	[image: ]
[image: ]
[bookmark: _GoBack]Volunteer Application – General

Date: ____/____/_______			DOB: ___/___/_______		     **Office Use Only**	

Program Name:


_________________________________________

Case Worker:

 _____________________________

Telephone #: 

_____________________________

Assignment: 

_____________________________
Name:

Address



Apt #
City

State

Zip Code

Telephone Number

Cellular Number

Email address



										












	
Schedule: 	Total Days: ______		Total Hours: _______

	
	Sun
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat

	From
	
	
	
	
	
	
	

	To
	
	
	
	
	
	
	




Personal
Have you ever applied for a position at St. Barnabas Hospital and/or Affiliates and been denied a position?  
 Yes	 No
If yes, please explain: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

*Please be advised that the Hospital (or referring facility) will perform a criminal background check in order to meet certain regulatory requirements

I agree to obtain a background check.

Signature:  __________________________________		Date: _____/_____/_________


For office use only:		Start Date: ___/___/______		End Date: ___/___/______

Final Clearance: ___/___/______	HIPAA Signed:   ___/___/______


Volunteer Application 
			
Name: ___________________________________	DOB: ___/___/_______
										Emergency Contact:
1st Person
Contact Person:				 ________________________________________
Relation to Contact Person:		_________________________________________ 
Emergency Telephone Number:	             _________________________________________

2nd Person
Contact Person:				 ________________________________________
Relation to Contact Person:		_________________________________________ 
Emergency Telephone Number:	                _________________________________________

_____________________________________













	Education:

	Name of School
	Address
	Year Completed
	If Graduated Deg/Major
	Non- Graduate level Completed

	H.S. or highest Grade Completed
	
	
	
	
	

	Technical or Nursing School

	
	
	
	
	

	Graduate School
	
	
	
	
	



Previous volunteer experience: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________

Interest:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________


                                           ** Please submit resume along with this application**

     Volunteer Department – Reference Check Request
			
Name: ______________________________________            DOB: ____/____/_______
**For Office Use Only**		
	Name:


	Comments:

	Relationship:


	

	Full Address:


	

	Phone Number:
(Include area code)

	



	Name:


	Comments:

	Relationship:


	

	Full Address:


	

	Phone Number:
(Include area code)

	



	Name:


	Comments:

	Relationship:


	

	Full Address:


	

	Phone Number:
(Include area code)

	



______________________________________________                                 __________________                
Yvonne Robles, Director of Volunteer Department                                                    Date 
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Affiliated with Albert Einstein College of Medicine, NYIT College of Osteopathic Medicine, and CUNY School of Medicine.




