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Volunteer Application   
PLEASE READ BEFORE COMPLETING THIS APPLI CATION

This company does not discriminate in the recruitment, hiring and conditions of employment on the basis of race, color, religion, national origin, gender, sexual orientation, marital status, disability, age or veteran status.  No question on this application is intended to secure information to be used in a discriminatory manner.    Your completed application will be reviewed carefully; but receipt does not imply you will be accepted.  Volunteer consideration necessitates that you meet all minimum qualifications required for the position for which you are applying.

(ANSWER ALL QUESTIONS COMPLETELY.)


Name _________________________________________________
Date ___________________________________

                                 (Last)                         (First)                           (Middle)

Address _______________________________________________ 
Telephone: Home ________________________

                            (Street)                             (City)                   (State)           (Zip)         Mobile: ________________________________
              

Date of Birth ​______________   
Current Employer ______________________________________
Dates of Employment _____________________

Business Address ______________________________________
Telephone: Business ______________________

E-mail address; if you check it at least weekly:  ____________________________________________________

Other names used in prior employment _______________________________________________________________



Applying for position as:  _________________________________ 
Date available to start _____________________
What time(s) during the week do you wish to volunteer? __________________________________________________

Volunteer Services Preferred:    ( Hospice Home Patient Care       ( Hospice Nursing Home     

 ( Patient Care Hospice Bereavement       ( Clerical       ( Hospital Visits         ( Other  _______________________

Do you have access to a car? ____________
If Yes, Do you carry personal liability insurance? _________________

Company’s Name & Policy Number _________________________________________________________________

Emergency Contact ______________________________________
Phone Number ________________________

How were you referred to our company?  

             ( Employee            ( Advertisement     ( School       ( Drop-in       ( Agency    (Internet       ( Other

Name of referral source indicated above _____________________________________________________________

Have you ever pleaded guilty to, or been convicted of a criminal offense     ( Yes     ( No
If yes, give dates and circumstances ________________________________________________________________

CONVICTIONS:  A Conviction does not automatically mean you will be unable to volunteer.  What you were convicted of, the circumstances surrounding the conviction and how long ago the conviction occurred are all important considerations in determining your eligibility.  Give all the facts, so that a fair decision can be made.


Are you currently, or have you ever been, suspended, debarred or otherwise excluded from participation in any federal or state health care program?  ( Yes  ( No     Have you ever been involuntarily discharged from a position?  ( Yes    (No 

If yes, give dates and circumstances __________________________________________________________________


Please complete the below if you have volunteered for a year or longer at an agency.  This information may be used for an additional reference.
Name of Organization ___________________________________
Type of Work ___________________________

________________________________________________________________________________________________

Other Experience, Skills or Interests?  _________________________________________________________________

________________________________________________________________________________________________

Pre-Interview Questions:

1. Why do you want to be a volunteer with Odyssey HealthCare? ___________________________________________

_________________________________________________________________________________________________

  2.  Have you experienced a death of a loved one within the past year? _______________________________________
 ________________________________________________________________________________________________

  3.  How far are you willing to drive to visit a patient or to your assignment? ____________________________________ 
For statistical and/or assignment purpose only
	Education
	Print Name, City and State for Each School Listed
	Type of Course/Major
	Graduate?
	Degree Received

	College
	
	
	
	

	
	
	
	
	

	Trade, Bus., Night, On-Line or Correspondence Schooling.
	
	
	
	

	
	
	
	
	



Would you agree to a pre-employment and/or post-employment drug screening by a physician, clinic or other health care provider selected by the company?         ( Yes         ( No


The Hospice Volunteer program often receives requests for volunteers with specific skills or abilities to speak a particular language or perform a specific job trade, for example.  If there is a need for volunteer recruitment in a particular area, this form is designed to provide the information Hospice needs to carry out the work it does.  Providing any or all of the information listed below is strictly voluntary, and all information is confidential.

