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Hillside Health Care International “Learning While Serving”

Dear applicant;


We welcome you to Hillside Health Care International, a leader in medical education and service to the underserved in Central America. We hope you will have the opportunity to serve and learn at our clinic and continue to do so for years to come. Please follow the instructions to apply to our program:

Applying: 

1. Submit this application to inquire about availability of the time you want to serve. If a spot is available, you will be notified and this application will “hold” your spot for thirty days only until the following is received:

· Curriculum Vitae

· Letter of good standing from your University or Residency

· Course fee of $1450 for 4-week rotations or $1100 for 3-week rotation in December.  See below for payment instructions:
· Please note, all medical residents will be expected to submit a notarized copy of their license and diploma in addition to the above items.

2. Because of the high demand for these spots, if your items are not received within 30 days, your slot may be offered to another applicant. Once the above items are received, you will be notified with an acceptance letter with further instructions as to how to prepare for your time at our clinic (evacuation insurance, immunization requirements, etc…).

Course Fee

All residents and students must pay a course fee that helps pay for housing, work-related transportation, utilities, educational experiences and defray the cost of providing free health care services to the poorest people in Belize. The clinic operates entirely on donations so any additional contributions participants can raise in addition to the course fee are greatly appreciated. If you would like to raise additional funds for the clinic prior to your experience, please contact the stateside director for promotional materials (leib.hillside@gmail.com). 

To pay online 

· go to http://www.hillsidebelize.org/support/donate.html.   
· Scroll down to “Student Fees”

· Select the appropriate Rotation type and click on the “Buy Now” button.  Follow instructions from there.

If you are unable to pay with a credit card on the website, then please make check out and mail to 
Hillside Health Care International

6650 W. State Street

Unit D #111

Milwaukee, WI  53213

Be sure to note the students name and that the check is for student fee and not a donation. 

Refunds
A full refund will be provided if elective is cancelled more than ninety days from scheduled elective, 50% refund if within ninety days and no refund if less than sixty days. There will be a fifty dollar processing fee on all cancellations.
Your rotation at Hillside will be a demanding and very rewarding experience.  We expect all students to complete the full rotation and to participate in all aspects of the Hillside program.  With few exceptions, you will have weekends and most students opt to travel during that time.  Because visitors are a distraction to not only the students, but to the whole clinic operation, if you are considering having a visitor while in Belize please arrange the visit for the time before or after your rotation.   

WE LOOK FORWARD TO YOUR PARTICIPATION IN THIS AMAZING ROTATION!   
      Please provide us with information about you in the pages that follow and email this form back to us – Thanks.

	I. Contact Information

	

	Name
	    

	Gender
	   

	Address
	   

	State and Country
	   

	Cell Phone
	

	Home Phone
	   

	E-Mail Address (Permanent)
	

	E-Mail Address (Academic)
	   

	Academic Institution
	   


	II. Rotation Preference

	Please indicate the order of your preference for a rotation.  Note that all rotations except #13 are four weeks in length and that all students MUST plan on being in attendance throughout the rotation.

	Rotation #
	Start
	End
	Preference (1st, 2nd, etc)

