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Friendship House Volunteer Application                                                                                                                 
Name: __________________________________________________________________
Address: ________________________________________________________________
City: _______________ State: ________ Zip Code: ____________
Phone Number: _________________ /_________________ Date of Birth____________

Employer or Parents Employer: ______________________________________________
Work/ Cell Phone: __________________________
E-Mail (self or parent):_____________________________________________________

List Classroom Preference: Infant’s, Toddler’s, Two’s, Three’s, Four’s, or Five’s
1) ________________________________
2) ________________________________
3) ________________________________

What day(s) are you available to volunteer?
_______________________________________________________________________
Are you or a family member related to any Friendship House staff or Board Member?
Yes___ No___   If yes, please explain__________________________________________
Do you understand (Yes or No)
1) You will receive no pay for services rendered ______
2) You will participate in volunteer training sessions______
3) You will work under the directions of staff ______



Emergency Medical Authorization


Should ______________________________________, ________________________
                   Volunteer’s Name                                               Date of Birth
Suffer an illness or be injured in an accident while at Friendship House and the facility is not able to contact anymore immediately, the Friendship House staff shall be authorized to secure such medical attention and care for me as may be necessary. I shall assume responsibility for payment for services.

Physician’s Name and Number: _________________________________________________
Emergency Contact Person (Name and Number):
___________________________________________________________________________
Known medical conditions (diabetes, asthma, allergies, etc.):
___________________________________________________________________________
___________________________________________________________________________

_______________________________                                                  ______________________
        Signature                                                                                                                    Date


Statement of Confidentiality
I understand that all information regarding clients, staff, and volunteers is privileged and confidential.

_________________________________                                                    ______________________
Volunteer Signature							                     Date
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