Organizations You Belong To
Your Skills

_____    Dactology
_____   B’nai Birth
_____   Carpentry

_____   Eastern Star
_____   Electrical

_____   Exchange Club
_____   Plumbing

_____   Junior League
_____   Gardening

_____   Knights of Columbus
_____   Painting

_____   Lions Club
_____   Sewing

_____   Order of Masons
_____   Calligraphy

_____   Retired Firepersons
_____   Pet Care

_____   Retired Policepersons
_____   Hair Care

_____   Rotary
_____   Nail Care

_____   Veteran
_____   House Cleaner

_____   Other (explain) ___________
_____   Other (explain) __________


_____   Foreign Language__________________
Your Profession
Office Skills

_____   Attorney
_____   Clerical

_____   Educator
_____   Computers
_____   Administrator

_____   Researcher
_____   Data Entry

_____   Engineer
_____   Reception

_____   Physician
_____   Bulk Mailing

_____   Clergy
_____   Questionnaires

_____   Child Care Worker
_____   Record Keeping

_____   Musician
_____   Insurance

_____   Artist
_____   Taxes

_____   Librarian
_____   Medicare/Medicaid

_____   Fireperson
_____   Switchboard

_____   Policeperson
_____   Other (explain) __________

_____   Architect


_____   LPN

_____   RN
Your Volunteer Interest
_____   HHA, Certified

_____   Social Worker
_____   Administrative
_____   Public Relations
_____   Patient Care
_____   Grant Writer
_____   Bereavement
_____   Insurance
_____   Professional
_____   Sales
_____   Community Outreach

_____   Finance
_____   Other:_____________________
_____   Secretarial/Clerical

_____   Other (explain) __________

The below information may be used to cross check volunteer reference letter, or may be used for phone reference.
	Business or Personal References (can be personal: 2 references needed)

	Name
	Address and Phone Number
	Firm Name, Address and Phone Number
	Position or Occupation
	How Long Known

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	List below the names of relatives employed by this company and their relationship to you:   __________________________________________________________________________________________

	

	



I hereby certify that the information provided on this application is accurate to the best of my knowledge and subject to verification by this company.  I authorize the company, its affiliates and their representatives to investigate all information given.  I authorize an investigative report to be made whereby information is obtained through personal interviews with third parties, such as family members, business associates, financial sources, friends and neighbors or others with whom I am acquainted.  I understand and consent to an inquiry that may include information as to my character, general reputation, and personal characteristics, whichever may be applicable.  This information may include, but is not limited to verification of previous employment and employment references, verification of education including requests for transcripts, credit reports, motor vehicle driving records and criminal reports, etc.  I hereby release from all liability or responsibility all persons, companies, organizations or corporations furnishing such information.

I understand that any misrepresentation or omission of a material fact may be justification for refusal of acceptance as a volunteer, or dismissal without advance notice.  

In the event I am accepted I understand that all volunteers are subject to termination at the discretion of the company.  If, in the event I choose to voluntarily stop volunteering, I am free to do so at any time.  

In the event of my acceptance as a volunteer, I will comply with all rules and regulations as set forth in the company’s policy manual or other communications distributed to all employees and volunteers.  I agree to respect the client’s confidentiality.  I will attend orientation and training, and I understand that I will begin service on a reciprocal trial basis.

I also understand that my acceptance is conditional upon my satisfactorily passing a physical examination and/or drug screening, if one is requested, to be given by a physician, clinic or other health care provider selected by the company.

I understand that completion of this form does not guarantee me status as an applicant unless I meet all stated minimum qualifications required for a volunteer.

I have read the above statements and accept them as conditions to volunteering with the company


Signature of Applicant                                       Date

Effective :________________________________
                                (month/year) 

AUTHORIZATION TO OBTAIN INFORMATION

USA-Fact Background Screening

In connection with my application to VOLUNTEER with ODYSSEY HEALTHCARE, I understand that prior to or at any time after my employment commences a Consumer Report may be requested for employment purposes from USA-Fact. from public and private sources; such reports may include, without limitation, information concerning your Social Security number, motor vehicle operation history and criminal history to the extent permitted by law from various local, state, and federal agencies. Further, I understand that a Investigative Consumer Report may be requested and, as required under §1681d(a)(1), I understand that this Report will include information as to my character, general reputation, personal characteristics, mode of living, work habits, performance, experience, along with reasons for termination of past employment, whichever are applicable, obtained through personal interviews with associates who have knowledge concerning such items of information; such information will be obtained from personal interviews with your business associates, former employers or co-employees, or other persons with relevant knowledge.

