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SHIP Medicare Volunteer Agreement (Template)
As a State Health Insurance Assistance Program (SHIP) Medicare Volunteer I agree to act within the scope of my responsibilities and abide by all program policies and procedures as specified in, but not limited to the following: volunteer job descriptions, handbooks, manuals, and other guidance. [Agency name] is not responsible for any activity that I engage in or any responsibility that I assume other than those specified in the above mentioned program policies and procedures. Any action that I take outside the scope of responsibilities for my volunteer position will be taken at my own personal risk. 

Nature of Volunteer Service 

· I understand that as a SHIP Volunteer, I will be relied upon to serve Medicare beneficiaries and their community. The scope of responsibilities varies for each volunteer. 

· I understand that my responsibilities may include providing accurate and objective counseling and assistance to Medicare beneficiaries, their representatives and caregivers, or persons soon to be eligible for Medicare. 

· I understand that my responsibilities may include the use of internet-based programs to help clients compare health and prescription drug plan options. 

· I understand that my responsibilities may also include educating the public on Medicare, Medicaid, and health insurance issues that affect older adults and people with disabilities. 

· I understand that my volunteer activities may need to take place at specific counseling sites, by telephone, online, or at clients’ homes when health conditions make it necessary. 

· I understand that I must submit monthly documentation of my activities to my supervisor [list other reporting requirements]. 

· I understand that SHIP Volunteers provide services free of charge to any individual who seeks assistance from the program. 

Confidentiality 

I understand that the SHIP program considers its responsibility to protect the privacy and confidentiality of its clients of great importance. In the course of my work as a SHIP volunteer, I may have access to sensitive and confidential information about Medicare beneficiaries that could include medical, insurance, financial, and other personal information. As a SHIP volunteer, I share in the responsibility to maintain the confidentiality of all privileged information to which I have access and must take all steps necessary to prevent personal and internal program information from falling into the hands of unauthorized persons. 

My responsibility includes but is not limited to the following types of information regarding beneficiaries:

· Names

· Date of birth

· Address

· Social Security Number

· Contact information

· Medical information

· Reason for contacting the SHIP
I further understand that the SHIP program also occasionally handles complaints against providers. These also involve sensitive information that should be protected. Complaints of fraud, errors, and abuse are considered “potential” or “suspected” fraud, errors, and abuse. Thus, the SHIP program does not accuse providers of fraud, errors, or abuse. In some circumstances, research and follow up with providers may be sufficient to determine if a billing error occurred. However, only an investigation by the proper authorities can substantiate claims of fraud and abuse.
As an SHIP volunteer, I agree that:

· I will maintain the confidentiality of the SHIP program information, including all personal, sensitive, or private information regarding beneficiaries, partners, other clients, providers, and program operations.

· I will discuss beneficiary information only with authorized SHIP team members, Medicare or Medicaid affiliates, providers, and law enforcement officials, and then only as appropriate or necessary to fulfill my role as an SHIP volunteer.

· I will not mention the names of beneficiaries, providers, or other clients in conversation with people outside the SHIP program, other than those mentioned above, when applicable.
· I will conduct all conversations with clients with the utmost privacy, away from others who could overhear confidential information.

· I will safeguard written or electronic information about individual beneficiaries and providers.

I understand that breach of confidentiality is very serious and carries with it the possibility of disciplinary action, including dismissal.

Information and Data Security

I understand that I may, from time to time, have in my possession sensitive and confidential documents and client information in electronic and/or hard copy forms. I agree to comply with the SHIP program's information and data security policies and procedures to ensure the safe handling, transmission, and storage of beneficiary information.
Non-Conflict of Interest 

· I understand that one important goal of the SHIP program is to provide objective information, education, and assistance to beneficiaries about Medicare. 
· I understand that SHIP volunteers cannot promote any personal, religious, or business interest while engaged in SHIP work. 
· I affirm that I am not engaged in the sale of insurance as an agent or broker, nor do I hold an active license to sell health insurance. 
· I agree that I will not solicit or persuade clients to purchase or enroll in any specific health insurance plan, to switch from one insurance plan to another to replace existing coverage, to go to a specific provider for medical treatment or services, to direct a client to a particular insurance agent or broker, or to conduct market research in connection with my work as a SHIP volunteer. 
· I also agree to report any potential conflict of interest that may arise during my service as a SHIP volunteer to my supervisor or coordinator of volunteers. 
· I will not disclose or use confidential or other personal information obtained from a client through my association with [agency name] for personal gain or the gain of my employer or any other party. 
Agreement 

· I commit to _____ hours per _______ (week, month) as an SHIP volunteer for the period of _________ (number of months or years). 
· I agree to attend initial and update training programs as required. 

· I understand that a breach of this agreement will result in the termination of my volunteer service and may subject me to liability for harm that I cause to a client through a breach of confidentiality or acting outside the scope of my responsibilities. 

Volunteer Name: ___________________________________________________________________

Volunteer’s Signature: ___________________________________________ Date: _______________

Supervisor’s Signature: ___________________________________________ Date: _______________
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