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Volunteer Services Application

Please print
First Name________________________	Last Name_____________________________
Address__________________________	City/State/Zip___________________________
Date of Birth ______________________	Email Address__________________________
Home Phone ______________________	Work/Cell Phone________________________

Availability
When are you available for volunteer assignments?
____:____ to ____:____ Monday		 ____:____to ____:____Friday
____:____ to ____:____ Tuesday		____:____to ____:____Saturday
____:____ to ____:____ Wednesday	____:____to ____:____Sunday
____:____ to ____:____ Thursday

Number of Days per week: 1  2  3  4  5

Interests
In which areas are you best suited to volunteer?
____ Clinic Waiting Room 		    _____ Gift Shop	 _____ Emergency Room
 _____  Other _____________________________

Past Volunteer Experience:  (Please Explain)
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________




Emergency Notification:
First Name________________________	 Last Name_____________________________
Address___________________________	City/State/Zip___________________________
Home Phone _______________________	Work/Cell Phone________________________

Confidentiality
Chippewa County-Montevideo Hospital is legally required by the Health Insurance Portability and Accountability Act (HIPPA) to protect the privacy and security of health care information of all patients treated at our facility,
Your services to CCMH may include access to patient information.  Under no circumstances may this information be discussed with anyone.  State and Federal law prohibits you from making any disclosure of patient information.
[bookmark: _GoBack]
Agreement and Signature
It is the policy of this organization to provide equal opportunities without regard to race, color, religion, national origin, gender, sexual preference, age, or disability.
By submitting this application, I affirm that the facts set forth in it are true and complete.  I understand that if I am accepted as a volunteer, any false statements, omissions, or other misrepresentations made by me on this application may result in my immediate dismissal.

I understand that I must complete a two (2) step Mantoux test and a criminal background check along with fingerprints will be performed before I start volunteering. 

Signature: ____________________________________________Date:____________________

Signature of Parent or Guardian (under 18) 
____________________________________________Date: ____________________
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