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Florida Hospital DeLand Auxiliary, Inc. Membership Application
This section for Auxiliary Office Use Only:

Orientation Date: ___________________________ Chair Notified: (Name and date)________________________________________
Placed in ____________________________________________________________     
  Date of interview_____________________



  


(Date & Time)


PERSONAL INFORMATION
Name:___________________________________________ Spouse’s Name___________________________________
Address________________________________________ City ________________________ Zip__________________
Phone (Home) _____________________________​​_____ Phone (Work or Cell) _______________________________
Email Address: _____________________________________ Birth Date ____________________________________

Emergency Contact: Name_______________________________________Phone_____________________________
Address: ________________________________________________________________________________________

PREVIOUS VOLUNTEER/WORK EXPERIENCE
As a volunteer: /List Organizations: _______________________________________________________________________
As a paid employee: List companies:______________________________________________________________________
Describe special training, work experience, talent, skill, foreign language, computers, etc.:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Opportunities for Service

The Auxiliary has a broad selection of volunteer opportunities to choose from. These varied areas of service allow volunteers to apply their talents, skills and interests to suit individual preferences and better serve the hospital and community. Below is a list of some service opportunities:

 

Admitting/Outpatient Services 

Ambassador Service 

BirthCare Center 

ComfortCare Service 

Courtesy Shuttle Service 
Emergency Department 

ICU Waiting Area 

Information Desks

Messenger Service 

Pink Corner Gift Shop 

Pinkie Resale Shop 

Surgical Waiting Area 

Teenage Volunteer Program 
Women’s HealthCare Center 

From the list of areas of service, please circle the areas of interest to you:

Based on your schedule, what kind of volunteer schedule will work best for you: Please circle your preference of: 

One or Several 4-hour shifts a week:   M   T   W   Th   F   Sat   Sun               Morning-Afternoon-Evening

 (References, Conditions & Commitment on reverse side)
PERSONAL REFERENCES (not family members)
1.  Name_________________________________________  Phone number:________________________

      Address: ___________________________________________________________________________

2.  Name_________________________________________  Phone number:________________________
      Address: ___________________________________________________________________________
VOLUNTEER PLEDGE OF COMMITMENT

1.  I will consider all information confidential which I may hear directly or indirectly concerning a patient, physician, volunteer, or any member of the hospital staff and I will not seek any information in regard to a patient.

2.  I agree to commit to at least 70 hours per year to volunteer at Florida Hospital DeLand.  I will uphold the standards and traditions of the hospital as they are expressed in its Mission Statement and that of the Auxiliary.

3.  The purpose of the Auxiliary’s volunteer program is to provide an opportunity to experience working in a hospital environment and provide needed services and assistance to the hospital staff, patients and visitors.  The program is not meant for the purpose of job or career training, nor is it meant to lead to paid employment at Florida Hospital DeLand.

VOLUNTEER CONDITIONS

1.  I certify that the information on this application is true and complete to the best of my knowledge. I understand that any misrepresentation or omission of facts on this application is sufficient cause for disqualification of this application.

I give permission for Florida Hospital DeLand to verify any information provided in this application and I authorize my past references or any other persons to answer all questions concerning my ability, character, reputation, and previous employment record.  I release all such persons from any liability or damages resulting from having furnished such information.

2.  Have you ever pled guilty to any criminal offense (misdemeanor or felony) other than parking tickets?
     ⁪  Yes
⁪   No

      Have you ever pled nolo contendere (no contest) to any criminal offense (misdemeanor or felony other than     parking tickets?  ⁪  Yes
⁪   No

      Have you ever been convicted of any criminal offense (misdemeanor or felony) other than parking tickets?

       ⁪  Yes
⁪   No

      If “YES”, please explain all convictions:  _____________________________________________________

      _______________________________________________________________________________________

_______________________________________________________________________________________

     SIGNATURE _________________________________________
       DATE_________________________

