1. Had a negative PPD (Mantoux Method) less than 3 months OR a negative chest x-ray less than 1
year prior to scheduled clinical observation:

 PPD – date performed: ______________ date read: ______________ result: __________ mm

 Chest x-ray – date performed: ______________ date read: _____________ result: ______________

2. ATTACHED proof of immunity to:
a. Measles
b. Mumps
c. Rubella

3. Laboratory evidence of immunity to chickenpox OR had 2 doses of chickenpox vaccine (VariVax):

 Chickenpox vaccine (VariVax) – dose 1 date: _________________ dose 2 date: _________________

 Laboratory evidence of immunity – date: ___________________

4. (optional) Had hepatitis B vaccination and hepatitis immune status by serology – date: ___________

5. Had seasonal influenza vaccination – date: _____________________

6. Had TDaP (tetanus, diphtheria, pertussis) series within the last 10 years – date: _________________

By signing this Health Clearance Form, I hereby certify that I have examined the above-named individual and have found 
no mental and/or physical health problems or any evidence of infectious/communicable diseases that will interfere with the 
observation and shadowing experience at Sibley Memorial Hospital, and that all of the information provided above is 
complete and correct to the best of my knowledge: 

________________________________________________________________________________ 
Licensed independent provider signature, name, and date 

________________________________________________________________________________ 
Facility and address 

_________________________________________ 
Telephone number 

REQUIRED DOCUMENT 3 
Observation Health Clearance Form, page 1/1 



Sibley Memorial Hospital 
Volunteer Service Department 
5255 Loughboro Road NW 
Washington, D.C. 20016 
P: (202) 537-4485 
F: (202) 370-6585 

I have read the Patient Care Observer Policy and the above Agreement. I understand that my failure to comply 
with this Agreement may result in corrective action, which might include, but is not limited to, loss of privileges 
within Sibley Memorial Hospital. By signing this agreement, I acknowledge the aforementioned requirements 
for participation as an observer. 

_______________________________________________________________   ___________________________ 
  Observer signature        Date 

_______________________________________________________________   ___________________________ 
  Parent/Guardian signature (if observer is under 18-years-old)        Date 

Sibley Memorial Hospital – Patient Care Observer Agreement 

Observer will follow the instructions included in the Observer Application Packet, which can be obtained 
through the Volunteer Office, and file a completed copy appropriately with the Department of Volunteer 
Service   at least three (3) business days prior to the requested observation day. 

1. Observer understands that he/she will not be provided with liability or medical insurance nor qualify for
workers compensation benefits if injured during the course of the observership. Observer certifies that
he/she has health insurance coverage that is valid in the United States.

2. Observer will not provide medical care to patients, which includes but is not limited to performing the
following functions:

 Take a medical history

 Diagnose and/or treat a patient’s condition

 Write notes and/or orders in a patient’s chart

 Bill for services rendered

 Perform physical examinations

 Prescribe and/or administer drugs

 Perform and/or assist in a procedure

3. Observer acknowledges that providing medical care to patients is in violation of this policy. Observer
understands that he/she must be accompanied by his/her sponsor when observing patient care activities.
Observer has no independent access to patients or patient records (electronic or hard-copy).

4. Observer attests to having a flu vaccination within one (1) year of observation and a negative PPD
within three (3) months/negative chest x-ray within one (1) year of observation (attach copies of
documentation).

5. Observer agrees to refrain from patient care observation at any time observer has an infectious disease
or condition that could be transmitted to patients.

6. Observer or the Sibley Memorial Hospital may terminate this Agreement at any time and for any reason
prior to the scheduled conclusion of the observership by providing written or oral notice to the other party.
Observer acknowledges that there are no grievances, appeal, or other due process procedures available
to challenge the termination of an observership experience or Observer Agreement.

7. Observer agrees to comply with all applicable policies and procedures of Sibley Memorial Hospital,
including but not limited to policies on Observers and protecting patient confidentiality. Observer will not
disclose or discuss patient identifiable information with any persons except in accordance with applicable
law, Sibley Memorial Hospital policies and with the approval of other healthcare providers involved in the
patient’s care as needed to facilitate the observership experience.

