


















SHADOWING PROGRAM 
APPLICANT CHECKLIST 

SHORT TERM (8 HRS OR LESS): 

All documentation must be submitted as one complete packet to The Queen’s Health System Workforce 
Development at  shadowing@queens.org.  These items are a requirement for ALL Shadowing candidates. 

o Shadowing Application
o Sponsor Form
o Shadowing Program Participation Agreement
o Copy of Current Government Issued Photo Identification.
o Copy of Current School Identification or Photo Identification Badge from the facility of

employment.
o Copy of your Health Insurance Card.
o Health Care Screening Documentation:

o Proof of Tuberculosis Clearance (within the last 12 months of shadowing)
o Proof of Measles, Mumps and Rubella vaccinations or titres
o Proof of Varicella vaccine or history of Varicella
o Proof of Influenza  and Covid vaccination for current flu season, or waiver form if

you declined either or both
o Information Security & Privacy Screening Test (HIPAA)

LONG TERM (More than 8 HRS), everything listed above, plus: 
These items are a requirement for ALL International Shadowing candidates. 

o Confirmation of health insurance.
o Evidence must be submitted in English

o Non-United States citizen participants must also provide proof of legal status, for example:
o United States Permanent Resident Card (Green Card)
o Passport with Current Visa

Applicable Fees – For Non-Hawaii residents ONLY 
o Short term  (8 hours or less) $150.00
o Long term – Anything more than 8 hours up to 4 weeks $300.00

Once you have been approved to Shadow, please bring in/mail a Check or money order made payable to: 

 THE QUEEN’S HEALTH SYSTEMS 
Attn: Reyna Santiago, Workforce Development 
1301 Punchbowl Street, Honolulu, HI 96813  

Please ensure your NAME and SHADOWING are written on the check 

The Shadowing program is not for Queens current employees or volunteers. You may secure a 
sponsor and work on a schedule with them directly. Shadowing does not need to be notified.  

mailto:shadowing@queens.org


ATTACHMENT C 
SHADOWING PROGRAM 

SPONSOR FORM 

SPONSOR (May not be related to Participant)  

Sponsor Name: ____________________________________________________ Department: _____________________________ 

Email: ___________________________________________________________ Phone number: __________________________  

Associate Sponsor Name (if applicable): __________________________________ Department: _____________________________  

Email: __________________________________________________________ Phone number: __________________________  

PARTICIPANT (May not be related to Sponsor)  

Name: __________________________________________________________ Phone number: __________________________ 

Email: __________________________________________________________ Relationship to Sponsor: __________________   

* Please note: Student must be at the high school senior level or above.  Operating room and Emergency room require a minimum age of 18.

SHADOWING DESCRIPTION  

Start Date: ____________ End Date: ____________ Specify dates of shadowing: ______________________________________  

Description of what will be observed:  _________________________________________________________________________  

_________________________________________________________________________________________________________ 

List departments: __________________________________________________________________________________________  

I will follow The Queen’s Health Systems (QHS) Shadowing Policy, review the following Guidelines, and will ensure the above 

individual is supervised at all times while they are on the premises of any QHS entity.  Also, in accordance with this policy, I will 

assist the Workforce Development Office in contacting the individual and will ensure the individual submits all documentation

and requirements prior to the commencement of the shadowing experience.  

_____________________________________ ___________________________________________  _______________ 
Sponsor - Printed Name   Signature        Date 

_____________________________________ ___________________________________________  _______________ 
Associate Sponsor - Printed Name         Signature       Date  
(if applicable) 
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SHADOWING PROGRAM  

SPONSOR CHECKLIST AND GUIDELINES 

Submit completed Sponsor Form to the Workforce Development Office

shadowing@queens.org at least six (6) weeks prior to commencement of the shadowing 

experience. 

 Family1 members may not be Sponsors. 

If shadowing is to occur in the Operating Room, the Operating Room Access Policy 2301-

xx-792 must also be followed.

Obtain consent from the unit/department/program manager(s) at least six (6) weeks prior to 

commencement of the shadowing experience. 

Once all documents have been received and approved, the Workforce Development Office 
will notify you that the candidate has been cleared. You will then create and issue the

Participant name badge(s) on the first day of shadowing.   

Ensure the Participants are wearing the shadowing name badge at all times when on the 

premises. 

 Sponsor or Co-Sponsor must accompany the Participant at all times. 

 Patient(s) must be introduced to the Participant and give their permission for the Participant

to be present at the time of the clinic visit, procedure, or other patient services. 

Participant may attend rounds, seminars, case conferences and other educational 

activities.  The following are excluded; Graduate Medical Education (GME) activities and 

didactics.  

 The Sponsor has overall responsibility for the Participant.

1 *The term “family” means a spouse; ancestor; sibling (whether whole or half blood); child (whether natural, adopted or step);

great-grandchild; spouses of a sibling, child, or grandchild; or any person who shares a Sponsor’s household, even if unrelated 

by blood or marriage. 



Shadowing Program 

HIPAA Training 

Please click on the link below to complete the required HIPAA training. Once you complete 
the training in its entirety, you can fill out the HIPAA Acknowledgement form that was 
attached to your email and send it back to the Shadowing Department.  

https://rise.articulate.com/share/TDspvcGMdY7zMRnhq6Znfpsodaxrn3d6#/ 

https://rise.articulate.com/share/TDspvcGMdY7zMRnhq6Znfpsodaxrn3d6#/


Health Insurance Portability & 
Accountability Act (HIPAA)

ACKNOWLEDGMENT 

I acknowledge receipt of The Queen’s Health Systems Health Insurance Portability & Accountability 
Act (HIPAA).  I understand that it is my responsibility to read and understand the contents of the
material given to me before my first working shift.  I further understand that if I have any questions 
or concerns about the material, I will contact a member of The Queen’s Health Systems 
management team for clarification. 
I hereby agree to abide by the standards, expectations and confidentiality terms as outlined in the 
document, and agree to follow any and all of the reporting/notification procedures as indicated. 

_____________________________ _______________ 
Signature Date 

Complete the following required information needed to create you in the Human Resources 
Database: 

PLEASE PRINT: 
First Name: _______________________ 

Middle Name (if applicable): _______________________ 

Last Name: _______________________ 

Department: _______________________ 

Job Title: _______________________ 

(All information is kept confidential.) 

Updated: 8/2021
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