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VOLUNTEER APPLICATION FORM

NAME:___________________________________________________Date:_______________

ADDRESS:___________________________________________________________________

Street



City


Zip Code

PHONE:_____________ _____________ _____________ Best Time to Call:____________

  
      Home

Business
  Other

Birth date: ___________________ (Month and Day Only)     e-mail:______________________

If  Employed,  where?_____________________________ Occupation______________________

         Educational

If  Student,  where?_______________________________Background_____________________

Reason(s) for wanting to be an Adventist Bolingbrook Hospital volunteer _____________________
________________________________________________________________________________

Please list if you have volunteered for other groups (i.e., Church, Schools, etc.)

1.________________________________
3.__________________________________________

2.________________________________
4___________________________________________

List special skills, training, interests, foreign languages, or hobbies:

________________________________________________________________________________

________________________________________________________________________________

How did you hear about our volunteer program?

Self-referred___________________________
Friend________________________________

Brochure______________________________
Newspaper____________________________

School________________________________
Church________________________________

Other (please explain) ______________________________________________________________

Please list two (2) persons who can comment on your ability to volunteer.  The personal reference should not be a relative.  The second reference must be a medical physician, but may be any physician whatsoever; relative, neighbor, medical care provider, etc.  A questionnaire will be sent to these persons, indicating you have given us permission to contact them.  Complete mailing address for each reference is required for application to be processed.  
Personal/Character Reference:

Medical Reference:

________________________________
_______________________________________

Name
(please include title: Mr/Mrs/Ms)
Physician Name

________________________________
_______________________________________

Street

City
             Zip Code
Street

City
                          Zip Code

________________________________
_______________________________________

Phone





 Phone

Have you ever pled guilty, pled “no contest” or been convicted of any criminal offense (misdemeanor or felony) other than parking tickets?          ___ Yes         ___ No

If you answered yes, please provide complete information on all criminal offense(s), date(s), location(s), (city/county and state) and disposition. (use additional sheet if necessary):

	Offense
	Date
	Location
	Disposition

	
	
	
	

	
	
	
	


Notify in an emergency:__________________________ Phone:______________________

Relationship ____________________________                          work, cell or home   (circle one)
Signature________________________________________ Date______________________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Mail completed application to:
Jody Heilstedt
Volunteer Services 

Adventist Bolingbrook Hospital
500 Remington Blvd.
Bolingbrook, IL  60440
When your completed application has been received by the Volunteer Services department, brief reference check forms will be mailed to the individuals you have listed as references.  When those individuals have returned their completed reference forms to the Volunteer Services department, you will be contacted to arrange a personal one-on-one interview with the department Director.
