THE WASHINGTON HOSPITAL

DEPARTMENT OF VOLUNTEER SERVICES
TEEN VOLUNTEER APPLICATION

Name: Date:

Last First Middle Initial
Address: Zip Code:
Telephone: Birthdate: Current Age: ___ Social Security No.:
E-mail address: Cell Phone #
Grade at present: High School:
Emergency Contact: Relationship: Phone:
Address: Work Phone:
High School Activities: Other:

Hobbies, skills, interests:

Volunteer Experience: (include where and what you did)

Why do you want to volunteer?

Are you interested in a medical career?

| Your signature indicates your approval for us to check all references. |

Signed: Date:
(Applicant)

REFERENCES:

Medical Reference:

Family Physician Address Phone

Please list non-family adults, such as a teacher, guidance counselor, school principal, minister or neighbor whom we might
contact.

1. Name: Title: Phone:

2. Name; Title: Phone:




Do you know any employee of The Washington Hospital:
Who?

Time Available to Volunteer: (Check all that apply.)

Sunday Monday Tuesday Wednesday Thursday Friday Saturday
Morning
Afternoon
Evening
I get home from school: Are you available during the evening hours? Yes No
Time

BRING YOUR APPLICATION TO YOUR INTERVIEW. Or Mail it to: Volunteer Services, The Washington
Hospital, 155 Wilson Avenue, Washington, PA 15301
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Comments:
Interviewed: Oriented: Dues Paid:
Confidentiality Statement Signed: Uniform Ordered:
Immunization Record to EH: TB Test: Photo ID:
Permission Forms Returned: Health Form:
Assigned to: Training Form(s) Sent:
Computer Data Entered: Volunteer ID #:

Created Volunteer File:
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