	2013 - 1
	Monday Dec 31, 2012
	Friday Jan 25, 201
	

	2013 - 2
	Monday Jan 28, 2013
	Friday Feb 22, 2013
	

	2013 - 3
	Monday Feb 25, 2013
	Friday Mar 22, 2013
	

	2013 - 4
	Monday Mar 25, 2013
	Friday Apr 19, 2013
	

	2013 - 5
	Monday Apr 22, 2013
	Friday May 17, 2013
	

	2013 - 6
	Monday May 20, 2013
	Friday Jun 14, 2013
	

	2013 - 7
	Monday June 17, 2013
	Friday July 12, 2013
	

	2013 - 8
	Monday July 15, 2013
	Friday Aug 9, 2013
	

	2013 - 9
	Monday Aug 12, 2013
	Friday Sept 6, 2013
	

	2013 - 10
	Monday Sept 9, 2013
	Friday Oct 4, 2013
	

	2013 - 11
	Monday Oct 7, 2013
	Friday Nov 1, 2013
	

	2013 - 12
	Monday Nov 4, 2013
	Friday Nov 29, 2013
	

	2013 – 13*
	Monday Dec 2, 2013
	Friday Dec 20, 2013
	

	2014 - 1
	Monday Jan 6, 2014
	Friday Jan 31, 2014
	

	2014 - 2
	Monday Feb 2, 2014
	Friday Feb 28, 2014
	

	2014 - 3
	Monday Mar 3, 2014
	Friday Mar 28, 2014
	

	2014 - 4
	Monday Mar 31, 2014
	Friday Apr 25, 2014
	

	2014 - 5
	Monday Apr 28, 2014
	Friday May 23, 2014
	

	2014 - 6
	Monday May 26, 2014
	Friday Jun 20, 2014
	

	Rotation 2013-13 is a three week rotation


	III. Education

	Please the provide the following information:

	Type of student/resident
	Year of study
	Anticipated graduation date
	Anticipated  area of study

	Medical Resident, Medical Student, P.A. student, Nurse Practitioner student, Pharmacy, DPT student, OT student, or Other (describe)
	(First, second, etc…)
	Month/year
	Family med, pediatrics…

	     
	   
	   
	   


	IV. Purpose

	What is your motivation or purpose for the international health experience? (Be relatively brief) 

	

	


	V. Previous Volunteer Experience 

	Summarize your previous volunteer experience (type “none” if you have not volunteered overseas).

	

	  


	VI. Person to Contact in Case of Emergency

	

	Name
	   

	Street Address
	   

	City ST ZIP Code
	   

	Home Phone
	   

	Work Phone
	   

	E-Mail Address
	   


	VII. School contact:

	Please provide contact information for the faculty member or administrator who is responsible for overseeing international electives at your school or residency program.

	

	Name
	   

	Title
	   

	Phone
	   

	E-Mail Address
	   


	VIII. Medical history

	Because you will be living and working in a resource limited environment, it is very important that we are aware of your medical history. Please indicate if you have any special dietary needs, allergies, medical or personal conditions that we need to be aware of.   



	A. When were you last seen by a physician? ________________________________
B. Doctor's name ___________________________________________ Specialty ______________________

C. Doctor’s Phone:__________________________    D. Doctor’s Email: ____________________________​​​​​_

	List current medications:
	   

	List Known food or drug allergies:
	   

	List any special dietary restrictions:
	   

	Have you had any significant accidents, injuries or illnesses? Describe:
	   

	List any other hospitalizations or surgeries you have had, and your age at the time:
	


YOUR HISTORY: Check all of the conditions that you have now or ever have had and explain below.

	__Alcoholism
	__Emphysema/Asthma
	__Muscle Problems
	Thyroid: Hypo__ Hyper__

	__Arthritis
	__Epilepsy/Seizures
	__Neurological Issue
	__TMJ/Jaw Dysfunction

	__Anxiety/Depression
	__Eye Issues
	__Psychological Issues (depression, bi-polar, etc..)


	__Herpes __CMV

	__Autoimmune Disease
	__Genetic Condition
	__Respiratory Issues
	__Polio __Mono

	__Bladder/Kidney
	__Headaches
	__Rheumatic Fever
	__Significant weight Loss or gain: How much and in what period of time:

	__Cancer
	__Heart Disease
	__Scarlet Fever
	How much ___Time?____

	__Digestive Issues
	__High Blood Pressure
	__Sexually Trans Dis.
	__Weight Gain:

	__Diabetes
	__HIV/AIDS
	__Sinus/Upper Resp.
	How much___ Time?____

	__Ear Infections/Issues
	__Hormonal Issues
	__Stroke
	__Other:_______________

	__Eczema/Skin Issues
	__Intestinal Issues
	__Swallowing Issues
	______________________


**** If you marked any of the above items, please explain in further detail:

	

	IV. Our Policy

	It is the policy of this organization to provide equal opportunities without regard to race, color, religion, national origin, gender, sexual preference, age, or disability.


