
Form 20-Healthcare Team Leader 
To Be Completed By:    

 Licensed Healthcare Provider-Team Leader   

 Collegiate Healthcare Program Faculty that participate with students 
 

**This form needs to be completed by the sponsoring organization’s Healthcare 
Team Leader/s and returned to Baptists on Mission  prior to the clinic.             
FAX:  919-460-6329**  
 
Reserving Organization: ___________________________ 
Clinic Date: _____________________________________ 

 
**The Healthcare Team Leader is responsible for oversight of all blood testing, and ensuring 
that only currently licensed personnel (minimum of a Registered Nurse in the state of NC) 
review the assessment data and adhere to the screening values and disposition policy 
(attached)**  
 
Responsibility of patient care will only be assumed by the volunteer healthcare providers while 
the patient is in direct contact with the provider. No responsibility will be assumed by 
collegiate programs or healthcare providers past the date and time of direct care. Collegiate 
programs will be working with this ministry as a clinical training site and community 
volunteering opportunity for students. 
 
If the Team Leader is a RN, you agree to adhere to the standing orders associated with the 
mobile unit, falling under the direction of our Medical Director. Standards of care are listed 
under the Client Disposition Policy. (attached) 
 

Healthcare Team Leader Information 
Name ________________________________Credentials MD  DO  NP  PA  RN 
Phone ____________________Email_________________________________ 
Professional License #_____________________________________________ 
Liability Insurance Provider if Available: _______________________________ 
 
I certify that I am actively and duly licensed in the state of North Carolina, and that I have 
current BLS certification. I also certify that I do not have any enforceable legal actions against 
my licensure at this time. Collegiate Healthcare Program Faculty will be present and oversee 
their students at all times when working with this ministry. 
 
______________________________                                           ________________ 
Signature                                                                                             Date 
 



 


