Doctors’ Memorial Hospital
Volunteer Chaplain Application
Name: _______________________________________________

Birthday: _____________________ SSN: __________________

Home Address: _______________________________________

Home Phone: __________________Cell: ___________________ 

E-mail  Address: _______________________________________
Church Name: ________________________________________

Church Address: ______________________________________

Church Phone: ________________________________________ 

Previous experience as a hospital Chaplain? 

__________________________________________________________________________________________________________________________________________________________________

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

1)____________________________________________________________ 2)____________________________________________________________3)____________________________________________________________

I hereby apply to serve in the Chaplain/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’s 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 in order to serve as a Volunteer at Doctors’ Memorial Hospital.

______________________________________  _________________________________      

Chaplain Signature




      Date
