MEMORIAL HOSPITAL VOLUNTEER PROGRAM

Application for Membership

Name _____________________ Sex _________ Date of Birth _________

Address ___________________  City ________________Zip Code ______

Home Phone __________________ Alternate Phone __________________

Person to Notify in an Emergency __________________ Phone _________

Relationship to this person to you ________________________

VOLUNTEER ACTIVITIES

Past ____________________________   Agency _____________________

Where would you like to volunteer _________________________________

EMPLOYMENT ACTIVITIES

Employer _____________________ Type of work ___________________

Employer _____________________ Type of work ___________________

Retired________________________ Type of work___________________

Last grade completed ___________ Last school attended _______________

Community Affiliation (For example: churches, clubs, special interest groups, ect.)__________________________________________________________

Have you ever been convicted of a crime except a minor traffic violation?

Yes_______  No_________  If yes, please explain_______________________________________________________

Personal References (please do not include relatives) Please list three names and telephone numbers.  We will request brief information from those listed.

1. ______________________________________________________

2. _______________________________________________________

3. _______________________________________________________

How did you learn about our volunteer program?______________________________________________________

Briefly state why you want to become a volunteer:_____________________

__________________________________________________________________________________________________________________________

Please check your preference:

I prefer to work:
Mornings ____
Afternoons ____
Evenings ____

                               Weekends ____
Weekdays ____

All Volunteers must be placed in positions appropriate to their physical condition.  If appropriate, may we check with your family physician regarding your health?
Yes ____ 
No ____

Physician’s Name ______________________ Phone _________________

Would you be available for occasional temporary assignments? 


Yes ____ 
No ____

Types of assignments for each individual volunteer will be discussed upon process of approval for all procedures necessary.

VOLUNTEER PLEDGE

I pledge:

____
My conscientious effort in fulfilling my duties.

____ To conduct myself professionally, with tact, consideration, and    

         understanding.

____ To hold all information which I may hear or see regarding physicians,

           nurses, visitors, or patients as confidential.

____ To understand that I will seek only information I need-to-know to 

         perform my work.

____ To share problems only with Volunteer Services Staff.

____To be loyal to the Mission of the Auxiliary and the Hospital.

I certify that the information given by me in this application is true in all respects, and I agree that if accepted and it is found to be false in any way, that I may be subject to dismissal without notice.

Signature ____________________________ Date __________________

Parent/Guardian Signature _____________________________________

Date  _____________________

Notice To Applications/Volunteers

Regarding Consumer Report

In order to ensure a safe working environment, ADVENTIST HEALTH SYSTEM  has chosen to perform a form of consumer report on all prospective employees-specifically a criminal record check and previous employment references.

ADVENTIST HEALTH SYSTEM requires- as a condition of admission to the Volunteer Program-that all prospective volunteers consent to a criminal record check and that certain identifying information is provided to facilitate the record check process.

Additionally, ADVENTIST HEALTH SYSTEM may contact criminal record checks at certain times during the course of the individual’s volunteering.  Failure to consent to background verification, including criminal record check, will result in ineligibility for admission to or termination from the Volunteer Program.

PLEASE ACKNOLWLEDGE RECEIPT OF THIS NOTICE BELOW.

___________________________________    ________________________

Signature of Applicant/Volunteer


Date Signed

___________________________________  _________________________

Printed Name of Applicant/Volunteer

Social Security Number

AUTHORIZATION

I Authorize Adventist Health System and its agent to obtain a criminal record check for purposes of admission to the Volunteer Program.  If I am accepted into the program, this authorization will remain valid and will serve as an ongoing authorization for Adventist Health System and its agents to obtain criminal record checks on me at any time during my Volunteer work.

________________________________   _________________________

Signature of Applicant/Volunteer

Date Signed

