
Name: Date:

Address: Phone:

Cell phone:

SSN: DOB:

Email: AGE:

EMERGENCY CONTACT INFORMATION:

Name: Phone:

Relationship:

PARENT INFORMATION:

Mother: Wk Phone:

Father: Wk Phone:

SCHOOL INFORMATION:

Name: Phone:

Grade:

Degree/Major:

PREVIOUS VOLUNTEER OR CIVIC EXPERIENCE:

Organization: Phone:

Address:

Position:

Why do you want to volunteer at Smith Northview Hospital?

SMITH NORTHVIEW HOSPITAL
VOLUNTEER SERVICES

STUDENT VOLUNTEER PROGRAM APPLICATION

Check appropriate program:  ____ College    ____ High School    ____ High School Summer



HOBBIES, SPECIAL SKILLS OR INTERESTS:

Do you have an interest in a Health Care related career?

If yes, explain:

Do you have a friend or family member associated with Smith Northview Hospital?
If yes, please explain:

COMMITMENT:
We ask that all new volunteers make a commitment to be with us for at least six months and volunteer one
four hour shift per week.  Are you able to make a commitment to volunteer one four hour shift per week?

If no, please explain:

REFERENCES: (employers, coworkers, friends, clergy, auxiliary members - no family members)

1 - Name: Phone:

Address:

2 - Name: Phone:

Address:

   Morning    Afternoon   Evening

Are you required to volunteer: If yes, by whom?

How did you hear about our Volunteer Program?

In making application to the Smith Northview Hospital Volunteer Program, I hereby certify that I will abide by
the by-laws and policies of this organization.  I also certify that the information contained in this application
is true and correct.  I give my permission for this information to be verified by Smith Northview Hospital.
I also understand I would be working in an atmosphere which deals with the welfare of others.  Mature behavior
would be expected of me at all times.  I will be expected to be here when scheduled and on time.  When
absences are unavoidable, I MUST notify my department of service immediately.  Excessive absences may
result in me being asked to surrender my time slot to another volunteer on the waiting list.  I agree to comply
with all the requirements and regulations if selected as a Student Volunteer.

Signature Date

Date available to start Thank you for your interest in us!  

SKILLS/PREFERENCES: WORK PREFERENCE: AVAILABILITY:
Helping Visitors Visitors/Families Please circle the days you are 
Helping Patients Patients most often available to volunteer:

Special Projects/Fundraising Adults
Clerical/computer Other Volunteers     S    M    T    W    T    F    S 

Other: ____________________ No Patient Contact most often available to volunteer:

Errands/Delivery Individually
Answering Phones Office Please circle the times you are



I hereby permit my son/daughter, _______________________________,
(print child's name)

to participate in the Student Volunteer Program at Smith Northview Hospital.  I realize the 
responsibilities of the organization and will cooperate with my son/daughter to comply
with the rules and regulations of the organization.  I will assume responsibility for his/her
transportation.

In the event of a medical emergency, I permit the physicians in the Emergency Department
of Smith Northview Hospital to treat my son/daughter.

If my son/daughter is chosen, I give permission for the P.P.D.  This test will determine if the 
student has been exposed to Tuberculosis.  The test will be given prior to his/her
volunteering at the hospital.

Parent's Signature Date

PLEASE LIST ANY ALLERGIES OR CHRONIC ILLNESSES:

SMITH NORTHVIEW HOSPITAL
VOLUNTEER SERVICES

STUDENT VOLUNTEER PROGRAM 

PARENTS AGREEMENT
(Required for all students Age 14 - 18)








