
Human Resource Services 
Request/Recommendation for Volunteer Service 

 

 

Section A – Department completes 
 
Volunteer’s Name:                                                                                          Prior Volunteer? □ Yes □ No 

Social Security #  
or School ID #: 

 

Department:  

Description of duties 
volunteer will perform: 

 
 
 

Expected dates of 
service (MM/DD/YY): 

From: To: 

Number of hours: 
   daily  weekly  monthly 

 

Required to drive fleet vehicle   yes   no              Required to drive maintenance cart   yes    no 
 
I recommend that the above named individual be approved to perform these services. 
 
                
Supervisor Name and Title (Print)    Supervisor Signature    Date 
 
 
                
Department Dean/Director Signature  Date  Vice President Signature   Date 
 
Section B – Volunteer completes 
I,       , request and acknowledge that the Palomar Community College District 
shall consider my volunteer services to be deemed as unpaid. I understand that Palomar College shall have the right to 
check my Department of Motor Vehicle driving record. This is because certain District volunteers may be called upon in 
their status to provide transportation or operate District vehicles. I also understand that a fingerprint check and 
background investigation similar to a regular school employee will be conducted. In return, I acknowledge that if I am 
injured while working on behalf of the District, that I will be covered by the District’s Workers’ Compensation coverage. I 
understand that my volunteer status does not begin until I have signed in on the work site Volunteer Register, and that I 
am responsible for properly signing in and out each day. Further, I affirm that I will complete a TB skin test/TB Risk 
Assessment and submit results to the College before beginning volunteer services. 
 
Legal Name (Print)         Signature       
 
Address                 City/State/Zip       
 
Email Address:            Primary Phone       
Will be used as primary mode of communication during pre-volunteer process. 
 

Emergency Contact       Relationship     Phone     
 

If volunteer is a minor: I have read and understand the above conditioned consent to that above individual’s 
participation as an unpaid volunteer of Palomar College. 
 
                
Parent/Guardian Name (Print)    Signature     Date 
 
Section C – For HR official use 
 

Reviewed by Human Resource Services 
 
        Requirements Completed on      
Signature     Date 

 Approved       Disapproved 

 



HRS Revised 1/23/13 

Human Resource Services 
 

Worker’s Compensation Notice 
 
 
 
 
I,          have received the following materials regarding 
   (Please Print) 
Worker’s Compensation: 
 

 Notice to Employees 

 Covered Employee Notification of Rights Material - PRIME Advantage Medical Network 

 New Hire Pamphlet 

 Personal Physician Request Form 

 Personal Physician Acknowledgement Form 

 
 
 
             
Employee’s Signature       Date 

 



Form122012             

Palomar College 
compensation: Pre-Designation of Personal Physician  

If you have health insurance and you are injured on the job you have the right to be treated immediately by your personal physician 
(M.D., D.O), or medical group, if you notify your employer, in writing, prior to the injury.  Per Labor Code 4600 to qualify as the your 
predesignated, personal physician, the physician must agree, in writing, to treat you for a work related injury, must have 
previously directed your medical care and must retain your medical history and records.   Your predesignated physician must be a 
family practitioner, general practitioner, board certified or board eligible internist, obstetrician-gynecologist or pediatrician. Your 
“personal physician” may be a medical group if it is a single corporation or partnership composed of licensed doctors or medicine or 
osteopathy, which operates an integrated multi-specialty medical group providing comprehensive medical services predominantly for 
non-occupational illnesses and injuries. 
This is an optional form that can be used to notify your employer of your personal physician.  You may choose to use another form, as 
long as you notify your employer, in writing, prior to being injured on the job and provide written verification that your personal 
physician meets the above requirements and agrees to be predesignated.   Otherwise, you will be treated by one of your employers’ 
designated workers’ compensation medical providers. 

