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Volunteer Application

Name: 









Date: 



Address: 













Home Phone: 


    Work: 


  E-mail address: 



Date of Birth: 

   
/


Sex:
 FORMCHECKBOX 

Male

 FORMCHECKBOX 

Female


    (Month)
       (Day)
Occupation: 





Employer: 





May we call you at work?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

How did you find out about our hospice volunteer program? 
 FORMCHECKBOX 
 Covenant Employee

 FORMCHECKBOX 
 Newspaper

 FORMCHECKBOX 
 Hospice Volunteer

 FORMCHECKBOX 
 Hospice Patient
 FORMCHECKBOX 
 Other: 


What made you decide to become a hospice volunteer? 






Please indicate the services you would be most interested in providing as a hospice volunteer:

 FORMCHECKBOX 

Public relations work in the community

 FORMCHECKBOX 

Clerical help in the office (filing, phone calls, mailings, etc.)

 FORMCHECKBOX 

Direct work with patients and families

 FORMCHECKBOX 

Resource person with seminars and workshops

 FORMCHECKBOX 

Bereavement

 FORMCHECKBOX 

Fundraising

 FORMCHECKBOX 

Other (please specify): 








Are you prepared to attend monthly volunteer meetings?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Please list at least three (3) personal references we may contact:

1. Name: 







Phone: 




Address: 












2. Name: 







Phone: 




Address: 












3. Name: 







Phone: 




Address: 












Signature: 







Date: 
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