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Thank you for your interest in Interning with the Florida Department of Health in Lee County! 

 
 
 

ABOUT US 
The Florida Department of Health in Lee County is a subsidiary of the State of Florida Department of Health 
with a local, county and state commitment. The diverse environment promotes public health through quality 
healthcare, education and community observation. DOH-Lee is committed to providing the highest quality of 
healthcare to the public including the uninsured and underinsured through various programs and services, and 
superior environmental and disease surveillance. 

 
MISSION 
Our mission is to protect, promote and improve the health of all people in Florida through integrated state, 
county and community efforts. 

 
VISION 
Our vision is to be the Healthiest State in the Nation. 

 
VALUES (ICARE) 
Innovation: We search for creative solutions and manage resources wisely. 
Collaboration: We use teamwork to achieve common goals and solve problems. 
Accountability: We perform with integrity and respect. 
Responsiveness: We achieve our mission by serving our customers and engaging our partners. 
Excellence: We promote quality outcomes through learning and continuous performance improvement. 

 
YOUR EXPERIENCE 
Applicant’s experience at FDOH-Lee will offer you a working knowledge and experience in a state government 
organization addressing public health needs in coordination with Federal, State and County programs. DOH- 
Lee is committed to assisting in the instruction of effective professionals, developing, and promulgating public 
health knowledge, and providing leadership to students and volunteers as a means of achieving its mission in 
the community. 
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APPLICATION PROCESS 
Completed applications are reviewed by the Intern Coordinator and interested Department managers. To 
ensure timely completion, applications must be received at least 30 days prior to intended start date. Early 
applications are strongly encouraged. Because of limited work resources and availability, program placement is 
not guaranteed. 

 
The following materials must be submitted: 

 

□ Completed Program Application typed or neatly printed 

□ If you are seeking an internship, we require an Attestation of Background Screening from your school.  The 
attestation must include the following information: 

 1. Student underwent a Level 2 background screening less than five years ago. 

2. The Level 2 background screening did not reveal any disqualifying offense identified by section 
435.04, Florida Statutes. 

Please submit the completed application to the coordinator via email or by mail. 
Address: Florida Department of Health in Lee County 
 Atnn: Internship Coordinator – Planning and Performance Management Dept. 

2295 Victoria Ave. Suite 206 
Fort Myers, FL 33901 

Email: DOH-LeeIntern@flhealth.gov 
 

Once all materials have been submitted and the background screening is completed, the Internship 
Coordinator will review your application and extend an invitation to work with DOH-Lee if all qualifications are 
successfully met. Completion of introductory public health courses in TRAIN, our online learning management 
system, are required prior to starting your internship. You will be notified by HR of your start date, orientation, 
and any other needs. 
 

 
 
 
 
 
 
 

As a steward of the community and State of Florida, our goal is to provide a rewarding experience for all 
interns and volunteers.   
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FREQUENTLY ASKED QUESTIONS 
 

What are the requirements for background screening? 
The Florida Department of Health requires everyone to complete a Level 2 background screening and receive a 
satisfactory result from the screening before the first day of their program. If you are currently enrolled in a 
study program that requires a Level 2 background screening, you may be able to submit an Attestation of 
Background Screening Memorandum signed by your school. 

 
Do I have to complete any other training to participate in any program? 
Yes. The Florida Department of Health requires everyone to complete two training courses in TRAIN: FDOH 
Information Security and Privacy Awareness and FDOH Exposure Control. The classes are part of our online 
learning management system and can be completed in just a few hours. Depending on the position held, 
additional training may be required. 

 
Do I get paid for my time? 
No. Interns receive course credit for hours worked according to your internship program. Volunteers 
receive the benefits listed in Section 110.504, Florida Statutes, including state liability protection in 
accordance with the definition of a volunteer and the provisions of s. 768.28.  

 
What hours will I be required to work? 
Hours are scheduled based on the department’s needs and the applicant’s availability. Workdays are typically 
Monday through Friday from 8 a.m. to 5 p.m. The department does sponsor and attend some community- 
based activities on weekends. 

 
I’m not in school, can I participate in a program? 
Yes, however it would be as a volunteer. Individuals applying for a non-credit position are required to complete 
an application and submit two references for acceptance into the Volunteer Program. 
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PERSONNEL INFORMATION 
 

Name    ______________________________________   Date of Birth    _________ 
                (Last) (First) (M.I.)
 
Sex ___________     Race/Ethnicity ___________________  Are you a U.S. Citizen? (Circle one) Yes/ No 
 
Address ____________________________________________City _____________ ST  ___ Zip ________
 
Primary Phone Number ( _) _ _________________ Alternate Phone Number (_ )  _______________ 
 
Email  @________________  
 

How did you hear about us?  ___________________

 
 

AVAILABILITY 
 

What type of internship experience are you interested in? (Circle one) Undergraduate/Graduate/Medical/Other 
 
Desired Start Date ____________________________________________________________________________ 
 
Anticipated Separation Date ____________________________________________________________________ 
 
Number of Hours Needed _______________ 

 
 Monday Tuesday Wednesday Thursday Friday 
 
Availability 

     

 

Additional Comments 
 

 

 
 

 

 

Are you available nights/weekends? (Circle one) Yes/No 
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VOLUNTEER 
Complete this section only if applying to be a Volunteer 
List two personal references not related to you whom you have known for more than one year: 

 
 

Name  Name 

Address  Address  

City/State/Zip  City/State/Zip  

Phone  Phone  

 
INTERNSHIP   
Complete this section only if applying for Internship 
Institution Name _______________________________________________ 
 
Institution Contact Name and Phone # ______________________________________________________________  
  
Is this school located in Florida? (Circle one) Yes/ No  If no, indicate the State______________ 
 
What program you are currently enrolled in?  APRN___   MD___   MPH___   PA___   LPN___   RN___    
Other (please specify) ____________________________________________________________________  
 
Is this internship to be part of your school required hours? (Circle one) Yes/No  
What is your deadline to submit paperwork to the school?   __________________  
 
What program are you interested in? (Circle One) 

 Environmental Health and Engineering 
 Community Health 
 WIC 
 Epidemiology and Communicable Diseases 

 Health Promotions 
 Public Health Preparedness 
 Planning and Performance Management 

(Quality Improvement) 
 Other (please specify) ____________________________ 
* DOH-Lee Services Brochure with more information can be found on page 9 

 
If interested in a clinical rotation, what type of rotation are you seeking? (Select One)  
Shadowing Only ___ In-Direct Patient Care ___ Direct Patient Care___ Other (Please Specify) ___________________ 



Page 6 IOP 51-1-23 Appendix B. Intern and Volunteer Application 

Application 

 

 

EDUCATION & WORK HISTORY 
 

List your most recent volunteer, internship, or employment experience: 
 

 

Employer Address, City, State, Zip Contact Phone No. 
 

 

Job Title Dates of volunteer, internship, employment 
 

List any special skills, interests or hobbies:    
 

List any special considerations/needs:    
 

 

List any professional license, registration, or certificate you currently possess (including 
certificate/license no.): 
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EMERGENCY CONTACT 
 

In case of an emergency contact: 
 
 

 

Name Relationship Phone Number 
 

  
  
  
  
  
It shall be a misdemeanor of the first degree to fail to disclose, by false statement, misrepresentation, impersonations or other 
fraudulent means, any material fact used in making a determination as to a person’s qualifications to work as a volunteer or intern.    
  
I understand that to protect persons served by the department, a routine check through law enforcement, license bureaus, agency files 
and references may be made. I understand that a criminal offense will not automatically exclude me from volunteering or interning in 
some positions. I understand that if I answered no to the criminal offense question on the front of this application and a record should 
be obtained, it will prevent me from volunteering or interning for the department regardless of the offense. I understand upon 
submission of this application it becomes public record.  
  
I understand and agree that all information as it relates to persons served by the department is to be held confidential in compliance 
with Florida Statutes. All information that should come to my attention and knowledge as privileged and confidential will not be 
disclosed to anyone other than authorized personnel and that I shall conduct myself in accordance with the departmental security  
policies. I understand that failure to comply may result in criminal prosecution.  
  
I affirm that all information on this application is true and correct.  

 
 

  _/ _/   
Signature Date 

 
 
 
 
 
 
 

 

FOR OFFICE USE ONLY 

Name of School/Program/College/University Contact Name and Telephone No. 

PCHD Preceptor Department, Contact Phone No. 
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Level 2 background screening is required only if an applicant has not received the screening within the year of 
the application date. If a level 2 background screening has been completed, verification must be submitted by 
the School/Program/College/University. See Attestation of Background Screening Memorandum.   

 
BACKGROUND SCREENING 

 
1. Have you ever been convicted of or plead no contest to a driving or criminal offense? (circle one) Yes/No 

If yes, please explain (include types of offense(s) and date(s): 

 
 

 
 

 
 

 

2. Have you received level 2 background screening within the last year of application date? (circle one) Yes/No 
 

If no, please complete below. If yes, attach an Attestation of Background Screening Memorandum to your 
application. 

 
 

3. I, , hereby grant permission to the 
(Print) First Middle Last 

Department of Health to obtain information from local and state law enforcement agencies to help 

determine my suitability to serve as a student preceptor for the Department of Health. I understand that if 

the record check shows any violations committed or other information about my background that would 

indicate unsuitability or a risk; I may not be accepted into the preceptor program at the Department of 

Health. 

 
 
 
 

 

Current Mailing Address City State Zip 
 

  _/ _/   
Signature Date 
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