I VOLUNTARILY AND KNOWINGLY AUTHORIZE ANY PRESENT OR PAST EMPLOYER OR SUPERVISOR; COLLEGE OR UNIVERSITY OR OTHER INSTITUTION OF LEARNING; ADMINISTRATOR; LAW ENFORCEMENT AGENCY, STATE AGENCY, LOCAL AGENCY, FEDERAL AGENCY; CREDIT BUREAU; PRIVATE BUSINESS; MILITARY BRANCH OR THE NATIONAL PERSONNEL RECORDS CENTER; PERSONAL REFERENCE; AND/OR OTHER PERSONS TO GIVE RECORDS OR INFORMATION THEY MAY HAVE CONCERNING MY CRIMINAL HISTORY, MOTOR VEHICLE HISTORY, SOCIAL SECURITY NUMBER, EARNINGS HISTORY, CHARACTER, AND EMPLOYMENT (INCLUDING REASONS FOR TERMINATION) OR ANY OTHER INFORMATION REQUESTED BY USA-FACT.
In accordance with the Fair Credit Reporting Act, the California Consumers Investigative and Credit Reporting Agencies Acts, and the Federal Trade Commission staff opinions, I understand that I have the right to request a complete and accurate disclosure of the nature and scope of the investigation requested.  Further, I am entitled to know if employment is denied because of information obtained by my prospective employer from a Reporting Agency.  If so, I will be so advised in writing and be given the name, address and toll free number of the agency, a statement that the action was based in whole or in part on information contained in the Report, and written notice that I have the right (i) if I request, to obtain within sixty days a free copy of the Report from the Reporting Agency (under no circumstances shall such cost exceed the actual costs of duplication), and from any other Consumer Reporting Agency which compiles and maintains files on consumers on a nationwide basis; and, (ii) to dispute the accuracy or completeness of any information in a consumer report furnished by the Reporting Agency. I understand that upon my request with reasonable notice and after furnishing proper identification, USA-Fact’s trained personnel will provide me with investigative information in my file during normal business hours in person or upon written request, by certified mail to a specified addressee, or telephone as permitted by law.  Further, I understand that I should I wish to review my file in person; I am permitted to be accompanied by one other person of my choosing who shall furnish reasonable identification.

I understand that USA-Fact is a Consumer Reporting Agency and it is USA-Fact’s policy to not be involved in or make hiring decisions or recommendations; however USA-Fact will provide a written explanation of any coded information contained in my file.  USA-Fact’s privacy policy limits the information it provides to the Subscriber named herein, however I hereby authorize the Subscriber to share such information with parties in interest who have a “need to know” such information to protect them and their employees.  Such information may include names and dates of other Subscriber inquiries to USA-Fact.  USA-Fact does not sell or otherwise provide any of the information found in its background investigations to any other party.

I understand that any Consumer Report or Investigative Consumer Report requested will be used strictly for employment purposes as defined under §603(h) and authorized under §604(a)(3)(B) of the Fair Credit Reporting Act, as a report to be used for the purpose of evaluation for employment, promotion, reassignment or retention as an employee.  I further understand that request for workers’ compensation information shall be after a conditional job offer is made and may include “any and all” injuries pursuant to state law and in compliance with the Federal Americans with Disabilities Act.  In addition, any offer of employment, promotion, or reassignment will be conditional upon the receipt of satisfactory information as required and that to be considered for employment, promotion, or reassignment, I must authorize the procurement of such Report(s). A photographic or faxed copy of this form shall be as valid as the original.

I understand that by signing below, I am authorizing ODYSSEY HEALTHCARE to obtain information ONLY in the following areas: Criminal History, Social Security # verification, Motor Vehicle Report, and (where applicable) Professional License # verification.
Location




      Name
















Last



First


MI

Home Address 







____


VOLUNTEER
City 
__________


_______
County
________


State
 ___  ZIP  



FOR IDENTIFICATION PURPOSES, PLEASE PROVIDE:  
Month of Birth ________ (Jan-Dec)       Day of Birth  
  (1-31)    Year_________

Social Security Number




    Driver’s License Number



State Issued

Professional License Number________________________________________ Type ________________State____________________


Have you used any names or social security numbers other than above OR lived/worked in any other counties in the past 7 years?   O Yes  O No

Other Names Used  
   Other SS Number Used  



________

Other Cities/Counties/States  

1. _______________________________________________
2. _______________________________________________

    City
 

State              County


    City
 

State              County


 (Please sign)
Signature Authorizing the Procurement of the Consumer Report and/or Investigative Consumer Report     Date


	I understand that in California, Minnesota, or Oklahoma if a Consumer Report/Investigative Consumer Report was requested, I may order a copy of such report and it will be mailed to me immediately:   FORMCHECKBOX 
 Yes, please send me a copy of my Report


Personal Data





General





Volunteer





General





Previous Volunteer Experience





Health





Volunteer Voluntary Skills Form




















Please Read Carefully Before Signing


























