
                       Charlevoix Area Hospital Volunteer Application 
 
 
NAME  _______________________________________________________________________ 
      LAST    FIRST                MIDDLE  

LOCAL ADDRESS:                                                                                                                              

DAYTIME TELEPHONE:                        HOME PHONE:                      E-MAIL                          

WINTER ADDRESS:                                                                                                                          

   __________________________ From _______Until________ 

SOCIAL SECURITY # __________________________  BIRTHDAY_____________  

EDUCATION (Circle highest grade completed) 

 Grade 6 7 8         High School   9 10 11 12          College 1 2 3 4 Degree______________  
 Are you currently a student? _______________ Where?___________________________  
 
LENGTH OF TIME AVAILABLE TO VOLUNTEER: 
 Summer only     winter only  Year around   Other_______________________________ 

HOW OFTEN WOULD YOU LIKE TO VOLUNTEER:  Weekly     1-2xWkly    2xMonth      Other 

DAYS & TIMES AVAILABLE:   M  T  W  TH   F  S  S        MORNING         AFTERNOON        EVENING 

PLEASE IDENTIFY THOSE SERVICES YOU ARE MOST INTERESTED IN: 

❏  Admitting Receptionist ❏  Baking ❏  Boyne Area Medical Center 
❏  Boyne Rehabilitation ❏  Book cart ❏  Cardiac Rehabilitation 
❏  Chaplain ❏  Christmas Decorating ❏  Delivering Patient Meals (Floor) 
❏  Dietary  ❏  Gift Shop ❏  Hostess 
❏  Info Desk ❏  Inter-hospital Transport ❏  Knitting  
❏  Mailings ❏  Material Assembly ❏  Physical Therapy 
❏  Print Shop ❏  Sewing  ❏  Special Fund Raising events 
❏  Telephoning   ❏  Tour Guide ❏  Tray Favors 
❏  Typing ❏  Delivering Printing 

Materials 
ο OR Department 

  
WORK SKILLS: Do you bring any work skills that you might perform? Describe 

 Please detail:                                                                                                                                                       

                                                                                                                                                                              

PLEASE LIST ANY CURRENT AND/OR PRIOR VOLUNTEER EXPERIENCE (Clubs, other) 

                                                                                                                                                      

HAVE YOU VOLUNTEERED AT CHARLEVOIX AREA HOSPITAL BEFORE?              WHEN?            

#005A R 3/2003    (Please complete reverse side) 



 

WHY ARE YOU INTERESTED IN VOLUNTEERING?                                                                                          

                                                                                                                                                                              

 
WHAT ARE YOUR INTERESTS OR HOBBIES?                                                                                                  

DO YOU HAVE A CONDITION YOU FEEL MAY REQUIRE SPECIAL CONSIDERATION FOR YOUR 

VOLUNTEER WORK ASSIGNMENT?              PLEASE SPECIFY:                                                                    

HAVE YOU EVER BEEN CONVICTED OF A CRIME?                

Where?                   What was the nature of your offense?                                                                                  

Are there any felony charges pending against you?           If yes, please 

Explain:                                                                                                                                                                 

You will not be refused a volunteer position solely because of a conviction of a crime.  Rather, the 
organization's decision will be determined on whether the conviction relates in some way to the position 
applied for. 
 
IN CASE OF EMERGENCY, WHOM SHOULD WE CONTACT?                                        

RELATIONSHIP                                     PHONE #                   

FAMILY PHYSICIAN                                 PHONE #                    

PLEASE GIVE TWO ADULT REFERENCES WHO ARE NOT RELATIVES: 

NAME                                                                          NAME                                                                       

ADDRESS                             ADDRESS                                                                 

                                                                                                                                                                      

TELEPHONE                            TELEPHONE                                              

 

In submitting this application, I agree to the following: 

 1. If placed as a volunteer, I understand that I am not an employee of Charlevoix Area Hospital 
and will not receive payment of wages and/or benefits. 

 2. To observe all hospital rules and regulations. 
 3. To permit Charlevoix Area Hospital to obtain any information from previous employers or 

others, without liability arising therefrom. 
 
SIGNATURE:                                               DATE:                       
 
#005B R3/2003 


