DOWN SYNDROME PRENATAL OUTREACH PROGRAM


Conduct Policy

I agree to maintain the professionalism and mission of the ORGANIZATION NAME  in my conduct with medical professionals.

I am committing to the following:

· Visiting assigned physician offices quarterly to build relationships of trust and distribute materials.

· Deliver reports to my Physician Contact Supervisor after each physician visit.

· Behave professionally in the manner described in the training session.

I acknowledge receiving and understanding the conduct policy regarding Down Syndrome Representatives for the ORGANIZATION NAME and agree to abide by the policy.

______________________________
______________________________

Printed Name




Date

______________________________

Signature

______________________________ 
______________________________

Witness




Date

This statement is a template and is not a binding legal document. Please consult your legal representative for laws applicable to your organization.

