`Peninsula Hospital Center 

Application For Volunteer Service

Last Name:
___________________ First Name: _______________________

Mr. ___    Mrs. ___ Ms. ___ Miss ___

Street Address: ______________________________________  Apt. #: ______

e-mail address: ______________________________

City: ______________________ State: ____________  
Zip Code: _______

Social Security #: ________________________ Date of Birth: _____________

Home Phone #: _______________________  Cell Phone #: ________________

Education: High School: _________ College/Univ. _______    Degree: _______

Business/Trade School: _______  Specialization: ______________

School Name: _________________________   School Major _______________

Foreign Language Spoken: ________________

Contact Person: ____________  Phone #: ___________ Relationsship: ______

Currently Employed? yes ___  no ___  Name of Employer _________________
Have you ever been a volunteer before?   yes ___  no ___

Briefly explain prior volunteer experience ______________________________________

Are you currently able to perform all functions of the volunteer position for which you are applying, with or without reasonable accommodation? ____ Yes  ____ No
If no, please explain: __________________________________________________

What do you want to gain from your volunteer experience? _____________________

Select duties/interests that suit you:

___ Walking


___ Telephone Work

___ Work independently

___ Selling


___ Service for Patients   
___ Varied Duties

___ Helping the Staff

___Working with Public
___ Being seated Mostly


___ Clerical/office duties
___Consistent tasks

___ Interoffice Delivery

What days and hours (including weekends) are you available to volunteer? ___________________________________________________________________

To the best of your knowledge, will you be available as a volunteer for at least six months from the date of this application? ___ yes ___ no

Have you ever been convicted of a crime? ___yes ___no. If yes, please describe the nature of the offense, the date of the offense, and your rehabilitation since conviction. The hospital will conduct a criminal background check if you are accepted into the volunteer program.

Is there any additional information you would like to offer that would help in the process of place you as a volunteer? _____________________________________ ______________________________________________________________________________________________________________________________________

The information that I have provided above is accurate to the best of my knowledge.

Date: __________________  Signature: ______________________________

Return the completed forms to:
Volunteer Division








      
Department of External Affairs and Development






Peninsula Hospital Center

51-15 Beach Channel Drive

Far Rockaway, New York 11691
(Or fax you completed application to: #718-318-2259)
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