GD FAI RVI EW FAIRVIEW SOUTHDALE HOSPITAL
L-;IU JUNIOR VOLUNTEER APPLICATION

PLEASE PRINT OR TYPE

For office Use Only

Date rcvd Ltr sent
NAME PHONE( )
(First) (Middle) (Last)
ADDRESS CELL ( )
CITY ZIPCODE BIRTHDATE AGE
(Month/Day/Year)
EMAIL
Education:
Year of High School Graduation Name of School

Will you be receiving credit for your volunteer work either academic, or with any other group?

Yes No Unsure

Employment:
Current Employer: Position

List work hours and days

Community Involvement:
List Community Involvement/Extra-Curricular Activities

List current or previous volunteer experience

How did you learn of the volunteer program?

During the school year, are you available daytime hours Monday through Friday? YES NO

If yes, please list days and hours available:

Health History:
Please list any health problems we should be aware of:

Do you have allergies? Are you allergic to plants or flowers?
Do you take any medication? Have you had chicken pox?
If so, when?

Prior to acceptance into the volunteer program, every applicant is required to pass the health clearance,
which includes having their immunizations up-to-date for Measles, Mumps and Rubella. Proof of
immunization is required at the time of interview. Applicants also receive a mantoux test for TB
provided by FSH Health Services.

(over)




PLEASE HAVE YOUR PARENT/GUARDIAN COMPLETE THE FOLLOWING:

Name Relationship Home # ( )

Place of Employment Work # ( )

Cell/Pager #( )

Name Relationship Home # ( )

Place of Employment Work # ( )

Cell/Pager #( )

My daughter/son has my consent to serve as a
volunteer at Fairview Southdale Hospital.

Parent/Guardian Signature Date

| have read the Health Requirements and give permission for my
(Parent name)

daughter/son to have a mantoux test at Fairview Southdale
Hospital.
Parent/Guardian Signature Date

In the event my daughter/son should require medical attention while on duty as a volunteer, | understand that
Fairview Southdale Hospital will first make every attempt to contact me and if unable, will do so through the
emergency numbers listed below.

Emergency Contact Name
Relationship

Home Phone( ) Work Phone( ) Cell
Phone( )

If unable to make contact with anyone at the designated emergency numbers, | give my permission to
Fairview Southdale Hospital to administer medical care/treatment to my son/daughter should he/she
require medical services while on duty as a Junior Volunteer.

Parent/Guardian Signature Date

Junior Volunteers must submit this written application, attend a personal interview (with a parent or
guardian) with the Manager of Volunteer Services and attend orientation & three on-the-job trainings.
Upon receiving your completed application, it will be dated and filed until an opening occurs, at which
time you will receive a letter inviting you to call the Volunteer Office to schedule your interview.

We expect all Junior Volunteers to give a minimum of 3 months service, one 3-5 hours shift per week.

Please Return Completed Application to: Fairview Southdale Hospital Volunteer Services
6401 France Ave. So.
Edina, MN 55435
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G2 FAIRVIEW

Fairview Southdale Hospital
REFERENCE FOR JUNIOR VOLUNTEER:

DATE
APPLICANT
ADDRESS
SCHOOL
TEACHER

This student has applied to be a Junior Volunteer at Fairview Southdale Hospital. It will
help us to evaluate this student’s abilities and suitability for this kind of volunteer work if
you will answer the following questions.

According to your records and knowledge, please comment on the following traits:

1. Attendance at school/punctuality

2. Ability to learn/take initiative

3. Ability to follow through with assignments

4. Ability to work with others

5. Appropriate response to stressful situations

6. Ability to prioritize and manage multiple tasks

7. Ability to make a commitment & follow through

8. Respectful communication with others

9. Additional comments

TEACHER’S SIGNATURE Phone

Parents: State and Federal legislation requires that schools must have parental consent
to release information regarding students. Please sign this form and have your
son/daughter turn it in to a teacher or school counselor.

RETURN REFERENCE FORM TO:

Parent or Guardian Signature Fairview Southdale Hospital Volunteer Services
6401 France Avenue South
tkehn1/JVApplications/reference Edina, MN 55435

Revised 9/03



