
 
 

 

2023-2024 Work-Based Learning (WBL) PROGRAM 
Coordinated through Volunteer Services & Maury County Board of Education  

   

 

WBL Program Details and Requirements: 

 

 WBL participants MUST BE FULLY VACCINATED (either two doses of 

Pfizer/Moderna or one dose of Johnson & Johnson) to be eligible to participate in 

the program. Documentation of vaccination will be required as part of their 

packet. Those that do not submit proof of vaccine with their packet at Orientation 

will not be accepted into the program. 

 WBL Orientation will be held on Thursday, September 7, 11am-1:30pm in the 

Auxiliary Conference Room, located in the main hospital on the first floor.  

Students will need to provide their own lunch, beverages will be provided. 

Orientation is Mandatory – NO Exceptions! 

 Program will begin Tuesday, September 12. Student/Department rotations will 

take place when the program convenes on January 9, 2024. Participants will 

receive their new assignment prior to Christmas dismissal.  

 WBL participants will have the opportunity to attend the following special 

educational sessions. Students are required to attend all sessions.  More 

Information to come. 

o Financial Literacy Program (with First Farmers Bank)  

o Professional Dress and Interview for Success  

o Building Your Resume and College Prep  

o Maury Regional Medical Center Human Resources Dept.  

 Students will be required to complete the enclosed survey that will be emailed at 

completion of the program. Enclosed survey requires parental consent only.  

 All participants will complete a Capstone project at completion of the program. If 

photos will be utilized as part of final project, please follow (HIPAA) Health 

Insurance Portability & Accountability Act (Patient Privacy and Security) 

guidelines in regard to photos. 

 
 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

PERSONAL INFORMATION:                  

 

Last Name: ______________________ First Name: __________________ MI: _________  

 

Date of Birth (MM/DD/YY): ___________________  

 

Home Address:    ___________________________________________________________ 

          

City/State: ___________________________            Zip Code: _____________  

     

Student Cell Number: ___________________________  

 

Personal Email (please do not use your school email) for Communication: ____________________  

 

Name of High School: _______________________________ 

 

 

In Case of Emergency, Please Notify (Parent/Guardian – Local Person Only): 

 

Name:  _____________________________   Relationship: ____________________ 

 

Contact Number(s): ______________________________________________________               

 

Please provide one additional emergency contact: 

 

Name:  ______________________________      Relationship:  ___________________ 

 

Contact Number(s): ______________________________________________________ 

 

Do you have any physical conditions which may limit your activities or abilities?  

   

YES __________  NO ____________ 

 

If yes, please explain:   

 

 

Have you been *fully vaccinated against COVID -19?      Yes             No 

*To be fully vaccinated one must receive either two doses of Pfizer/Moderna or one dose of  

Johnson & Johnson. Documentation of vaccination MUST BE SUBMITTED WITH  

APPLICATION at Orientation. 

 

 

 

 



 

 

 

 

 

 
 

Please check from the list any medical field you might be interested in pursuing: 
 

 Audiology        

 Bio-Med 

 Cardiology 

 Dietary/Food & Nutrition 

 Home Health 

 Nursing 

 RN 

 Advanced Practice 

 CRNA  

 Medical Technologist 

 Occupational Therapy 
 

 

Do you have any friends, relatives, or acquaintances employed by or volunteering at Maury 

 If yes, please list below: 

    

Name    Position   Relationship 

 

1. ____________________________________________________________________________ 

2. ____________________________________________________________________________ 

3. ____________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 Pathology 

 Pharmacy 

 Physical Therapy 

 Physician 

 Radiology 

 Respiratory Therapy 

 Social Work/Case 

Management 

 Speech Therapy 

 Other ______________ 



 

 

 

MRMC PROCESS/REQUIREMENTS FOR WORK-BASED LEARNING (WBL) 

 All WBL Student will report to Volunteer Services EVERY DAY they are scheduled. Volunteer 

Services is located in Medical Office Building A, Suite 112 (just inside the door on the left) 

 Upon arrival, sign in and pick up your WBL ID badge.  A volunteer will be available to assist you. 

If you are shadowing ‘off-campus’ you will still need to stop by to sign in/out and pick up/drop off 

your WBL ID badge.  

 WBL badges have NO ACCESS, so student will NOT have access within the hospital without 

supervision of a MRMC employee (nurse/nurse tech).  

o Students currently employed at MRMC are NOT PERMITTED to use their employee ID 

badge for access throughout the hospital when here as a WBL participant. 

o As a WBL participant, students are NOT PERMITTED to participate in patient care. 

STUDENTS ARE HERE TO OBSERVE ONLY! Students are NOT covered by 

employee status! 

 Once your shift has ended, return to Volunteer Services to sign out and return your ID badge.  

 The WBL program follows the school schedule. When schools are closed due to weather, testing, 

holiday, etc., student will NOT report to MRMC. 

 ALL WBL participants are required to wear their MRMC WBL/MASH polo shirt with khaki, 

navy, black, white pants or black scrubs and close-toed shoes (no crocs).  

o No jeans, ripped or torn clothing is permitted. 