EMPLOYEE NAME: ______________________________________________________________________________ 
 I acknowledge receipt of this form and elect not to predesignate my personal physician at this time.  I understand that I will receive 
medical treatment from my employers’ medical provider.   I understand that, at any time in the future, I can change my mind and 
provide written notification of my personal physician. I understand that the written notification must be on file prior to an industrial 
injury.                                                                                

  Employee Signature: __________________________________________________________ Date: ______________ 
 If I am injured on the job, I wish to be treated by my personal physician*:  

 
Name of Physician or Medical Group ________________________________________   Phone Number  ___________________ 

Address _________________________________________________________________________ 
*This physician is my personal primary care physician who has previously directed my medical care and retains my medical history and 
records.  
   
  Employee Signature: __________________________________________________________ Date: ______________ 

A Personal Physician must be willing to be predesignated and treat you for a workers’ compensation injury.   
The remainder of this form is to be completed by your physician and returned to your Employer. 

 

P E R S O N A L   P H Y S I C I A N   A C K N O W L E D G E M E N T 
Per Labor Code 4600 to qualify you must meet the criteria outlined above.  You are not required to sign this form, however, if you or your 
designated employee, does not sign, other written documentation of the physicians’ agreement to be predesignated will be required 
pursuant to Title 8, California Code of Regulations, section 9780.1(a)(3).  
PERSONAL PHYSICIAN OR MEDICAL GROUP NAME: _________________________________________________________ 

 I agree to treat the above named employee in the event of an industrial accident or injury. I meet the criteria outlined above. I 
agree to adhere to the Administrative Director’s Rules and Regulations, Section 9785, regarding the duties of the employee-
designated physician.  

 I do not agree to treat the above employee in the event of an industrial accident or injury.  
 I do not qualify as the employees’ personal physician. I am not an M.D. or D.O. or do not meet the criteria outlined above.   

       ______________________________________________________   _______________________ 
      (Physician or Designated Employee of the Physician or Medical  Group)             Date  
 

Please return completed form to:  
Palomar College, 1140 W. Mission Rd., San Marcos, CA  92069 (Fax 760.761.3530)       



Palomar College 
compensation 

Notice of Personal Chiropractor or Personal Acupuncturist  
 

If your employer does not participate in a Medical Provider Network (MPN) you may be able to change your treating 
physician to your personal chiropractor or acupuncturist.  Generally your employer, or Keenan, has the right to select your 
treating physician within the first 30 days after your employer knows of your injury or illness. After your employer, or 
Keenan, initiates treatment you may, upon request, have your treatment transferred to your personal chiropractor or 
acupuncturist. To be eligible you must notify your employer in writing prior to being injured. 
 
 
 NOTE: If your date of injury is January 1, 2004 or later, a chiropractor cannot be your treating physician after you have 
received 24 chiropractic visits unless your employer has authorized additional visits in writing. The term “chiropractic visit” 
means any chiropractic office visit, regardless of whether the services performed involve chiropractic manipulation or are 
limited to evaluation and management. Once you have received 24 chiropractic visits, if you still require medical 
treatment, you will have to select a new physician who is not a chiropractor. This prohibition shall not apply to visits for 
postsurgical physical medicine visits prescribed by the surgeon, or physician designated by the surgeon, under the 
postsurgical component of the Division of Workers’ Compensation’s Medical Treatment Utilization Schedule. 
 
 
Chiropractor or Acupuncturist Name: ______________________________________________  
 
Address: ________________________________________________________________ 
 

Phone Number: _______________________________________________________________________ 
 
   

   
Employee Name:  _______________________________________________________________________________ 
 
Employee Address:  _____________________________________________________________________________ 
 
Employee Signature: __________________________________________________________ Date: ______________ 

 
 
 

 

 
 

 
Please return completed form to:  

Palomar College Human Resources 
1140 West Mission Road, San Marcos, CA  92069       

  March 2014 













HRS Revised 06/02/09 

Volunteer Register Form 
 

 
Volunteer Name:             

Supervisor:        Department:      

Reporting Month:       Year:        

Must be completed and returned to Human Resource Services. 
 

Date Work Location Time In Time Out 
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

 
Volunteer Signature:        Date:      
 
Supervisor Signature:        Date:      

 
PALOMAR COLLEGE

Learning for Success
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