Afternoon Auxiliary to Royal Inland Hospital
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311 Columbia Street
Kamloops BC  V2C 2T1

Visit our Web Site at www.rihvolunteers.ca
Volunteer Application
	Name
	
	
	Date

	Address
	
	
	Phone

	(Mail)
	
	
	Cell

	Postal Code
	
	
	E-mail


Personal Information
Birth date (optional) Year_____ Month_____ Day___  Age Group: (18-30)___ (31-50)___ (51-70)___ (71-?)___

Personal References (excluding family):

	Name
	
	Phone No.
	
	Relationship

	1.
	
	
	
	
	

	2.
	
	
	
	
	

	

	Family Doctor
	
	
	Phone No.
	


Why do you wish to volunteer?
	

	


Areas of Interest

	

	


Present or former employer ________________________________________________________________
Available Days and Times (please check ():

	monday
	
	tuesday
	
	wednesday
	
	thursday
	
	friday
	
	saturday
	
	sunday

	am
	pm
	
	am
	pm
	
	am
	pm
	
	am
	pm
	
	am
	pm
	
	am
	pm
	
	am
	pm

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	I consent to a police record check and/or a personal reference check to be done in keeping with the Hospital's stand on the protection of children and other vulnerable patients.
	
	________________________________

Signature
	
	_______________

Date

	I am willing to make a minimum commitment of six months and to abide by the rules and regula​tions of the Hospital and of the department of volunteer services including ensuring that confi​den​ti​al​ity is preserved while on duty and after duty has ended.
	
	________________________________

Signature
	
	_______________

Date


Please return completed application to the Gift Shop – 10:00 am - 7:00 pm, Monday - Friday

 1:00 pm - 5:00 pm, Saturday and Sunday
_______________________________________
______________________

(Interviewer)





(Date)
