
 

   
WINTER Collegiate Medical Mentoring Program 2026 

January 5 – January 16 
 

Thank you for your interest in RWJBH-Trinitas Regional Medical Center’s Winter 
Collegiate Medical Mentoring program where select students will shadow medical 
professionals in different areas of the hospital. 
 

To qualify, you must:  
o Be in sophomore or junior year of college. 
o Be in good academic standing 
o Include a brief essay describing why you want to be a part of this program and what you 

hope to gain. Please limit your essay to one page, double spaced. 
o Include a copy of your resume and a copy of transcript. 
o Include $50.00 administrative fee (refundable if not accepted). 
o Include $100.00 refundable deposit to save your seat if accepted. 

 
o Agree to a background check (if accepted) 
o Agree to a drug screen (if accepted) 
o Have proof of this season’s flu vaccine (if accepted) 
o Complete medical requirements including vaccinations, as required by Corporate Care (if 

accepted) 
o Attend a brief IN-PERSON orientation on Friday, January 2, 2026.  

 

Application Deadline: December 1, 2025  

If you have any questions, please email Johanna Thomas at edith.thomas@rwjbh.org 

 

 

 

mailto:edith.thomas@rwjbh.org


 

 
WINTER Collegiate Medical Mentoring Program 2026 Checklist 

 

I have enclosed:  

□ Completed Application. 

□ Brief essay describing why you want to be a part of this program and what you hope to gain. 
Please limit your essay to one page, double spaced. 

□ Copy of your resume and copy of transcript.  

□ $50.00 administrative fee (check or money order). *  

□ $100.00 refundable deposit check or money order). *  

* Separate checks or money orders ONLY! (Made out to RWJBH Trinitas Regional Medical Center). 
NO CASH.  

Please mail all items to:  

RWJBH – Trinitas Regional Medical Center  
TCMM Program 
225 Williamson Street  
Elizabeth, NJ 07202 

 

Incomplete Or Late Applications Will Not Be Considered 

 
 

 



 

Application For Winter Collegiate Medical Mentor Program 
January 5 – January 16 

PLEASE PRINT CLEARLY  
 

First name: _______________________________Last name: _______________________________  
                                                      

E-Mail (will be used for most communication): ____________________________________________ 

Phone (cell, home, work): ____________________________________________________________  

Address: _________________________________________________________________________ 

City: __________________________ State: ___________ Zip Code: _____________  

Last Four Of SS#_________________ 

Level Of Education January 2026: __________________________________________________  

Declared Major: ______________________________________________________________ 

Have You Participated in The TRMC Collegiate Medical Mentor Program Before?  Yes   No  

 

References:      

Name: ______________________ Relationship: _____________ Email: _______________ 

Name: ______________________ Relationship: _____________ Email: _______________ 

 

Emergency Contact: _________________Relationship: ____________ Phone: __________ 

 

Have you ever been employed or are currently employed by any RWJBH organization?  

□ Yes         □ No  

If so, please to list your position and dates of employment. 

Department _________________________ Dates: _____________________ 

    
 



 

 

If Accepted into The Collegiate Medical Mentor Program I Agree That:  

1. I shall at all times uphold the mission, vision and values of Trinitas Regional Medical Center. 

2. I shall be punctual and conscientious, conduct myself with dignity, courtesy and consideration of 
others, and endeavor to make my work professional in quality. 

3. I shall hold as absolutely confidential all information that I may obtain directly or indirectly 
concerning patients, physicians or staff, and not seek to obtain confidential information from a 
patient. 

4. I shall attempt to resolve any problems related to my activities with my supervisor, and or, Director 
of Volunteer Services. 

5. I shall not sell or attempt to sell goods or services, request contributions, or to solicit persons to 
sign or distribute political petitions on hospital premises, unless I receive the express authorization 
of the Director of Volunteer Services to engage in these activities. 

6. I agree to sign a release of medical information form so that my doctor(s) may furnish Trinitas 
Regional Medical Center information concerning my health. 

