SARASOTA

MEMORIAL

Teenage Volunteer Data Sheet

LAST NAME: FIRST NAME: MALE FEMALE___
ADDRESS:

CITY: STATE: ZIP:

HOME PHONE: CELL NUMBER: EMAIL:

SOCIAL SECURITY #: XXX = XX-___ DATE OF BIRTH: / /

NAME OF PERSONAL PHYSICIAN:

PHONE: FAX:

DO YOU HAVE ANY HEALTH CONDITIONS THAT MAY LIMIT VOLUNTEER ACTIVITY?

(STANDING, WALKING, PUSHING, HEARING, ETC) YES NO IF YES, PLEASE SPECIFY:
EMERGENCY CONTACT PERSON: PHONE:

RELATIONSHIP OF CONTACT PERSON:

VOLUNTEER EXPERIENCE:

EDUCATIONAL BACKGROUND (SPECIAL SKILL/TRAINING):

EMPLOYMENT EXPERIENCE (CURRENT/PAST):

HOBBIES AND SPECIAL INTERESTS:

How did the applicant learn about Sarasota Memorial Hospital's Volunteer program?

1. As a volunteer, | agree to abide by the policies and bylaws outlined in the volunteer handbook and set forth by the Hospital Board and
Auxiliary of Sarasota Memorial Hospital.

2. | understand that | am volunteering at my own risk. Any injury that may occur needs to be reported to Employee Health and the Volunteer
Services Department at the time of injury.

3. If I am absent from my volunteer duties for 6 weeks or longer, | may have to be reassigned to another shift/service when | return.

4. For your protection of patients and of myself, | have 30 days from today to complete all mandatory health screenings/vaccinations as
required by Employee Health Services and in order to volunteer.

5. My services are donated to Sarasota Memorial Hospital and its subsidiaries without compensation or future employment and are given for
humanitarian/charitable reasons. | will not receive any monetary gain nor be considered a hospital employee.

6. | have never committed or been convicted of a felony.

APPLICANT'S SIGNATURE: DATE:




