
                                   

                                VOLUNTEER APPLICATION 

 

Name           M ( )   F( ) 

             (Last)  (First)   (Middle Int.) 

 

Home Address        Phone   

               Are you 18 years or older? 

City    Zip    Yes ( )  No ( ) 

 

E- mail address:________________________________________________ 

 

Birthday-   Month  Date only 

 

If presently employed, 

Name of firm       Work Phone   

 

Position      Social Security Number    

 

Name for us to notify in case of emergency: 

             

 (Name)   (Phone)  (Relationship) 

 

Have you ever been convicted of a Theft, a Felony, or a Drug-related 

Offense?   Yes ( )   No ( ) If yes, Please Specify     

             

 

EDUCATION AND EXPERIENCE 

 

Education (Circle Last Year Completed) Grade 5 6 7 8 

     High School 1 2 3 4        College 1 2 3 4       Graduate 1 2 3 4  

      Degree or Major          

 

Special Training/Certification         

       Number of  

Paid Work Experience         Years      

                 Years     

Volunteer Work Experience         Years     

How did you learn about our Volunteer Program?      

             



PERSONAL OR PROFESSIONAL REFERENCES 

 

1. Name      Address      

 

    City     State     Zip    

 

2. Name      Address      

 

    City     State     Zip    

INTEREST AND SKILLS 

Please indicate with a check mark which interest/skill you would be willing 

to do as a volunteer here. 

 Feeding residents     Resident transport     Coffee cart 

 Read to residents     Manicurist                 visiting friend 

 Letter writing          Passing ice water      Seamstress 

 Activity assistant  Dining rm. set up    Doctor transport 

 Banking assistant    Office assistant    Outing assistant 

 Church assistant     Lunch/din. Set up      Pet Therapy 

 Other: (specify)         

             

DAYS PREFERRED TO VOLUNTEER: 

Monday ( )  Tuesday ( )  Wednesday  ( )  Thursday  ( )  Friday ( )   

Saturday ( ) Sunday ( ) 

TIME PERIOD PREFERRED: Morning ( )  Afternoon ( ) Evening ( ) 

             

AUTHORIZATION STATEMENT 

Please Read Carefully and Sign 

I authorize Rose Lane Health Center to verify any information I have 

provided and I further authorize any of the named schools, companies, or 

organizations listed to provide any information about me contained in their 

records.  It is understood and agreed that any misrepresentations by me in 

this application may be sufficient cause for cancellation of the application 

and/or separation from service if I have since been accepted to volunteer.  I 

understand that there are certain training requirements that must be fulfilled, 

and assignment performance standards must be maintained, in order to 

volunteer at Rose Lane Health Center. 

Date    / /        Signature       

 

 