 If WBL participant is sick and will not be able to present for his/her scheduled assignment, 

STUDENT IS REQUIRED TO CONTACT VOLUNTEER SERVICES AT 931.380.4047 

IMMEDIATELY or it will be counted as an absence. 

 Communication between the WBL participant and Volunteer Service is critical! Please respond to 

all emails, texts, etc. in a timely manner. In addition, it is YOUR RESPONSIBILITY to notify your 

department and Volunteer Services when you will be absent from your scheduled shift due to 

illness, vacation, testing, etc. Failure to do so could result in dismissal from the program. Each 

time you do not respond to an email and/or text or fail to notify us that you will be absent from 

your scheduled shift will result in a mark against you. If you receive three (3) marks, you will be 

dismissed from the program – no exceptions. 

 

As a participant in the Work- Based Learning program at Maury Regional Medical Center, I agree to 

the requirements listed above and understand if I do not abide by these guidelines I could be dismissed 

from the program.   
Participant Name (Print): ______________________________     Date: __________________ 

Signature: __________________________________________ 

Parent Name (Print): _________________________________  Date: __________________ 

Signature: __________________________________________ 

MRMC Representative: ________________________________  Date: __________________ 

Signature:    _________________________________________ 



 



  

 

 

WBL Safety Training Log 
The following safety training log should reflect the training requirements appropriate for the student’s job description and align with the 
required trainings of the business. According to Tennessee Child Labor Law and WBL Policies, this form must be kept up-to-date in the 
personnel file at the workplace and at the school. Copies of the Safety Training Log and the WBL Agreement must be kept on file at the 
school for five years after placement. 

Student Name: Work Site: 

Address: Address: 

City/Zip: City/Zip: 

Phone: Phone: 

DOB: Supervisor: 

Student’s Responsibilities/Job Description:  

 

 

Safety Training Topics* Trainer’s Name Location Date Provided 

1.    

2.    

3.    

4.    

5.    

6.    

7.    

*If additional space is needed, attach an extra sheet of paper. 

SIGNATURES (all identified individuals must sign below prior to the start of the student placement) 

Student: Date: 

Parent or Guardian: Date: 

Endorsed Teacher: 
(When not the WBL Coordinator) 

Date: 

WBL Coordinator: Date: 

Principal: School: Date: 

CTE Director: 
(or designated WBL Coordinator) 

Date: 

Work Site Supervisor: Date: 

Note: It is the policy of the school district that no person on the basis of race, color, religion, national origin or ancestry, age, sex, marital status, disability, or 
disadvantage should be discriminated against, excluded from participation in, denied the benefits of, or otherwise be subjected to discrimination in any 
program or activity. This form is subject to monitoring by TDOE and/or TDOL&W 

 

Division of College, Career & Technical Education • 710 James Robertson Parkway • 11th Floor • Nashville, TN 37243 

WBL.Training@tn.gov • For more resources, visit the WBL Toolbox • Updated April 2019 | 9 



 



  



 

 

 

 

PERMISSION TO PARTICIPATE (Parental Form)               

I hereby permit my son/daughter _____________________________________ to participate in the 

Work Based Learning (WBL) Program at Maury Regional Medical Center**.  I agree, on behalf of 

myself, my family, and my personal representatives, to release, indemnify, defend and hold Maury 

Regional Medical Center, its Board of Trustee members, officers, employees, agents, and any of its 

affiliates harmless from and against all claims, damages or losses of whatever nature, by me or any 

third party, that arise out of or in connection with my son’s/daughter’s participation in the WBL 

Program.  I shall pay all costs, including attorneys’ fees and court costs, as well as damages flowing 

from any such claims by third parties.  

 
 
 

 

****************************************************************************** 

 

 

CONSENT TO PHOTOGRAPH/VIDEOTAPE 

 

The undersigned hereby authorizes the taking of photographs, videotaping and/or audio taping of 

_______________________________, a Work Based Learning program participant at Maury 

Regional Medical Center**.  I do hereby release Maury Regional Medical Center and its affiliates, 

their officers, Board of Trustee members, employees, agents and any other representatives, from any 

and all liability related to, or arising from, the use of such photograph/videotape/audiotape described 

above by Maury Regional Medical Center or its affiliates at any time.  I understand and agree that I am 

not entitled to any compensation or other benefit, now or at any time in the future, for the use of such 

photograph/videotape/audiotape by Maury Regional Medical Center or its affiliates at any time. 