Hillside Healthcare Center Belize International Travel Policy 

The International Travel Policy was developed to help the participant prepare for his/her role in the international setting. Those persons desiring to participate in the Hillside Belize International Elective, must agree to the terms of the policy, and must signal this by typing “I agree” in the appropriate section of the application for the elective. Applications lacking this designation will not be considered. 

Policy: 

As a prospective participant in the Hillside Healthcare Center Belize International Elective, I agree to uphold and follow the policies set forth in this agreement if I am accepted to participate: 

1. I have or will have secured health insurance and evacuation insurance to provide adequate coverage for any injuries or illnesses that I may sustain while participating in this elective. By typing “I Agree” in the designated area of the application, I certify that I have confirmed that my health care coverage will adequately cover me for the period I am away from my home country for the purposes of participating in the elective. I hereby release the Hillside Healthcare Center and its affiliates and the employees and agents of either, from responsibility or liability for expenses incurred by me for injuries or illnesses (including death) that I may incur because of those injuries or illnesses. 

2. I agree to update all immunizations including immunizations needed for the area of travel prior to leaving for the elective. 

3. I understand that there are unavoidable risks in travel and medical training and I hereby release and promise not to take legal action against the Hillside Healthcare Center and its affiliates and the employees and agents of either. 

4. I understand that it is my responsibility to contact the United States State Department or the comparable institution of my country, and the Embassy of the countries I will be visiting, so that I am aware of any travel warnings that might affect my personal safety. 

5. I understand that the Hillside Healthcare Center staff reserves the right to decline retaining me in the elective at any time should my actions or general behavior, in the sole discretion of the health center staff, be determined to impede or obstruct the progress of the elective in any way. 

6. I understand that the Hillside Healthcare Center will make every attempt to offer the elective as described in the website, however the health center reserves the right to change the elective at any time for any reason, with or without notice, and that the Hillside Healthcare Center or the employees and agents, shall not be responsible for any expenses that I sustain because of these changes. 

7. I agree to abide by the laws of the country I will be visiting and to conduct myself in a manner that will not bring hardship to the Hillside Healthcare Center or the community that I will live and work with. 

8. I understand that I may be asked to return home from this elective at anytime by the Hillside Healthcare Center staff if the staff deems that my safety cannot be assured, and furthermore, I promise to follow their directions to return home or evacuate to a directed safe area. 

9. Hillside Health Care International is a non-profit, faith-based organization. While there are no planned church activities as part of the program, we do expect participants to respect the stated mission of Hillside: Dedicated to serving God by providing health care & disease prevention to the people of Southern Belize. 

10. I understand that prior to typing “I Agree” on the designated area of the elective application, I have the right to consult with an advisor, faculty or attorney of my choice and that I am typing “ I Agree” on the designated area of the application of my own free will.

	I. Agreement and Signature

	Prior to acceptance into the Hillside Program, all participants must agree to the terms of the Hillside Travel Policy stated above. You must type “I agree” after the following statement or your application will not be processed. 

I have read the Hillside Clinic Release of Liability and Travel Policy and agree to the provisions therein.  Type "I agree" in the parentheses. (                          ) 

By submitting this application, I affirm that the facts set forth in it are true and complete. I understand that if I am accepted as a volunteer, any false statements, omissions, or other misrepresentations made by me on this application may result in my immediate dismissal.

	

	Name (printed)
	   

	Signature (if possible)
	   

	Date
	   


THANK YOU!! 

Please e-mail completed application as an attachment to hillside.administration@gmail.com
