Connecticut River Area Health District (CRAHD)
Medical Volunteer Data Form
For 

Mass Dispensing Area Region 39 

(Chester, Clinton, Deep River, Essex, Killingworth, 
Old Saybrook, and Westbrook)
Thank you for your interest in volunteering.  Please complete the following information and return it to: 
CRAHD

166 Main St. Unit 2

Old Saybrook, CT   06475
Name 








_____________________________
Mailing Address 











 

Town 






  State 

  Zip Code 




Please indicate your profession:  
 FORMCHECKBOX 
 M.D.

 FORMCHECKBOX 
  P.A.






 FORMCHECKBOX 
 R.N.

 FORMCHECKBOX 
  A.P.R.N.






 FORMCHECKBOX 
 L.P.N.

 FORMCHECKBOX 
  Other  






Professional License Number (State of CT) 

   Date of Expiration _____________
Are you currently licensed by the State of CT to administer vaccinations?
YES ______ No__________
Name of Practice (if applicable)__________________________________________________________

Please indicate your area of specialty (if applicable) __________________________________________



Phone (day) 





   Phone (evening) __________________________
Cell Phone 





   Pager ___________________________________
Email 





              Fax______________________________________ 
Which of the above is the best way to reach you in an emergency?

 FORMCHECKBOX 
 Phone – day
 FORMCHECKBOX 
 Phone – evening

 FORMCHECKBOX 
 Cell phone


 FORMCHECKBOX 
 Pager
 FORMCHECKBOX 
 Fax


              FORMCHECKBOX 
 Email

Thank you for completing this form.  We will be contacting you soon.  If you have any questions please do not hesitate to contact Mary Jane Engle, R.S.,MPH, Director of Health or Monica Rak, R.N., Public Health Emergency Preparedness Coordinator @ 860-395-2482 or by e-mail @ mengle@crahd.org or mrak@crahd.org.