 

_______________________________ 

Applicant Signature 

 

_______________________________ 

Parent/Guardian Signature 

 

_______________________________ 

Volunteer Services Representative 

 

_______________________________ 

Date 

**Maury Regional Hospital d/b/a Maury Regional Medical Center August 2022 

  



 

VOLUNTEER ACKNOWLEDGEMENT AND RELEASE OF LIABILITY 

I, the undersigned, am willing to volunteer my personal services to Maury Regional Hospital d/b/a 

Maury Regional Medical Center (“MRMC”), Maury Regional Hospital d/b/a Marshall Medical Center 

(“MMC”) or Maury Regional Hospital d/b/a Wayne Medical Center (“WMC”) (collectively, “MRH”) 

on an as-needed basis in my sole discretion. While in no way limiting the foregoing, I specifically 

acknowledge and agree as follows: 

 

1. My services as a volunteer may result in my exposure to and/or contraction of infectious 

diseases (including but not limited to COVID-19).   I acknowledge that my willingness to 

volunteer at MRH is a completely voluntary action in all respects and I assume, on behalf of 

myself, my family and all third parties, any and all risks (including but not limited to serious 

illness, death, monetary damages, and any other loss) associated with my exposure to and/or 

contraction of any and all infectious diseases while providing volunteer activities at or on 

behalf of MRH. 

2. The Centers for Disease Control has recognized that certain individuals are at significantly 

greater risk for a poor outcome if they contract COVID-19, as well as other infectious diseases, 

and specifically individuals who are (i) over the age of 65, (ii) immunocompromised, (iii) have 

COPD, (iv) have congestive heart failure, (v) have diabetes or (v) are pregnant.  I acknowledge 

that I have been advised of these elevated risk categories and I assume all consequences which 

may result if I am a member of an elevated risk category and choose to participate as a 

volunteer at or on behalf of MRH. 

3. I acknowledge on behalf of myself, my family, and my personal representatives to release, 

indemnify, defend and hold Maury Regional Hospital and its affiliated entities (including but 

not limited to MRMC, MMC and WMC), their governing Board members, officers, employees, 

and agents harmless from and against all claims, damages or losses of whatever nature, that 

arise out of or in connection with my exposure to and/or contraction of an infectious disease, 

including but not limited to COVID-19, while providing volunteer activities at or on behalf of 

MRH.   

4. In the event of an emergency, I authorize any physician and/or medical personnel to provide 

any treatment deemed necessary for my immediate care and agree that I will be responsible for 

the payment of any and all medical services so rendered to me or on my behalf. 

5. This Acknowledgement and Release of Liability shall be effective from the date indicated 

below and remain effective indefinitely or until such date that written revocation is provided by 

me.  Upon my revocation of this Acknowledgement and Release of Liability, I shall no longer 

be permitted to provide volunteer services at or on behalf of MRH. 

 

 
I have read and fully understand this Acknowledgement and Release of Liability as set forth above. 

Signed: ________________________________ Printed Name: ________________________________ 

Date: __________________________________ Witness: ____________________________________  



 

DO NOT COMPLETE SURVEY. The survey will be emailed at 
completion of the program. PARENTAL CONSENT 
SIGNATURE REQUIRED ONLY. 



 

 

  



 



 



 

 

 

ACCEPTANCE STATEMENT 
 

Please initial in the space below indicating your understanding of each statement: 

 

____ I have completed the application in its’ entirety. 

 

____ I understand as a participant in the program I am required to attend Orientation on September 7, 

11am-1:30pm, located in the Auxiliary Conference Room (1
st
 floor, main hospital). Students 

will need to provide their own lunch. Beverages will be provided.  

 

____   I understand that the current WBL schedule could change at any time due to the ever-changing 

COVID situation. Our priority is to keep everyone safe and unfortunately, this could involve 

eliminating some of the scheduled activities. 

 

____   I understand I must be fully vaccinated (two doses of Pfizer/Moderna or one dose of Johnson & 

Johnson) against COVID-19 to participate in the program. Proof of vaccine must be submitted 

with my packet at Orientation on September 7. If I have not submitted proof of vaccine at 

Orientation, I will forfeit my spot in the program. 

 

____ I will abide by the guidelines set forth by the Program Coordinator. I understand the importance 

of communicating and responding to email/text messages sent in regard to the WBL Program. I 

also understand I can be dismissed from the program if I fail to do so.  

 

____ I understand this application and all additional documents must be submitted in full at WBL 

Orientation on September 7 to secure my position in the program.  

 

The following items are to be submitted at Orientation on September 7.  
 

 Completed Application (Personal Information/Field of Interest) 

 Parent/Student/Teacher signatures on the following forms: 

o Process/Requirements for WBL Program 

o WBL Personalized Learning Plan 

o WBL Safety Training Log 

o WBL Agreement 

o WBL Insurance & Emergency Information 

o Permission to Participate 

o Consent to Photograph/Videotape 

o Volunteer Acknowledgement and Release of Liability Form 

o Work Based Learning Program Survey (to be completed at end of program) 

o Job Shadowing Participation Acknowledgement & Statements of Agreement 

o Copy of COVID-19 Vaccination Record - ATTACHED 

o Acceptance Statement 

 

My packet is complete with the above signed forms as requested, along with a copy of my COVID -19 

Vaccination card. 

    

For any questions, please contact Cindy Short at 931.380.4047 or cshort@mauryregional.com 

mailto:cshort@mauryregional.com