8. Observer assumes all costs incurred, including meals, parking, etc., during observation hours.
9. Observers are expected to dress business casual and are not permitted to wear open-toed shoes,

tank/tube tops, T-shirts, jeans, cutoffs, shorts, sweats, heavy perfume, or dangling/inappropriate jewelry.
Observer with such attire should be sent home.

10. Observer is not permitted to carry any personal devices capable of video, photography, or
communication. All such devices should be left at home or inside his/her vehicle.

11. Release of Liability: Observer release Sibley Memorial Hospital, trustees, officers, employees and agents
from any responsibility or liability for personal injury, including death, and damage to or loss property that
Observer may incur due to negligence of Sibley Memorial Hospital and its affiliates, trustees, officers,
employees, and agents arising while Observer is in Sibley Memorial Hospital.
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Sibley Memorial Hospital 
Volunteer Service Department 
5255 Loughboro Road NW 
Washington, D.C. 20016 
P: (202) 537-4485 
F: (202) 370-6585 

INFECTION CONTROL TRAINING FOR OBSERVERS 

Infection Control Training is designed to help you understand how you can help protect yourself from a blood borne 

pathogen exposure while observing at Sibley Memorial Hospital. Blood borne pathogens are passed from person to 

person by blood, body fluids, or other potentially infectious materials. Blood borne pathogens include viruses like 

hepatitis B, hepatitis C, and HIV, the virus that causes AIDS. Health care workers can become infected with these 

viruses if they are exposed to a patient's blood or body fluids in a way that can transmit disease such as a needle stick 

or splash. As an observer, you will not be allowed to perform tasks that will bring you in contact with blood or body 

fluids, so you are at extremely low risk for having an exposure to a blood borne pathogen. 

What is an exposure? 

Although observers are not allowed to perform tasks that bring them into contact with blood or body fluids, accidental 

exposures can occur. If you are exposed to blood or body fluids in any of the following ways, you may be at risk for 

getting a blood borne pathogen: 

 Stick with a sharp object that has blood or body fluids on it (needles, scalpel, and broken glass).

 Getting blood or body fluids on non-intact skin (cuts, abrasions, hangnails, rash)

 Getting blood or body fluids into your eyes, nose, or month

 Getting blood over a large area of intact skin

 Getting stuck with an unidentified object

As an observer, you should not be at risk for these kinds of exposures. However, if you do accidentally have one of 

the above exposures or get body fluids on your clothes, immediately ask for assistance from the nursing staff. 

Remove any contaminated clothing without contaminating the rest of your body. Such clothing must be laundered or 

disinfected before it can be taken home. Wash any exposed area of your body immediately with soap and running 

water. If your eyes, nose, and/or mouth are splashed with blood or body fluids, flush them with large amounts of 

running water. Report your exposure immediately to the nursing staff. 

Standard Precautions 

Standard Precautions are used to prevent health care workers, hospital staff and volunteers from coming in contact 

with blood or body fluids. Because no one can tell who may have a blood borne pathogen, using Standard Precautions 

means you must consider all patients' blood, body fluids, mucous membranes and tissue to be infected. Following these 

precautions will help keep you safe while you observe: 

 Do not eat, drink, apply cosmetics, lip balm or handle contact lenses in patient care areas

 Do not handle sharp instruments or glass containers that may be contaminated with blood, body fluids, or

human tissue

 Do not handle contaminated materials containers

 Do not handle patient specimens or put food or drink in refrigerators, freezers, or cabinets used to store patient

specimens

 Do not touch surfaces or objects that may be contaminated with blood or body fluids

 Do not observe or get close to a procedure in which spray of blood or body fluids may occur

 Do not clean up blood or body fluid spills

 Do not handle linen that is visibility soiled with blood or body fluid.
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I hereby certify that I have read the above information and agree to abide by all protocols and regulations set 
forth in this training document while at Sibley Memorial Hospital: 

_________________________________________________________       ___________________________ 
  Observer signature       Date 

_________________________________________________________    ___________________________ 
  Parent/Guardian signature (if under observer is under 18-years-old)       Date 
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