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Name _______________________________________________________________   Date ____/____/_______

Address ____________________________________ City ________________ State ______ Zip  ___________

Home phone  ____________________ Work phone  ____________________ Email ______________________

SS #  ____________________ Date of birth  ____/____/______    I prefer to receive calls at   (  home   ( work 
If applicable, professional license number, type, state _____________________________ Exp date___________

DEA # _____________________________________ (Please attach copies of licensure).
I am:   ( employed     ( Unemployed     ( Retired     ( Student   
Occupation/Major ________________________________________________________

Employer/School _________________________________________________________

Limitations related to health  ___________________________________________________________________

Contact in case of emergency ______________________________________ Relationship _________________

Emergency contact phone numbers ______________________________________________________________

How did you become interested in our volunteer program? ___________________________________________

__________________________________________________________________________________________
Do you have previous volunteer experience?
         ( Yes
( No
Previous volunteer experience     ( Yes
( No
Area you prefer to volunteer in _________________________________________________________________

Hours and days available to volunteer ___________________________________________________________

Hobbies / special interests: ____________________________________________________________________

Church Affiliation: __________________________________________________________________________
Have you ever been convicted of a crime?________________________________________________________

Please give any other information you feel would be pertinent to your application.________________________
_________________________________________________________________________________________

Please indicate interests/skills you would be willing to share as a volunteer

Clerical skills


( typing   ( filing  ( receptionist  ( using copier ( chart work





( mailings  ( computer  ( other, specify____________________


Communication skills

( public speaking  ( grant writing  ( sign language






( foreign languages _____________________________________






( fundraising  ( volunteer recruiting ( public relations






( other, specify _______________________________________

Spiritual services


(  Spiritual Friend (provides spiritual services to patients)
Because we see a range of medical patients, Healing Hands Health Center recommends immunization against Influenza, Measles, Hepatitis B, Mumps, Rubella, and Varicella Zoster.  The Hepatitis B vaccine is available to our volunteers and staff at no cost.
      ( I have had the recommended immunizations.
      ( I am aware of the risk of exposure and choose not to have the recommended immunizations.
The following Confidentiality and Program Participation Agreement must be signed by all applicants who wish to participate in the volunteer program.
By signing this application, I agree to treat both patient and/or staff records as highly confidential.  I will not discuss or disclose any information which I hear, see, read or otherwise acquire except what is appropriate to discuss with center staff in a private setting.  I agree that I render these health care services voluntarily, without compensation or the expectation or promise of compensation.  This acknowledgement and agreement has been made before rendering any services.

I have been advised to review the Healing Hands Health Center Volunteer Management Policies and they are available in the Policies and Procedures binder located in the nurses’ station.  I agree to report to the appropriate persons any incidents or injuries in which I am involved with during my volunteer service.  I understand that my service as a volunteer is covered up to the limits specified by the center’s insurance program and I hereby waive any claim against the center except as specified herein. 

I certify that the statements I have made in this application are true and accurate.

________________________________________________
__________________________
                      Signature of applicant






Date

Volunteer Application 





For office use only





Orientation date: ____/____/_____ Clinic & position _______________________________________________


Start date:           ____/____/_____
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