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ILLINOIS 4-H EMERGENCY MEDICAL FORM


PARTICIPANT  NAME:_________________________________________________________________


Address:___________________________________________________________________________________________ 


CityStreet   State/Zip Code 


Age:________________ Sex:   F  M Birth Date:______ /______ /_________ 


PARENT / GUARDIAN / OTHER EMERGENCY CONTACT 


Name:______________________________________________________________________________________________ 
 Relationship 


Home Phone:     (______)___________  -______________ Work Phone:    (______)___________  -______________ 


Cell Phone:    (______)___________  -______________ 


Address:___________________________________________________________________________________________ 
Street       City         State/Zip Code


 1. Nervous or Mental (epilepsy, emotional stress, convul-


sions)


 2.  Lung Disease (asthma, persistent cough, tuberculosis)


 3.  Disease of Heart or Blood Vessels, Increased or Abnor-


mal Blood Pressure


 4.  Pain in Chest or Shortness of Breath (heart murmur,


rheumatic fever)


 5. Stomach or Intestinal Trouble (ulcers, gall bladder or


liver disorder, jaundice, hernia, colitis)


 6. Arthritis, Diabetes, Kidney or Bladder Disease


 7. Hay Fever or Allergies


 8.  Allergy to Medicines (including penicillin, tetanus)


 9.  Impaired Sight or Hearing, Chronic Ear Infections


 10.  Recent Surgical Operations, Accidents or Injuries


 11.  Any Infectious Disease


 12. Skin Disease


 13. Allergy to Foods


 14. Significant Orthopedic and/or Neuromuscular Impair-


ment (e.g. loss of limb, spinal cord injury)


 15. Under on-going care of a Physician (give name &


phone number below) for chronic or recurring problem


 16. Do you wear glasses OR contact lenses? (circle)


 17. Currently taking medication (list names & doses below)


 18. Currently taking medication that needs refrigeration


 19. Date of last TETANUS BOOSTER _______________


Please provide any detailed information for any items above marked above. Be specific.


___________________________________________________________________________________________________________ 


___________________________________________________________________________________________________________ 


Family Doctor:___________________________________________________________________________________________ 


Clinic/Hospital Affiliation:_________________________________________________________________________________ 


City:___________________________________________________  Phone:   (______)___________  -_________________ 


Medical Privacy Statement:  It is the policy of University of Illinois Extension 4-H Youth Development Programs to keep any medical information it 
may have regarding Youth Development program participants confidential.  However, there may be time in which such medical information will 
be needed and may need to be shared with others. Examples of sharing might include: providing information to medical personnel in the event of 
an emergency so that a youth may be treated; providing information to University staff or volunteers who are coordinating specific events in the 
case of a request for reasonable accommodation; and providing information to chaperones or host families who are re-sponsible for the health 
and safety of program participants at a specific event.  Except in the case of emergency, prior to sharing any medical information, it may have 
with those external to the University, Extension, or 4-H, every effort will be made to get the permission of the program participant or parent or 
guardian.  As a parent or guardian, I understand that if a serious illness/injury develops, medical or hospital care will be given. I further 
understand that in case of serious illness/injury, I will be notified. However, if it is impossible to contact me, I give my permission for emergency 
treatment, x-ray or surgery, as recommended by an attending physician. I also understand that any accident insurance in effect for the event, 
does not cover pre-existing conditions or self-inflicted injuries. I understand this insurance also may not cover all expenses and I will be 
responsible for payment of any expenses over and above the coverage provided. 


SIGNED:________________________________________________________ DATE:________________________________ 
Parent or Guardian 


 Revised 2019 


HEALTH INFORMATION STATEMENT 


Place a “” in the box to highlight any information you feel staff and/or volunteers may need to maximize the safety and the well


being of the delegate/chaperon. At the end of the list, please give specific information on any items that you placed a “” in the


space. Please be specific. In case of emergency, this form may be the only immediate source of accurate important information.  


COLLEGE OF AGRICULTURAL, CONSUMER & ENVIRONMENTAL SCIENCES
University of Illinois | U.S. Department of Agriculture | Local Extension Councils Cooperating 
University of Illinois Extension provides equal opportunities in programs and employment. 
If you need reasonable accommodations to participate, please contact the registration office. 
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CFS 689 
Rev 7/2012 State of Illinois 


Department of Children and Family Services 


AUTHORIZATION FOR BACKGROUND CHECK 


Child Abuse and Neglect Tracking System (CANTS) 
For Programs NOT Licensed by DCFS 


NOTE:   Do not use this form if you are an applicant for licensure or an employee/volunteer of a licensed child 
care facility. Please contact your licensing representative.  


