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Volunteer for SCDA’s Dental Access Days
The project will take place in Columbia at the State Fairgrounds on August 16-18, 2012. We estimate we’ll need $25,000-$50,000 and at least 300 dental volunteers to stage our project. Please consider donating your time, talents and/or treasure to help ensure a bright future for good oral health in South Carolina. Just fill out the form below and return it to the SCDA office:
SCDA Dental Access Project

120 Stonemark Lane

Columbia, SC 29210

Fax: 803.750.1644
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Name:















 FORMCHECKBOX 
 dentist
 FORMCHECKBOX 
 hygienist
   FORMCHECKBOX 
 assistant
     FORMCHECKBOX 
 front office
 FORMCHECKBOX 
 dental student

*non-dental volunteers have their own volunteer form
Dentists – are you:   FORMCHECKBOX 
 private practice
   FORMCHECKBOX 
 faculty
     FORMCHECKBOX 
 military

 FORMCHECKBOX 
 retired

Dentists select two:
 FORMCHECKBOX 
 triage
 FORMCHECKBOX 
 extractions
 FORMCHECKBOX 
 restorative

Dentists- will you need an assistant?:   FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

Auxiliary Staff select one:   FORMCHECKBOX 
 chairside     FORMCHECKBOX 
 x-ray      FORMCHECKBOX 
  sterilization 

Do you have professional liability insurance?
 FORMCHECKBOX 
 yes

 FORMCHECKBOX 
 no
If yes, who is your carrier?:












Email**:















** All communication regarding the event will be via email.
Phone:













 

T-shirt Size:  FORMCHECKBOX 
 x-small    FORMCHECKBOX 
 small    FORMCHECKBOX 
 medium    FORMCHECKBOX 
 large    FORMCHECKBOX 
 x-large    FORMCHECKBOX 
 2x    FORMCHECKBOX 
 3x   
I will:
 FORMCHECKBOX 
 Set-up on Thursday from 8 am-12 pm
 FORMCHECKBOX 
 Screen patients on Thursday from 1 pm-5 pm**
 FORMCHECKBOX 
 Work Friday from 6 am-6 pm**


 FORMCHECKBOX 
 Work on Saturday from 6 am-3 pm**
 FORMCHECKBOX 
 Clean-up on Saturday from 3 pm until finished**
*** Approximate times

 FORMCHECKBOX 
 I would like to make a personal donation toward the costs of the project
Amount: $



 FORMCHECKBOX 
 Check #


 (made payable to the SCDA Foundation)

If you’d like to make a donation using a credit card, please use the volunteer form you’ll find online at 

www.scda.org.

If you have any additional questions, you may contact Phil Latham at the SCDA office at               803-750-2277 or by email at lathamp@scda.org.
***Please see page two, you CANNOT volunteer without signing the following form 

· Risk of Bloodborne Pathogens (BBP’s) 
· Hepatitis B Vaccine Certification

Acknowledgement of Potential Risk of Bloodborne Pathogens

I understand that there is potential risk for exposure to bloodborne pathogens (BBP’s), including Hepatitis B virus (HBV), Hepatitis C virus (HCV), and Human Immunodeficiency Virus (HIV), as well as other bacteria, protozoa, viruses, and prions during the performance of my volunteer service at this SCDA DAD clinic. I understand that I am personally responsible for any medical fees and services associated with a percutaneous piercing wound typically set by a needle point, but possibly by other sharp instruments or objects. I understand that this is a donation of my services, and that I am not entitled to reimbursement from the South Carolina Dental Association or the SC Dental Association Foundation for any medical care or other expenditures. I understand that this is a donation of my services and that I am responsible for my own travel, accommodations, meals and medical care. 

I also understand that I am not entitled to reimbursement from the SC Dental Association or the SC Dental Association Foundation for any of my expenditures. I am aware that any pictures/video taken at the event may be used for publicity purposes.

SCDAD Clinic Location: Cantey Building, Columbia, SC 

Name (PLEASE PRINT):  _________________________________________________________________________

Signature: ______________________________________________________  Date: __________________________

Hepatitis B Vaccination Status

Please check the appropriate line, then sign and date:

___
 I certify that I have been immunized against Hepatitis B, and that I have achieved the post-immunization seroconversion which indicates that the immunization was successful.

___
 I certify that I have been immunized against Hepatitis B, but I have not achieved the post-immunization seroconversion which indicates that the immunization was successful.

___
 I certify that I have not been immunized against Hepatitis B.

Name (PLEASE PRINT):  _________________________________________________________________________

Signature: ______________________________________________________  Date: __________________________

Completed forms may be faxed to (803)750-1644 or mailed to SCDAD c/o South Carolina Dental Association, 120 Stonemark Lane, Columbia, SC 29210
�








