VOLUNTEER SERVICE APPLICATION

CONDELL MEDICAL CENTER

Name:

Last First Middle
Address:

Street City State Zip
Home Phone: WorkePho

Education: Circle last year of school completed.
1234567891011 12 College2 B 4 5 6 Final Degree Received

School currently attending

Employment History

Current or Most Recent Employer
Dates Employed to Jdbo Tit
Primary Duties
Reason for Leaving

Supervisor May we coftaceference? _ Yes _ No
Phone Number
Are you currently an employee of Condell Medicaht®@? _ Yes _ No

Volunteer History

Current or Most Recent Volunteer Experience

Dates Volunteered to Primary Duties
Number Hours Per Week May we cbfuaceference? ~ Yes _ No
Supervisor If yes, phonder

Are you aware of any reasons that might preventfymm performing the work required by the
volunteer job for which you are applying? If sgpkin

Availability: Please circle all those that apply.
Monday Tuesday Wednesday Thursdayidaff Saturday Sunday

Mornings Afternoons Evenings



Special skills, training, experience, hobbies, interests.

How did you hear about our volunteer program?

References. Please havewvo (2) references at least 18 years of age (wbamat relatives) and
are familiar with your skills and abilities compethe enclosed reference sheet (Green Form)
and return it to the Volunteer Department in thelesed envelope.

e STATEMENT OF POLICY ON EQUAL OPPORTUNITY: We do not discriminate
based on race, color, creed, national origin, age, or disability nor do we discriminate in
hiring procedures, transfer, termination, discipland selection for training. Our policies are
administered based on your qualifications, expeaeand performance in your volunteer
work.

e | understand | will be required to have a 2-stept@® and a blood draw in the hospital's
laboratory. This is at the hospital's expense.

e | understand that as a condition of my volunteenittpy Condell Medical Center, | will be
required to attend various orientations and trgi@ducation programs, and have an annual
TB test.

e Submit two (2) references as stated above.

e Condell Medical Center provides a smoke free emvitent. | agree to abide by the policies
in force concerning smoking restrictions during pleeiod of my volunteering.

| certify that the information | have provided dmstapplication is true to the best of my
knowledge and belief and | authorize Condell tafyehe validity of any of this information. |
understand that any willful omission of facts dsifacation may result in the dismissal from my
volunteer services.

(Candidate's Signature) (Date)
A parent or guardian's signature is required fdumeer candidates 17 years of age and under.

| grant permission for my son/daughter to volunteeiCondell Medical Center. My
son/daughter is at least 15 years of age? Yes No

(Parent/Guardian Signature) (Date)



Volunteer Services Reference Verificatio

Please Print

Name of Reference

Address

City

Name of Potential Volunteer

The above applicant has applied for a position wittCondell Hospice. We would appreciate your
cooperation in checking the appropriate spaces beloas they pertain to this applicant. The
applicant has given us your name, but please feekt to call and verify his or her approval for
release of this information. Return this form at your earliest convenience, as the applicant’s filesi
not complete without verified references. Thank yo for your anticipated cooperation.

Number of years you have known the applicant:

Relationship to the applicant (friend, employer, at.)

Please indicate how you would rate the applicant W regards to the following four qualities:

Poor Fair Average Above Average Outstanding

Dependability

Confidentiality

Commitment

Ability to
handle stress

Comments:

Please return to:

Condell Hospice

Attn: Volunteer Coordinator
115 W Church Street
Libertyville IL 60048
Phone: (847) 816-8848
Fax: (847) 816-9051