Name:  
 Last First Middle 


Race:  Male FemaleGender:


Current Address:   
                                                                                                                                Street/Apt #


City                                                                                         State                                                                          Zip Code


If you currently reside in Illinois, please list all previous addresses for the past five years.   
OR


If you currently reside out-of-state, please provide ALL Illinois addresses in which you did reside while living in Illinois.
Dates 


(Street/Apt#/City/County/State/Zip Code) From/To 


List maiden name and/or all other names by which you have been known: (last, first, middle) 


I hereby authorize the Illinois Department of Children and Family Services to conduct a search of the Child Abuse and Neglect 
Tracking system (CANTS) to determine whether I have been a perpetrator of an indicated incident of child abuse and/or neglect 
or involved in a pending investigation. I further consent to the release of this information to the agency listed below. 


Signed                                                               Date 


Please type, use bold letters or label:


(Agency Name)  


     (Contact Person) 


     (Address) 


(City/State/Zip) 


FAX to:      217-782-3991
Scan/Email to:  CFS689Background@illinois.gov


Submit by mail OR fax OR email.
Mail to: Department of Children and Family Services 


406 E. Monroe – Station # 30 
Springfield, IL 62701 


     (Submitting Agency Fax Number) 
     (Submitting Email Address) 


Date of Birth: -- --


University of Illinois Extension, Fulton County


Janis Blout, Extension Program Coordinator, 4-H


15411 N IL 100 Hwy


Lewistown, IL 61542


309-547-3713


jblout@illinois.edu


Print Form








County: 


Requestor’s Name: 


Requestor’s Email: 


County Director:  


Volunteer Program: 


CONVICTION INFORMATION NAME CHECK 


REQUEST FOR VOLUNTEERS 


Please list your legal name as it appears on your driver’s license. 


Last Name: 


First Name: 


Middle Initial: 


Date of Birth: 


Month Day Year 


Sex: “M” for Male 


“F” for Female 


“U” for Unknown 


Race: “W” for White (includes Mexicans and Latinos) 


“B” for Black 


“A” for Asian/Pacific Islander 


“I” for Indian/Alaskan Native 


“U” for Unknown 


I authorize University of Illinois Extension to provide the above information to Illinois State Police for a 


Conviction Information Check.  I verify that the information provided is accurate.  I understand any false 


information may be sufficient grounds for rejection or dismissal. 


Signed Date 


COLLEGE OF AGRICULTURAL, CONSUMER & ENVIRONMENTAL SCIENCES
University of Illinois | U.S. Department of Agriculture | Local Extension Councils Cooperating


University of Illinois Extension provides equal opportunities in programs and employment.


4/2019
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REV 08/2018 


CONFIDENTIAL INFORMATION 
U of I EXTENSION VOLUNTEER APPLICATION 


(To be completed by volunteers in University of Illinois Extension) 


Name: _____________________________________________________E-mail:___________________________________________ 
Last   First  Middle 


Address _____ 
Street City State Zip 


Date of birth:  __________________________Phone: Day______________ Evening_______________ Best time to call_____________ 
Month/Day/Year 


Race (select 1 or more):  ______White _____Black/African American _____American Indian/Alaskan Native _____ Asian 
______ Native Hawaiian/Pacific Islander ______2 or more races ______Other race___________________________________ 
Ethnicity (select 1): _____Hispanic or Latino   ______Not Hispanic or Latino 
Gender:  Male_____ Female______ 
Residence:  _____Town under 10,000 or rural non-farm   _____Town/City of 10,000-50,000   _____Farm   _____Suburbs of a city of 
over 50,000   ______City with population over 50,000  


REFERENCES:  List three persons we may contact who have definite knowledge of your qualifications representing personal character, 
employment, or volunteer-related work and family relationships.  Include complete addresses.  Make sure to indicate if the letter should be in 
Spanish. 


Personal/Character Reference: 


NAME:_______________________________________________________ Phone: __________________________________ 


ADDRESS:  ______________________________________________________________________ Spanish Letter? _____ YES 
Street, R.R. #, Box #, Apt # City  State  Zip 


Work or Volunteer Reference: 


NAME:_______________________________________________________ Phone: __________________________________ 


ADDRESS:  ______________________________________________________________________ Spanish Letter? _____ YES 
Street, R.R. #, Box #, Apt # City  State  Zip 


Family Member Reference: 


NAME:_______________________________________________________ Phone: __________________________________ 


ADDRESS:  ______________________________________________________________________ Spanish Letter? _____ YES 
Street, R.R. #, Box #, Apt # City  State  Zip 


Will you be driving a motor vehicle as part of your volunteer agreement?  Yes_____   No_____  If yes, you must show a valid driver’s license and 
proof of liability insurance to the University of Illinois Extension Unit Office. 


