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    Volunteer Services Application   


(please print)
Name: _____________________________ SS #:_________________ Date:  ___________________

Address: _____________________________   Email address:  __________________________

City: ______________________
State: ________________ Zip Code: __________________

Home Phone: ________________ Work Phone: ________________ Date of Birth: ________

Occupation: ________________ Employer: __________________________________________

IN CASE OF EMERGENCY NOTIFY:
Name: _______________________________ Relationship: ___________________________

Address: ___________________________________ City: ________________ State:_______ Zip: _____

Home Phone: ________________ Work Phone: _______________ Alternate Phone: _________________

Family Physician: ______________________________________ Phone: _________________

Education: __________________________________________________________________________________________________________________________________________________________________________________________________________________
Past Volunteer Service: CLUBS/CHURCH/ORGANIZATIONS

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
References (Please list two references other than relatives) 

Name, Address, & Phone # 

1.  _________________________________________________________________________________

2. __________________________________________________________________________________

Have you been convicted of a crime including a Misdemeanor or DUI ?  yes _______
no ______  

If yes, please explain:

__________________________________________________________________________________________________________________________________

Do you have reliable transportation?  yes ___  no ____ Drivers License # _______________State ______

Do you have automobile insurance?     yes _____  no _____  Company ________________________

Have you experienced a loss within the last year?  yes _____

no _____

Relationship to you:
Spouse
 ___
Parent ___
Friend___     Other relative___
Child ___

Areas of Interest: (Please check all activities you are interested in)

Administrative Assistance
Patient support


Special Projects
___data entry


___ visiting

  
___ yard work

___filing


___ telephone companion
___ repairs

___copying


___ errands


___ birthday cakes

___answering phones

___ bereavement support
___ craft projects









___ other (please specify)

Other: ________________________________________________________________________________

Why do you want to volunteer with Alacare? ______________________________________________

Have you had Hospice volunteer training? _______________________________________________

If so, when & where? __________________________________________________________________

Please share any additional information that would assist us in identifying appropriate Home Health/Hospice assignments for you.

____________________________________________________________________________________

____________________________________________________________________________________

Your signature: ___________________________________
Date: _______________

Health Related Information

Name: _____________________________________

Date: ___________________

Address: ___________________________________________________________________

City: __________________
State: __________

Zip:  _____________

1. Have you been seen by a physician or other health services provider for conditions or injuries during the past year that would prevent you from participating in volunteer activities as discussed? yes _____  no _____
If yes, please describe: ___________________________________________________________________________________

__________________________________________________________________________________

2. Please list all allergies, including medications, perfumes, animals, and etc. 

___________________________________________________________________________________

___________________________________________________________________________________

3. Please describe any other restrictions or limitations you may have that would prevent you from performing volunteer activities and responsibilities as discussed.

___________________________________________________________________________________

_________________________________________________________________________________

I have reviewed the requirements for participation in Alacare's volunteer services opportunities. I understand the physical and emotional requirements for participation, and hereby state, to the best of my knowledge, that I am able to fulfill them. If this statement is incomplete or untrue, I understand my association with Alacare may be terminated. I also understand that if pertinent information changes at any time, the need to update this information. 

It is possible that the Volunteer Service office will request that this medical statement be reviewed by an RN within the Hospice/Palliative Care Department. If further medical information is indicated, it is possible that the department will request you obtain additional information from your physician before you are placed as a volunteer within the department. This is done to provide for the safety of our patients and other customers, as well as your safety as a volunteer staff member of our organization. If such information is required, you will be advised.
Your signature: _______________________________________
Date: __________________

Proprietary Property of Alacare - copying or use by any entity other than Alacare Home Health and Hospice is grounds for immediate dismissal and/or lawsuit.
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