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APPLICATION FOR VOLUNTEER SERVICES
PLEASE PRINT





Date: ______________________
Name: _______________________________________________________________________________

       
  First



Middle


Last                                                                                                                                
Address: _____________________________________________City ______________________ Zip ___________

Home Telephone:                                          Cell Phone:                                       







Email Address:  ____________________________________
Hobbies: _________________________________________

Reason(s) for volunteering: _______________________________________________________________________

Previous volunteer experience: ____________________________________________________________________

Emergency Contact Information: (Please provide at least one contact)

Name _________________________________
Telephone _____________________________
Name _________________________________
Telephone _____________________________
EMPLOYMENT: (Present or Last)                        
                                                                                                                                                                                                                          From: ________   To: __________
 Employer ______________________________ Supervisor _______________
Does your employer make a donation for your service hours?                     Yes                           No

Do your service hours fulfill a requirement?                     Yes                              No

EDUCATION:
I have completed     High School                 Some College                    College                  Grad School ___________                       

Degree or major                                                                    Date of Graduation ______________________________                                                                                  
Have you been convicted of a felony during the past 5 years?    ______ Yes   ______ No
If yes, what was the felony? ______________________________________________________________________
In what city and state was the conviction made? ______________________________________________________ 
Do you have a friend or family member associated with North Fulton Hospital?  _____________________                                                                        
If yes, please explain: ___________________________________________________________________________                                                                                                                                                                                    

***We ask that all new volunteers make a commitment to be with us for at least six months and volunteer one four hour shift per week. Are you able to make a commitment to volunteer one four hour shift per week? ___ Yes ___ No                

If no, please explain: ____________________________________________________________________________ 
REFERENCES: (employers, coworkers, friends, clergy, auxiliary members -do not list family) 

1) ___________________________________________________________________________________________

 NAME                                                              STREET                                                CITY       STATE          ZIP         E-Mail or Phone _______________________________________________________________________________
2) ___________________________________________________________________________________________
NAME
                                                             STREET


         CITY      STATE          ZIP          E-Mail or Phone _______________________________________________________________________________   
How did you hear about our Volunteer Program? _______________________________________________________________ 
In making application to the North Fulton Hospital Volunteers, Inc., I hereby certify that I will abide by the by-laws of this organization as adopted by the membership.  I also certify that the information contained in this application is true and correct and give my permission for this information to be verified by North Fulton Hospital Volunteers, Inc
 Signature _______________________________________________                                                                                                                           
Birthday                  /                   /                          Date available to start _______________
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