7. I understand that the Volunteer Services Department reserves the right to terminate my status as 
a result of: (a) failure to comply with Medical Center policies, rules and regulations; (b) absences 
without notifications; (c) unsatisfactory attitude, work or appearance; or (d) any other 
circumstances which, in the judgment of the Director of Volunteer Services, would make my 
continued service contrary to the best interests of the Medical Center. 

I have read each of the above conditions and I agree to be bound by them. 

   _______________________________   ____________________________  
   Student Signature    Date  

 

 

 

 



 

 

Required During Flu Season Only (apx. October – April) 
 

I have been informed that the flu vaccination is part of the medical requirement to participate in the 
Collegiate Medical Mentor program at Trinitas Regional Medical Center/RWJBH.  If I apply and am 
accepted to become a volunteer, I am required to provide documentation that I have received a current 
flu vaccination or provide documentation that I am declining the flu vaccination due to medical or 
religious reasons (documentation must come from your physician or clergy on letterhead).  I 
understand that failure to provide documentation will jeopardize my volunteer status.  

I understand I must wear a face covering when interacting with patients at Trinitas Regional Medical  
Center/RWJBH.  I must self-screen to determine if sneezing, coughing, running a fever and stay home.  

Name: _________________________________________________  
Please Print  

Signature: _______________________________________________  

Date: ___________________________________________________  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

TRINITAS REGIONALMEDICALCENTER  
CONFIDENTIALITY AGREEMENT  

I, the undersigned, acknowledge that during the course of my voluntary participation in 
the____________________   at Trinitas Regional Medical Center hereby referred to as“facility,” that I 
may receive access to confidential information of the facility that is prohibited from disclosure to others.  

“Confidential Information” means information provided by the facility that is not commonly available to 
the public or is required by law or regulation to be protected from disclosure to third parties not 
considered part of the facility’s “workforce” as that term is defined by federal and state health 
information privacy regulations such as the Health Information Portability and Accountability Act. 
Confidential Information includes information contained in patient medical records and any other 
health information which identifies a patient, such as information concerning the facility’s employees, 
services or business operations. Such information can be acquired by any means and in any form, 
written, spoken, virtually or electronic.  
I agree not to share, disclose or discuss Confidential Information with anyone who does not have a 
legitimate interest in such information. I will abide by Trinitas Regional Medical Center’s policies and 
procedures concerning Confidential Information and I will contact a facility representative if I have any 
questions regarding these policies and procedures.  

I will maintain and protect the privacy of the facility’s employees, medical staff and patients and will 
not misuse or be careless with such information.   

I understand that any violation of this Agreement or the facility’s policies related to access, use or 
disclosure of Confidential Information may result in significant legal ramifications for which I will be 
held solely responsible with respect to this Agreement. I acknowledge that I have reviewed all of the 
information above. I understand that compliance with the principles, policies and procedures 
expressed above is a condition of my virtual participation at the facility.  

__________________________________ __________________________  
Name (please print)        Date  
__________________________________ Signature  

 

 

 

 



 

HIPAA/CONFIDENTIALITY AGREEMENT  

I, an employee or agent of Trinitas Regional Medical Center (TRMC), acknowledge the confidentiality of 
patient health care information (“Confidential Patient Information”) that I may receive or have access to 
in the course of providing patient care or other services at any TRMC Facilities at which I am assigned.  
Patient and personnel information including medical, financial, social and spiritual information from any 
source and in any form, including oral communication, audio recording, written and electronic display, is 
strictly confidential. Access to confidential patient and personnel information is permitted only on a need-
to-know basis. It is the policy of TRMC that all users respect and preserve this right to privacy and 
confidentiality. Violations of this policy include, but are not limited to:  

• Accessing information that is not within the scope of your job; 

• Disclosing, misusing without proper authorization, or altering patient or personnel information; 

• Disclosing your sign-on code and password or using another person’s sign-on code and 
password for accessing electronic or computerized records; 

• Accessing the information of a colleague or co-worker who is not assigned to your care or 
treatment; 

• Leaving a secured application unattended while logged on; and 

• Attempting to access a secured application without proper authorization; 

