Orientation_____________                                                        

Service________________                                                       

Day___________________                                                    

Time__________________                                                                  
NORTH FULTON REGIONAL HOSPITAL

VOLUNTEER SERVICES

ADULT VOLUNTEER APPLICATION

Miss

Mrs. _________________________________________________________________________________________

Mr.           Last Name                         First Name                                     Maiden Name                         Spouse’s Name 
Address _____________________________________________City ______________________ Zip ___________

Telephone                                          Cell/Beeper                                       Social Security Number _______________

Email ______________________________

EMPLOYMENT: (Present or Last)                        
                                                                                                                                                                                                                          From: ________   To: __________
 Employer ______________________________ Supervisor _______________
Address ____________________________________________ City _________________ State _____ Zip ______

Telephone or e-mail ________________________________________
Position & Duties ______________________________________________________________________________

Does your employer make a donation for your service hours?                     Yes                           No

Do your service hours fulfill a requirement?                     Yes                              No

If yes, please explain: ___________________________________________________________________________                                                                                                                                                                                     
EDUCATION:
I have completed     High School                 Some College                    College                  Grad School ___________                       

Name of School _________________________________ Address _______________________________________                                                        

Degree or major                                                                    Date of Graduation ______________________________                                                                                  
PREVIOUS VOLUNTEER OR CIVIC EXPERIENCE:
                                                                                                                                                                                                                                       Name of Organization __________________________________ Address__________________________________                       
City _________________________ State ___________ Zip Code ___________ Telephone ___________________
Position __________________________ Reference - telephone or e-mail address ___________________________
Why do you want to volunteer at North Fulton Regional Hospital? _______________________________________                                                                                                             

_____________________________________________________________________________________________                                                                                                                                                                                                           
HOBBIES, SPECIAL SKILLS OR INTERESTS:                                                                                                                                    
_____________________________________________________________________________________________                                                                                                                                                                                                                      
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 Regional Hospital?  _____________________                                                                        
If yes, please explain: ___________________________________________________________________________                                                                                                                                                                                    

HEALTH:  

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 _______________________________________________________________________________   
	SKILLS/PREFERENCES
	VOLUNTEER WORK

PREFERENCE
	AVAILABILITY

	    Helping Visitors
	     Adults
	Please check the boxes for the days and 

	    Helping Patients
	     Visitors/Families
	times you are most often available to 

	    Special Projects/Fundraising
	     Patients
	volunteer:

	    Clerical/computer
	     Other Volunteers
	S   M    T    W    T    F     S

	    Errands/Delivery
	     Individually
	Morn.

	    Answering Phones
	     Office
	After.

	    Gift Shop
	     No Patient Contact
	Eve.

	   *Charlie’s Angels  
	
	


*Volunteers who offer sing-a-longs to assisted living homes.
Are you required to volunteer? _______ Yes   _________ No   If yes, by whom? ______________________________________

How did you hear about our Volunteer Program? _______________________________________________________________

In making application to the North Fulton Regional 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 Regional Hospital Volunteers, Inc
Date                                                                     Signature _______________________________________________                                                                                                                           
Birthday                                                               Date available to start _____________________________________

