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Name of Applicant: _________________________________   Date: __________________

Street Address: ________________________________ City: _________________ State: ______ Zip: _______
Home Phone: ______________________ Work Phone: ___________________Cell Phone: _______________
Email Address: _____________________________________________

Birth Date:  Day__________ Month__________ (No Year)

Are you employed?  Yes ____ No ____   Name of Employer: _________________________________

Can we contact you at work?  Yes ___ Phone # ___________________ No ___    Emergency only ____ 
Person we can contact in case of an emergency: _____________________________________________

Phone numbers:  ____________________________________

Education/Training: _____________________________________________________________

Work or Volunteer Experience: ______________________________________________________________

Tell us why you want to be a Care Initiatives Hospice Volunteer ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 References (excluding family members).

Name:  _____________________________________ Phone: _______________________________________

Address: _________________________________________ Relationship: _____________________________

Name: _____________________________________ Phone: _______________________________________ 

Address: __________________________________________ Relationship: ___________________________
Name: _______________________________________ Phone: _____________________________________

Address: __________________________________________ Relationship: ____________________________

Areas of Interest

Patient/Family Care: ______


Administrative Support ______
Fund Raising ______

Bereavement _______


What qualities (skills, talents, knowledge, and experience) do you feel you can incorporate into your hospice volunteer work?  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

VOLUNTEER APPLICANTS STATEMENT

PLEASE READ CAREFULLY BEFORE SIGNING


Mail or fax completed application to the nearest Care Initiatives Hospice location.  Attention Community Representative/Volunteer Coordinator. 
The information given in this application to be a volunteer is true and complete to the best of my knowledge.  


I acknowledge that I have been informed that Care Initiatives Hospice is required to conduct a criminal and dependent adult abuse record check on me as a condition of volunteering.  


Care Initiatives Inc. has my permission to obtain all necessary information from the references I have listed, or any other sources, concerning my prior work or volunteer experience.  I release all parties from any possible damages resulting from disclosing such information with or without prior written notice to me. This signed statement, or a photocopy of same, constitutes a release to provide such information to this company. 





__________________________________________			___________________________


Volunteer Applicants Signature						Date
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