
Adult Volunteer Application

Social Security Number ______-_____-______ Date of Birth _____-_____-______ Sex(M/F) _____ Date of Application ___________________

Name: (Mr.,Ms.,Mrs.,Miss) ____________________________________________________________________  /________________________  		
			            (Last)                        (First)                      (Middle)                  				     (Nickname)
Address ________________________________________ ______________________________________________________________

City ________________________ State _______ Zip Code _________  Phone:   Home________________________ Work/Cell______________

Present Occupation ___________________________

========================================================================================================
IN AN EMERGENCY NOTIFY
Name ______________________________________________________________ Relationship _____________________

Telephone (     )_____-_______       (     )_____-_______       (     )_____-_______     	                                                                        
			   Home 		   		   Work		         Cell
Company Name __________________________ City __________________________  Zip Code _________ 

=========================================================================================================

Hobbies ________________________________________________________________________________

Do you wish to join the Auxiliary? _____ How did you become interested in our program? _______________________________________

 ========================================================================================================

What areas would you like to volunteer in? __________________________________________________________________________________
______________________________________

________________________________________________________________________________________________________________________

Have you volunteered at St. Mary’s Health Center or other institution in the past?   Yes _____  No  ______ If so, where and when.

________________________________________________________________________________________________________________________



Skills:	(circle all that apply)
		    Bookkeeping		     Filing 		    Cashiering
	         	   Handwriting/Lettering         Communications       Sewing/Crafts
		    Computer Skills		     Typing/Data Entry     
		    Other _______________________                

Time Available:       Mon 	       Tue	    Wed	          Thur.	       Fri	             Sat                Sun
          Morning          ___               ___              ___               ___            ___            ___               ___
          Afternoon        ___               ___             ___                ___            ___            ___               ___
          Evening           ___               ___             ___                ___            ___            ___               ___

Frequency of Service: (circle preference)      Monthly      Weekly
 =======================================================================================================

Medical Reference: ___________________________________________________________   (        )_______-__________			 
                                                      (Name of Doctor)			                                                                     (Phone)

Allergic Reaction:  (circle all that apply)     Bee Sting       Penicillin       Other __________________________________________________

What accommodations would you require to volunteer at St. Marys Health Center? _____________________________

Have you ever been convicted of or pled guilty or nolo contendere to a misdemeanor or felony (other than a traffic violation?   Yes   No 
(You may answer “no” if the record of the conviction has been sealed, expunged, impounded, pardoned, or annulled by a court of law or 
statute.) If YES, please describe and give date and location (county/state) 
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

Comment: ___________________________________________________________________________________________ 

I understand that my schedule doesn’t change unless I talk to the Volunteer Coordinator. I will call the Committee Chairman/Department if I 
cannot work my day or time.

______________________________________________________________	 ____________________________ 	              
                    (Applicant’s Signature)					                                   (Date)