BACKGROUND SCREENING INFORMATION: 
Have you ever been convicted of a criminal offense? Yes_____   No_____  If yes, please attach a sheet to explain.  A conviction will not 
necessarily disqualify an application.  A conviction will be considered as it relates to the specifics of the position for which you have applied. 


Have you lived in another state other than Illinois in the last seven years?  Yes_____   No_____  If yes, please attach a separate sheet 
indicating state where you have lived during the last seven years including dates. 


I, authorize the University of Illinois to contact listed references, to conduct a criminal conviction background check, a DCFS Child Abuse and Neglect Tracking 
System (CANTS) background check, the national Sex Offender Register, and other sources as necessary. 


I understand that I must be officially accepted before beginning my volunteer position.  I understand that misrepresentation or omission of facts requested in this 
application is cause for rejection as an Extension volunteer.  I agree to fulfill the responsibilities of this volunteer position to the best of my ability if appointed.  I 
understand that failure to comply with the rules may lead to dismissal from this volunteer position.   


Further, I agree to complete Protection of Minors training mandated by University of Illinois Extension and to follow any rules related to the University’s Protection of 
Minors Policy, including mandated reporting to the University of Illinois Police Department (217-333-1216) and a University of Illinois Extension employee of the unit 
for which I am volunteering (e.g., County Director). 


Signature:___________________________________________________________ Date:__________________________________


Office use Only 
Int  
Ref  
DCFS 
Convictions 
RSO  
Driver 
Approve  


COLLEGE OF AGRICULTURAL, CONSUMER & ENVIRONMENTAL SCIENCES
University of Illinois | U.S. Department of Agriculture | Local Extension Councils Cooperating
University of Illinois Extension provides equal opportunities in programs and employment.


Return to:
U of I Extension, Fulton County
15411 N IL 100 Hwy
Lewistown, IL 61542







4-H VOLUNTEER QUESTIONS


Have you been in 4-H? Yes_____   No_____ If yes, where? ______________________________________________________ 


Have you been an Extension youth program leader?   Yes_____   No_____ County/State_____________________________________ 
Years as leader_____________________ 
Where?  City______________________________________  County_________________________________  State________________ 


Why are you interested in this youth program volunteer position? ____________________________________________________________ 


If you prefer to work directly with youth, what age level(s) do you prefer? 


Describe your present and previous work experience:  (List current or most recent experience first,) 
EMPLOYER JOB TITLE YEARS 


Describe volunteer roles with any other community groups: (List current or most recent experience first.) 
ORGANIZATION VOLUNTEER ROLE YEARS 


List skills, training and education: 


Volunteer Behavior Guidelines: 
Families and other youth-serving programs place trust in U of I Extension to provide quality leadership and care for participating youth.  The opportunity to work 
with youth is a privileged position of trust that should be held only by those who are willing to demonstrate behaviors that fulfill this trust.  For these reasons, the 
following behavior guidelines are expected of volunteers working in U of I Extension 4-H youth development programs. 


1. Treat others in a courteous, respectful manner demonstrating behaviors appropriate to a positive role model for youth.
2. Obey the laws of the locality, state and nation and U of I and Extension policies and guidelines.
3. Make all reasonable effort to assure that 4-H youth programs are accessible to youth without regard to race, color, religion, political beliefs,


national or ethnic origin, immigration or citizenship status, sex, gender identity and expression, transgender status, sexual orientation, age,
marital or family status, educational level, learning style, pregnancy, physical appearance, body size, and individuals with disabilities.


4. Recognize that verbal and/or physical abuse and/or neglect of youth is unacceptable in 4-H youth programs and report suspected abuse to the
authorities.


5. Do not participate in or condone neglect or abuse, which happens outside the program to 4-H youth participants and report suspected abuse to
authorities.


6. Treat animals humanely and teach 4-H youth to provide appropriate animal care.
7. Operate motor vehicles (including machines or equipment) in a safe and reliable manner when working with 4-H youth, and only with a valid


operator’s license and the legally required insurance coverage.
8. Do not consume alcohol or illegal substances while responsible for youth in 4-H activities nor allow 4-H youth participants under supervision to do


so.
9. Use of technology and social media in safe and appropriate ways. See How to Volunteer - Screening Process: "Illinois 4-H Guidelines for Use of


Social Media"  Click the link to read the Guidelines: https://4h.extension.illinois.edu/volunteers/application


I have read, understand and agree to U of I Extension Volunteer Behavior Guidelines. 


Signature    Date 


Return the application at your earliest convenience to assure prompt processing.  Please contact us if you have questions or need further information.
Rev 08/2018
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