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Doctors’ Memorial Hospital

Auxiliary / Volunteer Application
Name: _________________________________________ SSN _______________________

Address: ___________________________________________________________________

Home Phone: ________________ Business Phone: _______________ Birthdate: _________
Please list special talents, skills, or hobbies, i.e. foreign language, sign language, office machines, etc., which might be utilized in volunteer service: __________________________ ___________________________________________________________________________

___________________________________________________________________________

Have you done volunteer work before: ___________  How Long? _____________________

Where?____________________________________________________________________

How many hours per week/month can you serve: ___________________________________

Days preferred? _____________________________________________________________

Person to be notified in case of illness while on duty: ________________________________

Relationship:____________________________ Phone Number: ______________________

References:  (Please list three with address and phone numbers)

1)_________________________________________________________________________2)_________________________________________________________________________3)_________________________________________________________________________

Please list in what areas of the hospital you would prefer to serve:

1) __________________________________   2) ___________________________________

3) __________________________________   4) ___________________________________ 

I hereby apply to serve in the Auxiliary/Volunteer program of Doctors’ Memorial Hospital and agree to abide by the rules of conduct, appearance and confidentiality as stated in the Bylaws.  I also agree to be bound by DMH confidentiality policy.    I hereby authorize any person, firm, organization or entity to release information concerning my background, including a criminal background check.  I further understand I must pass this background check and a drug and alcohol screening in order to serve as a Volunteer at Doctors’ Memorial Hospital.

___________________________

___________________________________________________      

         Date





         Volunteer Signature

1) Application received by Human Resources on _________________________ (date)  
3) HR forwarded to Shuge on ________________________(date)
2) Interviewed by Shuge on ______________________ (date)

5) HR receives application from Shuge on ____________________(date) and sends applicant for drug 
screening and performs background check.  
4) Application presented to the Board on  _____________________ (date)   
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