• Patient information is the patient’s private property lent to the Hospital and its staff for a specific 
and mutually agreed upon purpose; 

• All information about a patient is to be kept confidential at all times.  Remember; do not discuss 
patient information in the elevator, lobby or cafeteria.  Be careful when utilizing the speakerphone 
that patient information is not broadcasted for everyone in the surrounding area to hear, breaking 
patient confidentiality.  Do not post patients’ names publicly, for example on walls, doors, bulletin 
boards, etc; 

• Except when required by law, patient information is not to be released to any person or 
department not directly involved in the delivery of patient care, without expressed written 
permission by the patient or legally authorized representative; 

• Family access to a patient’s record may be permitted only with patient consent; 

• All patients are legally entitled to confidentiality regardless of race, gender, religion, age and 
socioeconomic or criminal status; and 



 

• An employee, physician, volunteer or trustee admitted to Trinitas Regional Medical Center as a 
patient also has the same right to confidential treatment of their personal information.  DO NOT 
SHARE THEIR ADMISSION unless requested to do so by the patient. 

I have read the above statements and understand and agree to my role in Patient Confidentiality at 
Trinitas Regional Medical Center.  

Violations of this policy may constitute grounds for disciplinary action up to and including termination of 
employment or loss of hospital privileges in accordance with Hospital procedures and/or federal or state 
law, and/or legal action. I shall maintain the confidentiality of Confidential Patient Information, and in 
doing so shall comply with all applicable state and federal laws and regulations, including without 
limitation, the privacy provisions under Health Insurance Portability and Accountability Act of 1996 
(“HIPAA”) and the policies and procedures of each TRMC facility where I am assigned. My agreement 
to maintain the confidentiality of Confidential Patient Information shall survive the termination of my 
employment with TRMC.  

HIPAA ACKNOWLEDGEMENT & EMPLOYEE CONFIDENTIALITY  

__________________________________  __________________________________  
Signature  Date  
__________________________________  __________________________________  
Name (Print)   
 

Department  

YOU MUST CHECK ONE  

_____  EMPLOYEE   _____ CONTRACTOR/OUTSOURCED STAFF  _____ STUDENT  
 

 

 

 

 

 

 

 

 



 

 

Consent to Volunteer: 
 

I understand that this is an application for and not a commitment or promise of volunteer opportunity. 
I certify that I have and will provide information throughout the selection process, including on this 
application for a volunteer position and in interviews with RWJBH - Trinitas Regional Medical Center 
that is true, correct and complete to the best of my knowledge.  I certify that I have and will answer all 
questions to the best of my ability and that I have not and will not withhold any information that would 
unfavorably affect my application for a volunteer position. I understand that misrepresentations or 
omissions may be cause for my immediate rejection as an applicant for a volunteer position with 
Trinitas Regional Medical Center or my termination as a volunteer.  
 

Consent to photograph:  

I give RWJBH - Trinitas Regional Medical Center (“TRMC”), Elizabeth, NJ, my consent to photograph, 
record, or film/videotape me/my child (“photograph”), or to interview me/my child. I also give TRMC my 
consent to use those photographs or interviews and other information about me/my child in any 
publication or advertising materials (printed or electronic) or for any lawful purpose. I understand and 
agree that TRMC may distribute my/my child’s photograph and/or interview information to other 
organizations for use in promoting volunteer services. This consent also serves to waive all rights of 
privacy or compensation which I may have in connection with the use of my photograph and/or name 
or my child’s photograph and/or name. 

 

I understand that I have the right to revoke this authorization at any time. I can do so by submitting my 
revocation in writing to the Volunteer Services Department at Trinitas Regional Medical Center, 225 
Williamson Street, Elizabeth, NJ 07202. I understand that my revocation will not apply to information 
that has already been released in response to this authorization. I further understand that this consent 
is expressly intended to release all personnel of Trinitas Regional Medical Center, as well as the 
attending physician and consultants, from any claim arising out of the use of such interviews, 
photographs and/or videotape 

 

_____________________________________________________________________ 

Name (Print) 

______________________________________________________________________ 

Signature                                        Date 
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