CHESAPEAKE CARE FREE CLINIC
VOLUNTEER APPLICATION

DATE:
NAME:

(Last) (first) (miololle)
ADDRESS:
OITY: STATE: ZP:
HOME PHONE: () - WORK PHONE: () -
CEBLLULAR: () - PAGER: () -
E-MALIL: DOR: mnm/ddd

EASIEST WAY TO CONTACT YOU:

EMPLOYER'S NAME:

ADDRESS:

1. Are You volunteering to complete a requirement? Yes / No
If yes, which organization referred you?
Orgawnization Contact Person § Phone #

(f yes, how many hours do You require?

if yes, what is your required date of completion?

2. Do You have any health problems that way affect Your Volunteer assignment?
Yes / No  If Yes Please explain

3. How did you learn about the Chesapeake Care Free Clinie?
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4. ReTerences

Nawme phones Relationship

Name phones# Relatlonship

5. _Affllations

civic organizations ProfessionnlAssociations

Chureh ®Boaro Member

&. How often would you be able to volunteer?

. Your Preferved Volunteer Thmes: (Circle)

Monday AM - Mowday Aftermoon - Mownday PM
Tuesday AM - Tuesday Aftermoon - Tutsday PM
Wednesday AM  ~  wednesday Afternoon - Wednesday PM

Thursday AM  ~  Thursday Afternoon —  Thursday PM

Fr’w[ag AM - satwdag AM

oOther:

g. To respect the dignity of our patients, all wmedical information is CONFIDENTIAL ano will not be
discussed outstde of the clinie, Any volunteer who does not respect this policy will not continue to
volunteer at Chesapeake Care Free Clinie,

undeérstand the above Date
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