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Volunteer Application
Please Print
Hospice & Palliative Care, Inc. does not discriminate in volunteer recruitment, training, or assignment practices based on race, color, creed, gender, national origin, disability, marital status, sexual orientation or age.

Name:_________________________________________________________________ 
Social Security Number:_____________________
Date of Birth:______________________________

Address: _______________________________________________________________

                 _______________________________________________________________

                 _______________________________________________________________

Home Phone:                        
Business Phone:                      


Cell Phone 







E-mail address:  





_______
Employed at:  






          

Occupation(s)—Current and Past:  










***********************************************************************************************
Person to Notify in Case of Emergency:

Name:__________________________ Phone: (       )__________________ Relationship:________________

Address:_________________________________________ City:___________  State:______ Zip:_________

***********************************************************************************************
Education:  




License/Certificate Held:  _______________________                                                                   

Are you 16 years of age or older?      ( Yes     ( No

Have you ever been convicted of a crime?  ( Yes     ( No

If yes, describe in full:  










Do you have any impairments—physical, mental, or medical—which would interfere with your ability to perform volunteer duties for which you have applied?

( Yes     ( No     If yes, describe:  







______
Foreign Language/Other Language Skills:
______________________________________________________
Military History:  ______Yes         _______ No      If yes, please state branch:______________
Identified Areas of Interest
Patient/Family Care:  _________ In home ________Nursing Home ________Siegenthaler Center

_________Errands __________Meal Preparation ________Light Housekeeping _______Veteran’s Recognition

Administrative: ________Data Entry/Clerical _________Mailings __________Receptionist

__________ The Legacy Project: A Thrift Store to Benefit Hospice 
Availability:   When are you available? (Please check all that apply):

Mondays:          Mornings___________ Afternoons___________
Evenings ______________

Tuesdays:          Mornings___________ Afternoons___________
Evenings ______________

Wednesdays:    Mornings___________ Afternoons___________
Evenings ______________
Thursdays:         Mornings___________ Afternoons___________
Evenings ______________

Fridays:               Mornings___________ Afternoons___________
Evenings ______________
Saturdays:          Mornings___________ Afternoons___________
Evenings ______________

Sundays:             Mornings___________ Afternoons___________
Evenings ______________

Background/Preferences
Why do you want to be a hospice volunteer:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any preferences/sensitivities you may have (ie Allergic to dogs,non-smoker/smoker,pet friendly):

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Death and Dying

Have you ever provided care to anyone who was dying ?    ________Yes  _______No  

If yes, please explain:
______________________________________________________________________________________________________________________________________________________________________________
References
List names/addresses of three persons not related to you whom you have known at least one year.  HPCI will be contacting the following references. 
1.  First Name: ____________________   Last Name:________________________
    Full Address                                                            
________________________________________
                                        Street                                                                                                                           City               State             ZIP
    Phone Number : _____________________________________
    Relationship to Volunteer Applicant: 









2.    First Name: ____________________   Last Name:________________________
    Full Address                                                            
________________________________________
                                        Street                                                                                                                           City               State             ZIP
    Phone Number : _____________________________________

    Relationship to Volunteer Applicant: 









3.  First Name: ____________________   Last Name:________________________
    Full Address                                                            
________________________________________
                                        Street                                                                                                                           City               State             ZIP
    Phone Number : _____________________________________

    Relationship to Volunteer Applicant: 










I authorize Hospice & Palliative Care, Inc. to contact the above-listed persons for the purpose of obtaining references.  I understand all information will be kept confidential and release from liability any person giving or receiving information.

In addition, I understand I will be required to sign an affidavit authorizing Hospice & Palliative Care, Inc./Hospice & Palliative Care, Inc.’s contracted agency to conduct a criminal background check.

I understand and agree that any material misrepresentation or deliberate omission of a fact in my application may be justification for refusal of, or if activated as HPCI volunteer, termination from volunteerism.

Signature:______________________________________________ Date:__________________________
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