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Volunteer Services Application
Which campus are you interested in: Cambridge ___ Somerville___Whidden___ 
In compliance with Federal and State Equal Employment Laws, qualified applicants are considered for all positions without regard to race, color, religion , sex, national origin, age, marital status or the presence of a non-job related physical or mental handicap.

DATE:  _____________________                                                  PLEASE PRINT CLEARLY

NAME __________________________________________________________________________


               Last


                First



Middle Initial

ADDRESS _______________________________________________________________________



Street



City



State

          Zip

Phone_________________ Cell__________________ E-mail_______________________
Are you over the age of 18? Yes__No __. Parental consent is required for volunteers between the ages of 14 and 17. 

Type of volunteer service preferred:  ________________________________________
Days & Times Available__________________________________________________
===========================================================================
Education:
Name of School
Address
      Dates            Graduate?
Major
Degree received








Attended

===========================================================================

High School

____________________________________________________________________________________
College

____________________________________________________________________________________
Technical School

____________________________________________________________________________________
Medical or

Nursing School
Employment experiences:  List your most recent position first.

Company     Address

 Dates Employed
    Position held
      Reason for Leaving
Volunteer Experience:

Where:



Dates



What was your assignment?

Personal References:  Give names of 2 persons, other than relative & personal friends, who have known you for several years. (E.g. rabbi, priest, minister, physician, teacher, counselor, employer)

Name                              Relationship                                    Phone Number                              E-mail address

By whom were you referred to the Cambridge Health Alliance?________________________________________

Do you have any particular skills that would be helpful in a volunteer assignment? ______________​​​​​​​​​​​​​​​
Do you speak any foreign language fluently or have knowledge of sign language?  ______________
List any recreational activities or hobbies.  __________________________________________________

In case of an emergency, whom do you wish us to notify?

Name:  ____________________________
Relationship: __________________________________________

Telephone: _________________ 2nd number__________________
PLEASE READ CAREFULLLY AND SIGN THE STATEMENT BELOW
I certify that the information given above is true and complete and I understand that misrepresentation and/or withholding of information will result in a rejection of this application or my discharge if discovered after volunteer service begins.  I authorize the Alliance to make inquiries regarding my history and character of prior employers, schools, etc. and hereby release employers, schools or individuals from all liability in responding to inquiries in connection with my application and release the Alliance from all liability with respect to such inquiries.

I understand that if I am a volunteer I will be a volunteer at will and may terminate my volunteer assignment at any time with or without cause or notice and that the Alliance also has that right.  I also understand no representative of the Alliance, other than the CEO, has any authority to enter into any agreement for volunteer service for any specified period of time or to make any agreement contrary to the foregoing and that such agreement must be in writing.  As a volunteer, I agree to abide by the Alliance’s policies, rules and procedures and any changes thereto.
I understand that I must provide to the Alliance an updated immunization record which includes verification of Tuberculosis test within the past year.

____________________________________________________________                                       ______________________________________
Applicant’s Signature








Date

For Office Use Only
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Interviewer:

Comments:

Start Date:



Department:


Supervisor:             


Extension:

Schedule:






Drug Screen / Immunization Forms Reviewed


Clearance Date:

Cori Form Sent?





Clearance Date:

Orientation:





HIPAA






�








Cambridge Health Alliance Volunteer Services * 230 Highland Ave. Somerville, MA 02143
Please email completed form to volunteerservices@challiance.org

