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Adult Volunteer Application
	Contact Information

	

	Name
	

	Street Address
	

	City, State  Zip Code
	

	Home Phone
	

	Work Phone
	

	E-Mail Address
	

	
	

	Languages Spoken
	


Have you ever been convicted of or pleaded no contest to a felony within the last five years?

Yes_________    N0________If yes, please explain:_____________________________________________
Why did you choose to volunteer with the Hickok Center for Brain Injury?  __________________________________________________________________

______________________________________________________________________________

	Availability

	During which hours are you available?

	___ Center Hrs. of Operation (8:00 a.m. – 4:00 p.m./weekend/evening variability)  

 Circle  Days available:   M   T   W   Th   F    Sat   Sun

	 MACROBUTTON  DoFieldClick ___ Weekday mornings                      Day(s):                           Time(s):

	 MACROBUTTON  DoFieldClick ___ Weekday afternoons                    Day(s):                           Time(s):

 MACROBUTTON  DoFieldClick ___ Weekend                                    Day(s):                           Time(s):

	 

	EDUCATION

Name/address of school                                    Degree/Diploma                               Graduation Date

	

	

	

	Comments:

	

	

	

	

	Special Skills or Qualifications 

	Summarize special skills and qualifications you have acquired from academia, employment, previous volunteer work, or through other activities, including hobbies or sports.  Please attach your resume.

	

	Previous Experience 

	Summarize any previous relevant experience or community work.

	

	Person to Notify in Case of Emergency

	Name
	

	Street Address
	

	City, State, Zip Code
	

	Home Phone
	

	Work Phone
	

	E-Mail Address
	

	Agreement and Signature

	By submitting this application, I affirm that the facts set forth in it are true and complete. I understand that if I am accepted as an intern, any false statements, omissions, or other misrepresentations made by me on this application may result in my immediate dismissal.   I agree to complete requirements for health screening/immunizations and provide results to the Hickok Center.  I also agree to:

(1) Hold as absolutely confidential all information which I may obtain directly or indirectly concerning Hickok Center members/participants or personnel (Confidentiality Agreement attached).

(2) Uphold the Core Values and Mission of the Hickok Center for Brain Injury

	

	Name (printed)
	

	Signature
	

	Date
	

	Our Policy

	It is the policy of this organization to provide equal opportunities without regard to race, color, religion, national origin, gender, sexual preference, age, or disability.

Thank you for completing this application form and for your interest in interning with us.


Updated 8/30/2009

